The  New  York 
Academy  of  Medicine 


By  Exchange 


Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/journalofoklahom89unse 


A Direct  Line. 
No  Waitin 

With  Oklahoma  City  Clinic's  new  Doctor's  Hotline,  getting  in 
touch  with  physicians  at  our  central  location  is  now  even  easier. 

As  a physician,  we  know  your  time  is  valuable.  So  when  you 
call  our  main  Doctor  Hotline  number  or  any  of  our  department 
Doctor  Hotline  numbers,  your  call  is  given  top 
priority. 

Here's  how  it  works: 

To  reach  a physician,  call  280-5DOC  (5362).  Your  call  will  be  answered 
immediately  and  then  transferred  to  the  appropriate  department 
Doctor  Hotline  Number.  Or,  if  you  choose,  dial  any  of  our 
department  Doctor  Hotlines  below  for  direct  access. 

To  reach  Clinic  physicians,  it's  a direct  line,  no  waiting. 


BEHAVIORAL  MEDICINE 280-5836 

CARDIOLOGY/CARDIOVASCULAR/THORACIC  SURGERY.. .280-5820 

CENTRAL  FACILITY 280-5DOC  (5362) 

DERMATOLOGY 280-5823 

ENDOCRINOLOGY 280-5835 

GASTROENTEROLOGY 280-5837 

GENERAL  SURGERY 280-5832 

HEMATOLOGY/ONCOLOGY 280-5831 

INFECTIOUS  DISEASE 280-5830 

OBSTETRICS/GYNECOLOGY 280-5825 

OPHTHALMOLOGY/OPTOMETRY 280-5829 

ORTHOPEDIC  SURGERY/  PODIATRY 280-5827 

OTOLARYNGOLOGY(ENT)/AUDIOLOGY 280-5821 

PEDIATRICS 280-5839 

PRIMARY  CARE 280-5838 

PULMONARY  DISEASE 280-5822 

RADIOLOGY 280-5828 

RHEUMATOLOGY 280-5834 

UROLOGY 280-5824 

AK 


OKLAHOMA  CITY  CLINIC 


EDMOND  - 330-7000 
ELK  CITY  - 225-8131 
NORTHWEST  - 751-1628 


MIDWEST  CITY  - 737-8874 
YUKON  - 350-2273 
SOUTH  - 644-7500 


EDITOR-IN-CHIEF 

Ray  V.  McIntyre,  MD 

MANAGING  EDITOR 

Susan  F.  Records 

EDITORIAL  BOARD 

Ray  V.  McIntyre,  MD 
Editor-in-Cliief 

Robert  L.  Seott,  MD 
Editor 

M.  De Wayne  Andrews,  MD 
Editor 

ASSOCIATE  EDITORS 

Ruth  H.  Oneson,  MD 

David  M.  Selby,  MD 
Clifford  G.  WTodaver,  MD 

Ollie  W.  Dehart.  MD 

THE  ASSOCIATION  | 

David  Bickham 
Executive  Director 

M,  Michael  Sulzycki 
Director  of  Communications 

The  Journal  of  the  Oklahoma  State  Medi- 
cal Association  (ISSN  00.^0-1876)  (USPS 
285-000)  is  the  official  publication  of  the  Okla- 
homa Stale  Medieal  Association  and  is  pub- 
lished monthly  under  the  direction  of  the  OSMA 
Board  of  Trustees  at  601  Northwest  Express- 
way. Oklahoma  City,  OK  73118.  Phone:  (405) 
843-9571,  statewide:  1-800-522-9452.  fax: 
(405)842-1834.  e-mail:  osmaia  ionel.net.  Sec- 
ond Class  postage  paid  at  Oklahoma  City.  OK 
73125. 

POSTM.ASTER:  Send  address  changes  to 
JOURN.AL.  c/o  Oklahoma  State  Medical  Asso- 
ciation. 601  Northwest  Expressway.  Oklahoma 
City,  OK  73118. 

Subscription  to  the  JOURN.AL  is  included  in 
membership  dues.  All  other  subscriptions  are  S30 
per  year.  Single  copies  are  S3  per  copy,  prepaid, 
subject  to  availability. 

Reprints  of  articles  are  available  from  the 
authors  or  from  University  Microfilms  Interna- 
tional. 300  North  Zeeb  Road.  Dept.  P.R..  Ann 
Arbor.  Ml.  48106.  1-800-521-3044. 

The  JOURN.AL  does  not  assume  responsibil- 
ity for  opinions  expressed  by  the  authors.  Prod- 
ucts and  services  advertised  in  the  Journal  are 
neither  endorsed  nor  guaranteed  by  the  Okla- 
homa State  Medical  Association  unless  specifi- 
cally noted. 

C opyright  © 1 996  by  the  Oklahoma  State  Medi- 
cal Association. 


Official  Publication 
of  the  OSMA  since  1 908 


JOI JR]^. 


JANUARY  1996 


VOL.  89,  NO.  1 


EDITORIAL 

On  the  Editorial  Policy  of  the  Journal  3 

R.V.  M(  Intyre,  Kinoetsher 

PRESIDENT'S  PAGE 

Moral  Crisis 5 

L.L.  Lono.  Oklahoma  City 


SCIENTIFIC 

Treatment  of  Acute  Migraine  with  Sumatriptan — Response 

in  40  Consecutive  Patients 7 

H.J.  Blumenthal,  M.A.  Weisz,  S.  Burk;  Tulsa 

Laser  Assisted  Disc  Decompression:  An  Alternative  Treatment 
Modality  in  the  Medicare  Population 1 1 

G.D.  Casper.  V.L.  Hartman,  L.L.  Mullins;  Oklahoma  City 

Surgical  Treatment  of  Cancer  of  the  Pancreas  in  Large 
Community  Hospitals 16 

R.  Youmans,  J.M.  McGee,  J.  Lee,  K.  Malnar,  C.  Bellefeuille, 

Betty  Berry;  Tulsa 

Cardiac  Transplantation  in  Patients  Aged  60  Years  or  Older 22 

L.  Misc  HKE,  S.  Sisson,  D.K.C.  Cooper,  N.  Zuhdi;  Oklahoma  City 


NEWS 

Federation  restructuring  reflects  changing  medical  environment, 

27.. .  AM  A House  adopts  two  Oklahoma  resolutions,  27...  Risk  of 
“Little  League  Elbow”  can  be  reduced,  28...  Certified  athletic 
trainers  discuss  best  type  of  ankle  support,  28 

DEPARTMENTS 

Health  Department,  30...  Letters,  30...  Deaths,  31...  In  Memoriam, 

32.. .  Classifieds,  32...  Instructions  for  Authors,  38...  Alliance, 

39.. .  The  Last  Word,  40 

ABOUT  THE  COVER 

Manufactured  in  1898,  this  Bausch  and  Lomb  microscope  was  used 
by  George  S.  Brown,  MD,  in  his  general  practice  of  medicine  in 
Edina,  Mo.  It  was  inherited  in  either  1930  or 
1932  by  his  nephew,  Ralph  A.  Smith,  a medical 
student  at  the  time,  who  used  it  in  his  general 
practice  for  some  30  years,  until  1961.  When  he 
retired  in  1 982,  the  instrument  was  taken  from 
storage  and  given  to  his  son.  Dr.  Robert  M. 

Smith  of  Oklahoma  City. 

Art  direction  by  Greg  Gilpin,  Graphic  Arts 
Center,  Oklahoma  City. 


J Okla  State  Med  Assoc,  Vol  89,  January  1 996 


1 


For  the  Practice  of 

Cardiovascular,  Vascular  and  Thoracic  Surgery 

Oklahoma  Cardiovascular 
Surgery  Associates 


William  D.  Hawley,  M.D. 
James  M.  Hartsuck,  M.D. 
R.  Darryl  Fisher,  M.D. 
Marvin  D.  Peyton,  M.D. 

David  W. 

Allen  E.  Greer, } 


Scott  K.  Lucas,  M.D. 
John  S.  Chaffin,  M.D 
Paul  J.  Kanaly,  M.D. 
Kyle  W.  Toal,  M.D. 
Vanhooser,  M.D. 

v4.D.,  Senior  Consultant 


3366  N.W.  Expressway  - Bldg.  D.  Suite  520 
Oklahoma  City,  OK.  73112 

405-946-0900  1-800-522-6755  405-946-0945  Fax 


ib\'!Ok\Ai 


On  the  Editorial  Policy  of  the  Journal 


The  Constitution  and  iiylaws  of  the  Oklahoma 
State  Medical  Association  state,  in  part:  “The 
Editorial  Board  shall  determine  the  editorial 
policies  of  the  JoURNAl,  under  the  supervision 
of  the  Board  of  Trustees.”  This  commandment 
has  consistently  produced  a Journal  with  an 
excellent  reputation,  even  though  these  poli- 
cies have  never  been  written  in  ink.  Rather,  the 
editing  of  the  JoURNAl.  has  been  done  through 
an  oral  tradition  derived  from  prior  editors, 
many  Editorial  Board  meetings,  the  input  of 
trained  journalists,  and  AMA  publications  on 
editorial  standards. 

However,  there  have  lately  arisen  disagree- 
ments among  OSMA  otTicers  that  have  spread  to 
impingements  on  the  editorial  process  in  the 
production  of  the  JoURN.AL. 

Now,  in  order  for  the  general  members  of 
OSMA  to  have  a sense  of  reliability  in  the  JOUR- 
NAL, it  becomes  necessary  to  publicize  the  es- 
sential elements  of  the  previously  unw  ritten 
editorial  policies.  The  following  set  of  ideas  is 
what  we  have  thought  the  editorial  policies  of 
the  Journal  to  be: 

The  principle  purpose  of  the  Journal  of 
THE  Oklahoma  State  Medical  Associa- 
tion is  to  publish  worthy  scientific  articles 
of  interest  to  the  physicians  of  Oklahoma. 
The  Journal  may  also  publish  articles  dis- 
cussing topical  medical  issues,  and  news  of 
Association  and  Auxilian  activities.  The 
Journal  may  provide  a forum  in  print  for 
members  of  the  Association  to  express 
opinions  on  matters  of  interest  to  the  physi- 
cians of  Oklahoma. 

In  order  for  the  readers  of  the  JOURNAL 
to  receive  reliable,  unbiased,  and  objective 
information,  all  scientific  and  controversial 
articles  are  peer-reviewed  before  publica- 
tion; viewpoint  articles  will  be  presented  as 
the  personal  opinions  of  the  author(s)  and 
all  viewpoints  will  be  treated  equally;  and 
partisan  politics,  sectarian  religion,  and  per- 
sonal publicity  promotions  are  shunned.  All 
manuscripts  are  screened  for  libelous  or 
inflammatory  rhetoric.  All  advertising  is 


screened  for  truth  and  good  taste.  The 
American  Medical  Association’s  published 
editorial  guidelines  and  the  AMA  Principles 
of  Medical  Ethics  arc  used  as  standards. 

The  Oklahoma  State  Medical  Associa- 
tion is  the  publisher  of  the  Journal  of  the 
Oklahoma  State  Medical  Assoc  iation 
and  the  Journal  is  published  monthly  un- 
der the  direction  of  the  OSMA  Board  of 
Trustees.  The  OSMA  Board  of  Trustees  is 
empowered  under  the  Bylaws  to  appoint  a 
Journal  Editorial  Board  of  three  Editors 
with  three-year  staggered  terms,  one  of 
whom  is  to  be  designated  Editor-in-Chief, 
and  a variable  number  of  Associate  Editors 
with  one-year  terms;  any  Editor  or  Associ- 
ate Editor  may  be  reappointed  by  the  Board. 

The  Association  and  Board  of  Trustees 
will  vest  in  the  Editor-in-Chief  the  duty  and 
responsibility  to  administer  the  Editorial 
Policies  of  the  JOURNAL,  and  the  Editor-in- 
Chief,  with  the  advice  and  ajd  of  the  Edito- 
rial Board  and  the  Managing  Editor,  shall 
determine  the  content,  layout,  and  composi- 
tion of  each  issue  of  the  Journal.  Any  fu- 
ture editorial  policy  changes  shall  be  effect- 
ed only  after  prior  written  notification  of 
the  Editorial  Board  and  the  Editor-in-Chief. 


“The  Editorial 
Board  shall 
determine  the 
editorial 
policies  of  the 
Journal...  " 


We  fervently  hope  that  disagreements  among 
OSMA  officers  have  been  resolved  and  never 
recur.  But  regardless  of  the  human  frailties  of 
OSMA  of  officers  and  members,  the  health  of 
the  Association  requires  that  the  editing  of  the 
Journal  be  insulated  from  the  effects  of 
quarreling. 

The  present  Editor-in-Chief  believes  the 
Journal  should  be  an  ombudsman  for  the 
general  member  of  the  OSMA.  The  pages  of  the 
Journal  should  be  available  for  osma  mem- 
bers to  offer  pertinent,  non-libelous,  construc- 
tive criticism  of  OSMA  activities  and  policies. 
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Moral  Crisis 

At  the  recent  Interim  Meeting  of  the  American 
Medical  Association,  we  had  the  privilege  of 
having  Joseph  Cardinal  Bcrnadin,  Archdiocese 
Chicago,  address  the  House 
of  Delegates.  In  his  ad- 
dress, Cardinal  Bemadin 
addressed  what  he  per- 
ceived to  be  the  moral  and 
ethical  crisis  in  medicine. 

1 would  like  to  share  with 
you  some  of  the  critical 
thoughts  from  that  presen- 
tation. 

Cardinal  Bernadin  sug- 
gested that  medicine,  like 
any  other  profession,  does  not  exist  in  a vacu- 
um. He  said  that  the  upheavals  of  our  society 
over  the  past  thirty  years  have  left  a significant 
imprint  on  medicine  and  the  organization  of 
medicine.  His  list  of  such  upheavals  included 
the  shift  from  family  and  community  to  the 
individual  as  the  primary  unit  of  society,  an 
overemphasis  on  individual  self-interest  to  the 
neglect  of  the  common  good  the  loss  of  a 
sense  of  personal  responsibility,  and  the  un- 
seemly flight  to  the  refuge  of  “victimhood” 
the  loss  of  confidence  in  established  institu- 
tions, the  decline  in  religious  faith,  the  com- 
mercialization of  our  national  existence,  and 
the  growing  reliance  on  the  legal  system  to  re- 
dress personal  conflicts. 

In  addition  to  societal  changes.  Cardinal 
Bemadin  suggested  that  there  are  causes  spe- 
cific to  the  medical  enterprise  that  contribute 
to  medicine’s  disconnection  from  its  underly- 
ing moral  foundation.  He  suggests  that  advanc- 
es in  medical  science  and  technology  have  im- 
proved the  prospect  of  cure,  but  have  de-em- 
phasized  medicine’s  traditional  caring  function. 
He  listed  other  contributors  as  the  commercial- 
ization of  medical  practice,  the  growing  preoc- 
cupation of  some  physicians  with  monetary 
concerns,  and  the  loss  of  a sense  of  humility 
and  humanity  by  certain  practitioners.  Cardinal 
Bemadin  laments  the  fact  that  physicians  have 
too  often  succumbed  to  the  siren  songs,  to  the 
scientific  triumph,  financial  success,  and  politi- 
cal power.  In  the  process,  medicine  has  grown 
increasingly  mechanistic,  commercial,  and 
soulless.  The  age-old  covenants  between  doc- 
tors and  patients,  between  the  profession  and 
society  have  been  ignored  or  violated. 

If  the  present  predicament  is  the  product  of 
choices.  Cardinal  Bemadin  contends  then  it  is 
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po.ssible  to  choose  to  change  it.  The  change 
that  Cardinal  Bernadin  has  in  mind  is  a renew- 
ing of  the  covenant  with  patients  and  society. 
He  states  that  the  covenant  is  grounded  in  the 
moral  obligations  that  arise  from  the  nature  of 
the  doctor/patient  relationship.  They  are  moral 
obligations,  because  they  arc  based  on  the  fun- 
damental concepts  of  right  and  wrong. 

Cardinal  Bernadin  lists  four  key  aspects  of 
medicine  that  give  it  a moral  status  and  estab- 
lish a covenant  relationship: 

First,  the  reliance  of  the  patient  on  the  doc- 
tor. Illness  compels  a patient  to  place  his  or  her 
faith  in  the  hands  of  a doctor.  A patient  relies 
not  only  on  the  technical  competence  of  a doc- 
tor, but  also  on  his  or  her  moral  compass  as  a 
doctor’s  commitment  to  put  the  interest  of  the 
patient  first. 

Second,  the  holistic  character  of  medical 
decisions.  A physician  is  a scientist  and  clini- 
cian, but  as  a doctor  is  and  must  be  more.  A 
doctor  is  and  must  be  a caretaker  of  the  pa- 
tient’s person. 

Third,  the  social  investment  jn  medicine. 
Medical  science  has  succeeded  because  of  the 
faith  of  people  in  medicine  and  in  doctors. 

This  creates  a social  debt  and  is  the  basis  of 
medicine’s  call — its  vocation — to  serve  the 
common  good. 

Fourth,  the  personal  commitments  of  doc- 
tors. He  suggests  that  the  relationship  with  the 
patient  creates  an  immediate  personal  and  non- 
transferable  fiduciary  responsibility  to  protect 
that  patient’s  best  interest. 

Cardinal  Bemadin  contends  that  this  moral 
center  of  the  doctor-patient  relationship  is  the 
very  essence  of  being  a doctor.  He  says  that  it 
also  defines  the  outlines  of  the  covenant  that 
exists  between  physicians  and  their  patients, 
their  profession  and  their  society.  The  cove- 
nant, he  goes  on,  is  a promise  that  the  profes- 
sion makes  a solemn  promise — that  it  is  and 
will  remain  true  to  its  moral  center. 

In  closing.  Cardinal  Bemadin  suggested 
that  physicians  are  the  closest  to  the  pressing 
issues  of  today  in  our  nation  and  in  our  world. 
He  says  that  in  the  end,  our  choices  will  deter- 
mine our  course  as  a nation  and  community. 
Recommitting  ourselves  to  medicine’s  inherent 
moral  center  will  give  us  the  strength  and  wis- 
dom to  renew  the  covenant  and  provide  the 
leadership  that  our  patients,  our  profession, 
and  our  nation  need  and  expect  from  us. 


The  profession 
mokes  a solemn 
promise— that  it 
is  and  will 
remain  true 
to  its 

moral  center. 
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Treatment  of  Acute  Migraine  with  Sumatriptan- 
Response  in  40  Consecutive  Patients 


Harvey  J.  Blumenthal,  MD;  Michael  A.  Weisz,  MD;  Scott  Burk,  MD 


Forty  consecutive  headache  patients  self- 
administered  sumatriptan  for  migraine, 
diagnosed  by  the  criteria  of  the  International 
Headache  Society  (iHS).  Eighty  percent 
reported  excellent  response.  Thirty-three 
percent  had  recurrence  of  headache  within  four 
to  twelve  hours,  while  67%  had  no  recurrence. 
Fifty-five  percent  of  the  patients  reported  mild 
side  effects,  but  only  8%  stopped  therapy 
because  of  adverse  reactions.  No  serious 
cardiovascular  events  occurred. 
Recommendations  for  safe  use  of  sumatriptan 
are  suggested. 

Sumatriptan,  a serotonin-agonist,  was  intro- 
duced in  the  United  States  in  1 993  for  treat- 
ment of  acute  migraine  attacks.  One  of  us  (HJB) 
was  a clinical  investigator  in  the  multicenter  double 
blind  placebo-controlled  studies  which  found  76% 
efficacy  in  the  treatment  of  acute  migraine  head- 
ache.' However,  pre-marketing  investigational 
studies  may  choose  a specific  group  of  patients 
which  differs  from  those  who  come  to  a clinical 
practice  for  treatment  of  headache.  In  an  effort 
to  evaluate  this,  a consecutive  group  of  forty  pa- 
tients from  a private  neurology  and  headache 
practice  and  also  a university  internal  medicine 
practice  received  sumatriptan  for  self-adminis- 
tration. We  evaluated  time  of  onset  of  action,  degree 


From  the  Department  of  Internal  Medicine.  The  University  of  Oklahoma 
College  of  Medicine-Tulsa,  and  Neurological  Associates,  Inc.,  Tulsa, 
Oklahoma.  This  study  was  completed  without  pharmaceutical  support. 

Direct  correspondence  to  Michael  A.  Weisz,  MD,  Department  of  Inter- 
nal Medicine,  University  of  Oklahoma  College  of  Medicine-Tulsa,  2808 
South  Sheridan  Road  Tulsa,  OK  74129-1077. 


of  headache  relief,  recurrence  of  headache,  and 
side  effects. 

Method 

Forty  consecutive  patients  who  self-administered 
sumatriptan  are  reported.  All  patients  suffered  from 
migraine  with  aura  or  migraine  without  aura,  as 
defined  by  the  International  Headache  Society.^ 
Some  of  the  patients  also  suffered  from  tension- 
type  headaches  but  they  were  instructed  to  use 
sumatriptan  only  for  the  migraine  (Table  1 ).  Each 
patient  was  instructed  in  self-injection  of  sumatrip- 
tan 6 mg  subcutaneously  by  an  experienced  head- 
ache nurse,  and  most  patients  also  viewed  com- 
mercially available  video  instruction  tapes.  Patients 
were  advised  about  common  side  effects.  The 
patients  graded  their  headache  intensity  by  abil- 
ity to  continue  their  activity  (Table  2).  Degree  of 
headache  relief  was  assessed  (Table  3).  The  pa- 
tients listed  side  effects  (Table  4)  and  their  glo- 
bal response  to  treatment  (Table  5).  Patients  with 


Table  1 . Headache  Diagnosis 

Migraine  with  aura 

20% 

Migraine  without  aura 

75% 

Episodic  tension-type  headache 

15% 

Chronic  tension-type  headache 

10% 

Post-traumatic  headache 

3% 

Chronic  daily  headache 

3% 

Analgesic  rebaund  headache 

8% 

(Total  > 1 00%  due  to  patients  with  mixed- 

headache  disorders.) 
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risk  factors  for  coronary  artery  disease  were 
screened,  and  some  self-administered  the  first  dose 
of  sumatriptan  under  medical  supervision. 

Demographics 

All  of  these  patients  had  previously  used  oral 
symptomatic  and/or  oral  abortive  agents  without 
success.  These  included  Midrin®;  combination  of 
barbiturate,  caffeine,  and  analgesic;  non-steroi- 
dal anti-inflammatories;  oral  narcotic  preparations; 
and  ergot  preparations.  Twenty-eight  patients 


Table  2.  Intensity  of  Average  Headache 

Intensity  Level 

Number  of 
Patients 

1 — Able  to  continue  activity 

4 

II  — Unable  to  continue  activity 

2 

III  — Unable  to  continue  activity: 

34 

must  go  to  bed,  sleep 

Table  3.  Headache  Relief  with  Sumatriptan  Therapy 


improved 


Table  4.  Side  Effects 

None 

45% 

Neck  tightness 

25% 

Chest  tightness 

13% 

Flushing 

8% 

Pain  at  injection  site 

8% 

Nausea 

8% 

Generalized  tingling 

8% 

Increase  in  headache 

5% 

Left  arm  pain 

3% 

Scalp  burning 

3% 

(Total  > 1 00%  due  to  some 
more  than  one  side-effect.) 

patients  having 

(70%)  were  taking  preventive  medication  (Tables 
1,  2,  and  6). 

Results 

1.  Headache  relief  (Table  3).  Only  10%  of 
patients  obtained  no  relief  with  sumatriptan  where- 
as 80%  reported  excellent  relief 

2.  Time  to  relief  The  average  time  from  in- 
jection until  relief  of  headache  was  30  minutes, 
and  ranged  from  5 minutes  to  2 hours. 

3.  Recurrence  of  headaches.  Four  of  the  pa- 
tients had  no  improvement  (i.e.,  headache  recur- 
rence not  applicable).  Of  the  remaining  36  pa- 
tients, 24  had  no  recurrence  of  headache  after 
sumatriptan.  Twelve  patients  experienced  recur- 
rence of  headache  4 to  1 2 hours  after  initial  head- 
ache relief  These  patients  reported  variable  re- 
occurrence rates,  ranging  from  10%  of  the  time 
to  100%  of  the  time  after  initial  relief  Most  ob- 
tained complete  and  lasting  relief  after  a second 
dose  of  sumatriptan. 

4.  Side  effects  (Tables  4 and  7).  Fifty-five  per- 
cent of  our  patients  reported  side  effects,  but  these 
were  mild  and  only  8%  stopped  drug  therapy 
because  of  side  effects.  The  most  common  side 
effect  was  neck  tightness.  Some  experienced  chest 
tightness,  raising  concern  for  potential  cardiovas- 
cular cause,  and  possible  risk  for  myocardial  in- 
jury. No  adverse  cardiovascular  effects  were  found 
in  any  of  our  patients,  and  these  side  effects  were 
very  similar  to  those  found  in  the  pre-marketing 
clinical  investigations. 

Discussion 

Recent  investigations  of  brain  physiology  and 
pharmacologic  reactions  have  led  to  the  belief  that 
migraine  results  from  a transient  disturbance  of 
serotonin  (5-hydroxytryptamine,  5-HT)  transmitter 
function.  Whether  the  primary  defect  resides  in 
blood  vessel  responses  or  in  perturbation  of  pain- 
sensitive  neurons  in  the  brain  stem  raphe  nuclei 
remains  uncertain.  However,  the  evidence  is  in- 
disputable that  5-HT  neurotransmitters  and  5-HT 
receptors  have  a pivotal  function  in  migraine.^'' 

There  are  several  “families”  of  5-HT  receptors 
in  the  blood  vessels  and  brain.  Within  the  main 
families,  specific  sub-types  have  been  identified. 
These  different  receptor  sub-types  have  distinct- 
ly different  functions.  It  has  been  demonstrated 
that  migraine  prophylaxis  can  be  achieved  by  drugs 
which  have  antagonist  activity  at  the  5-HT2  re- 
ceptor, and  relief  from  an  acute  migraine  attack 
is  obtained  by  agonist  or  stimulation  activity  at 
the  5-HTir)  and/or  5-Ku  receptors.' 

Many  drugs  which  arc  useful  in  treatment  of 
acute  migraine  headache  actually  react  at  sever- 
al 5-ht  receptors;  however,  sumatriptan  has  a 
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specific  affinity  for  the  5-mm  receptor.  Sumatrip- 
tan binds  almost  exclusively  to  the  5-lH  ii)  recep- 
tor and  has  agonist  properties  at  this  reeeptor.^ 

Our  patients’  excellent  response  of  rapid  and 
complete  relief  from  acute  migraine  headache  with 
sumatriptan  is  almost  identical  to  previous  re- 
ports"”**; however,  most  of  these  studies  were  tight- 
ly controlled  and  limited  to  patients  who  met  strict 
criteria  and  may  not  be  representative  of  head- 
ache patients  seen  in  clinical  practice.  Patients  in 
those  early  investigations  had  migraine,  but  pa- 
tients who  also  had  tension-type  headaches  were 
excluded.  Our  consecutive  patient  group  was 
unselected  and  more  typically  represented  a pri- 
vate practice.  Forty  percent  of  our  patients  also 
suffered  from  tension-type  headaches. 

Sheftell  et  al  reported  on  their  first  one  hun- 
dred patients  treated  with  sumatriptan  at  a tertia- 
ry headache  center  and  obtained  results  nearly 
identical  to  ours.'*  Sheftell’s  study  also  included 
patients  who  experienced  tension-type  headaches 
and  other  types  of  headache  in  addition  to  mi- 
graine. Their  patients,  like  ours,  were  specifical- 
ly instructed  to  self-administer  sumatriptan  for 
migraine  only.  The  Sheftell  study  drew  patients 
from  a tertiary  headache  center  and,  not  unex- 
pectedly, included  a large  number  of  patients 
suffering  from  chronic  daily  headache  (56%)  and 
analgesic  rebound  headaches  (28%).  Only  1 1% 
of  our  patients  had  chronic  daily  headache  and/ 
or  analgesic  rebound  headaches. 

It  is  clear  that  patients  with  mixed  headache 
disorders  can  obtain  relief  from  the  specific  mi- 
graine headache  with  sumatriptan.  Another  5-HT 
agonist,  dhe-45,  is  very  helpful  in  breaking  the 
cycle  of  analgesic  rebound  and  chronic  daily 
headaches,'®"  and  future  work  may  show  suma- 
triptan can  also  help  these  disorders. 

The  most  worrisome  side  effect  with  sumatrip- 
tan is  a sense  of  chest  pressure,  heaviness,  or  neck 
tightness,  which  can  mimic  cardiac  ischemia.  In 
the  large  international  study  group  of  sumatrip- 
tan, these  symptoms  were  reported  in  12%  of 
patients,®  while  13%  of  our  patients  reported  chest 
pressure.  Extensive  investigation  of  this  phenom- 
enon found  normal  EKG  and  cardiac  enzymes  in 
the  vast  majority  of  study  patients.  However,  there 
are  rare  reports  of  patients  who  have  suffered  severe 
cardiac  events  immediately  after  receiving  sub- 
cutaneous sumatriptan.'^"'* 

Despite  its  putative  specificity  for  brain  5-hTid 
receptors,  sumatriptan  has  been  demonstrated  to 
cause  up  to  17%  reduction  of  coronary  artery 
diameter  in  ten  patients  with  suspected  coronary 
artery  disease.'* 

A recent  report  of  cardiac  arrest  following  use 
of  sumatriptan  in  a 35-year-old  woman  with  un- 


suspected heart  disease  underscores  the  impor- 
tance of  obtaining  a complete  medical  and  fam- 
ily history  to  assess  migraine  patients  for  cardio- 
vascular risk  factors.'’ 

There  is  evidence  that  the  chest  tightness  asso- 


Table  5.  Global  Response  to  Treatment 


Table  6.  Demographics 

Mean 

Range 

Age  (year) 
Male  (n=4) 

39.1 

14-59 

Female  (n=36) 

32.5 

17-41 

Age  at  headache  anset 

21  years 

5-52  years 

Average  headache 
duration  without 

40  hours 

2-84  hours 

abortive  therapy 

Table  7.  Effect  af  Side  Effects  on  Treatment  Continuation 
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ciated  with  sumatriptan  may  be  due  to  increased 
amplitude  and  duration  of  esophageal  contractions. 

We  believe  sumatriptan  is  a safe  and  very  ef- 
fective treatment  for  acute  migraine  attacks,  but 
make  the  following  recommendations:  Sumatrip- 
tan should  not  be  used  in  patients  with  potential 
for  undiagnosed  coronary  artery  disease  without 
thorough  evaluation  and  due  consideration  of 
alternative  treatments.  Such  patients  include  men 
over  40,  postmenopausal  women,  patients  who 
smoke,  and  those  with  hypertension,  diabetes, 
obesity,  hypercholesterolemia,  and  family  histo- 
ry of  heart  disease,  especially  at  a young  age. 

Conclusions 

1 . In  forty  consecutive  unselected  migraine 
patients,  sumatriptan  provided  effective  treatment 
for  acute  migraine  headache  in  90%. 

2.  Mild  side  effects  occurred  in  50%  of  the 
study  population;  however,  only  8%  of  patients 
stopped  treatment  because  of  side  effects. 

3.  Thirty-three  percent  of  patients  had  reoc- 
currence of  headache  within  24  hours,  concor- 
dant with  previous  reports. 

4.  Rarely,  patients  with  unsuspected  coronary 
artery  disease  may  experience  coronary  vasospasm 
with  serious  life-threatening  cardiac  events,  ijj 
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Laser  Assisted  Disc  Decompression:  An  Alternative 
Treatment  Modality  in  the  Medicare  Population 

G.  David  Casper,  MD;  Valerie  L.  Hartman,  BA;  Larry  L.  Mullins,  PhD 


The  current  study  evaluated  the  efficacy  of 
LADD  within  the  Medicare  population,  and 
examined  the  influence  of  coexisting  medical 
conditions  and  previous  surgical  intervention  on 
surgical  outcome.  Patients  who  met  inclusion 
criteria  underwent  laser-assisted  disc 
decompression  (lADD)  using  the  Holmium:YAG 
Laser  with  Sidefire™  laser  fiber.  All  patients 
evidenced  primarily  leg  pain,  with  or  without 
back  pain,  which  had  failed  a minimum  of  six 
weeks  conservative  treatment.  Post-operative 
follow-up  at  one  year  yielded  a surgical  success 
rate  of  80%.  Surgical  outcome  was  not  related 
to  coexisting  medical  conditions  or  previous 
surgical  intervention  on  the  lumbar  spine. 
Findings  of  the  current  study  suggest  that  LADD 
offers  a viable  alternative  treatment  modality 
for  lumbar  disc  disease  within  the  Medicare 
population. 

Elderly  patients  within  the  Medicare  popula- 
tion, defined  as  individuals  65  years  of  age  or 
older,  are  often  not  considered  good  candidates 
for  traditional  spinal  procedures  (e.g.,  open  lami- 
nectomy) due  to  operative  and  post-operative  com- 
plications.' Previous  literature,  however,  suggests 
that  age  alone  should  not  be  a contraindication 
to  surgical  intervention.''^  Other  factors,  includ- 
ing coexisting  medical  conditions,  poor  aerobic 
capacity,  and  a relative  decline  in  organ  reserve 
and  physiologic  function  have  been  shown  to 
negatively  influence  the  elderly  patient’s  response 


Direct  correspondence  to  G.  David  Casper.  MD,  Laser  Spine  & Joint  Center 
of  the  Southwest.  1016  Southwest  44th  Street,  Suite  500,  Oklahoma  City, 
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to  surgical  intervention.'*'^  Quigley  and  colleagues" 
suggest  that  the  complications. inherent  in  the 
Medicare  population  may  result  in  apprehension 
on  the  part  of  the  surgeon  to  perform  more  inva- 
sive surgical  procedures;  thus,  surgical  interven- 
tion is  often  not  a consideration.**  Patients  within 
the  Medicare  population  may  also  be  less  likely 
to  seek  surgical  intervention  if  they  are  aware  of 
associated  procedural  risks,  which  may  worsen 
their  pre-operative  level  of  physical  functioning.^'"* 
Although  lumbar  disc  herniation  is  more  prev- 
alent among  younger  and  middle-aged  adults, 
elderly  patients  are  increasingly  seeking  medi- 
cal intervention  for  pain  associated  with  lumbar 
disc  disease. ' ' There  is  a paucity  of  research  avail- 
able that  quantifies  the  rates  of  surgical  outcome 
and  complications  following  surgical  interven- 
tion on  the  lumbar  spine  for  patients  within  the 
Medicare  population.'  Although  surgical  success 
rates  for  lumbar  procedures  in  this  population  range 
from  60%  to  87%,^  '^  '^  Deyo  and  colleagues'  have 
shown  the  postoperative  complication  rate  and 
utilization  of  medical  resources  to  increase  as  a 
function  of  the  elderly  patients  pathophysiolog- 
ical status.  Such  data  argues  for  the  need  to  eval- 
uate less  invasive,  safer,  and  more  economical 
surgical  procedures. 

Laser  Assisted  Disc  Decompression 

Laser  assisted  disc  decompression  (LADD)  is  a 
relatively  new  percutaneous  procedure  used  in 
the  treatment  of  nonsequestered  herniated  nucleus 
pulposus  of  the  lumbar  spine.  Previous  clinical 
trials  have  shown  LADD  to  be  more  efficacious 
than  alternative  treatment  methods  in  terms  of  both 
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access  to  the  disc  space  and  more  predictable 
ablation  of  intradiscal  tissue.'"*  Additional  advan- 
tages of  LADD  include  decreased  patient  recov- 
ery times,  less  morbidity,  a faster  return  to  nor- 
mal activity,  and  lower  costs.  Further,  LADD  has 
less  potential  for  perineural  scarring,  intraopera- 
tive blood  loss,  and  infection.'^  LADD  does  not 
typically  result  in  complications  (e.g.,  epidural 
fibrosis,  transverse  myelitis,  and  discitis)  inher- 
ent in  traditional  surgical  procedures  or  other 
percutaneous  procedures.'®  The  success  rates  of 
LADD  in  the  general  population  range  from  55% 
to  85%. Researchers  have  suggested  that  the 
variability  in  surgical  outcome  is  a function  of 
the  type  of  laser  and  the  associated  wavelength.^" 

Due  to  the  limited  sample  size  utilized  in  pre- 
vious clinical  trials  of  LADD,  few  researchers  have 
made  distinctions  in  surgical  outcome  between 
younger  and  older  patients.  Utilizing  the  Nd:  YAG, 
Choy  and  colleagues  reported  a 71%  surgical 
success  rate  with  a general  population  sample  of 
patients  and  noted  no  differences  in  surgical  out- 
come for  a subsample  of  older  patients.'^  The 
current  study  discusses  the  procedural  specifics 
and  evaluates  the  efficacy  of  LADD  within  the 
Medicare  population  utilizing  the  Ho:YAG  laser 
with  side-firing  fiber,  and  examines  the  influence 
of  coexisting  medical  conditions  and  prior  sur- 
gical intervention  on  surgical  outcome.  Advan- 
tages of  the  Ho:yag  laser  involve  its  maximum 
absorption  in  water  and  water-containing  tissues, 
which  lessens  the  likelihood  of  thermal  damage 
to  the  vertebral  endplates.^'  Further,  the  side-fir- 
ing fiber  offers  more  accurate  ablation  of  tissue 
in  contrast  to  the  straight-firing  fiber  utilized  by 
other  laser  systems.'^^ 

Methods 

Patient  Selection. — A sample  of  31  patients 
aged  65  years  or  older  were  selected  based  upon 
the  persistence  of  positive  neurologic  signs  and 
symptoms  compatible  with  nonsequestered,  her- 
niated nucleus  pulposus  (i.e.,  totally  transligamen- 
teous  herniation  with  disc  material  contained 
within  the  annulus).  Before  physical  examination 
and  consideration  for  inclusion  in  this  study,  each 
patient  was  asked  to  complete  a preoperative 
patient  history  form  which  addressed  the  onset 
and  nature  of  symptoms,  previous  forms  of  treat- 
ment attempted,  and  other  related  neurologic 
conditions  for  which  the  patient  had  been  treat- 
ed. The  preoperative  patient  history  form  also 
inquired  about  medical  conditions  for  which  the 
patient  was  currently  receiving  medical  treatment 
and  any  previous  surgical  procedures  they  had 
undergone  including  those  unrelated  to  their  cur- 
rent condition.  Correspondent  to  this  form,  the 


patient  completed  a diagram/illustration  to  indi- 
cate the  specific  area(s)  of  discomfort,  type  of 
pain  (e.g.,  ache,  numbness,  pins  and  needles, 
burning,  stabbing)  and  the  radicular  components 
of  their  discomfort.  Based  upon  these  complaints, 
plus  physical  examination  indicating  radicular  leg 
pain  with  or  without  accompanying  back  pain, 
as  well  as  radiographic  confirmation  of  contained 
disc  herniation,  determination  of  whether  the 
patient  was  a candidate  for  the  study  was  made. 

All  patients  had  received  a minimum  of  six 
weeks  conservative  treatment,  including  nonste- 
roidal anti-inflammatory  drugs  (N=27),  physical 
therapy  (N=16),  selective  nerve  blocks  (N=3), 
epidural  steroids  (N=2),  and,  in  some  cases,  chi- 
ropractic care  (N=3).  No  patient  was  considered 
for  surgical  intervention  if  the  primary  source  of 
neurologic  findings  was  felt  to  be  solely  due  to 
scar  tissue  from  a previous  discectomy,  lateral 
recess  or  central  stenosis,  or  sequestered  disc 
material  (i.e.,  totally  transligamenteous  hernia- 
tion with  disc  material  separate  and  apart  from 
the  annulus).  Patient  selection  was  not  based  upon 
sex,  employment  status,  duration  of  symptoms 
beyond  the  minimum  six  weeks  conservative  tri- 
als, or  the  presence  of  recurrent  disc  herniation. 

Materials. — All  procedures  were  performed 
using  the  OmniPulse  Holmium:YAG  Laser  with 
the  Sidefire™  laser  fiber  (Trimedyne,  Inc.,  Irv- 
ine, Calif),  which  contained  a proprietary  550 
micron  diameter  optical  fiber. 

Procedure  for  Laser  Assisted  Disc  Decom- 
pression.— The  patient  was  placed  in  the  prone 
position  on  a radiolucent  operating  table  with 
pressure  points  cushioned  and  the  patient’s  back 
flexed  to  decrease  lumbar  lordosis.  A C-arm  flu- 
oroscope  with  image  intensification  was  used  to 
provide  images  in  both  the  anterior/posterior  and 
lateral  views  to  verify  position  of  the  laser.  The 
procedure  was  performed  under  local  anesthe- 
sia, utilizing  marcaine  and  xylocaine  with  epi- 
nephrine, and  patients  were  monitored  by  an 
anesthesiologist.  All  patients  were  awake  and  able 
to  converse  freely  throughout  the  procedure. 

A standard  posterolateral  approach  from  the 
side  of  the  herniation  was  made,  utilizing  a stab 
wound  with  a #1 1 blade.  Guidewire  placement 
within  the  appropriate  interspace  was  accom- 
plished and  the  Omni"**  Spinal  Introduction  Sys- 
tem (Trimedyne,  Inc.,  Irvine,  Calif ) was  utilized 
for  placement  of  the  side-firing  laser  fiber. 

The  laser  parameters  were  1 3 watts  at  1 0 hertz, 
and  energy  was  delivered  until  the  patient’s  sub- 
jective response  indicated  complete  relief  of  radic- 
ular pain,  or  approximately  2,()0()  joules  of  ener- 
gy had  been  delivered. 

Laser  Technique. — The  laser  energy  was 
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applied  for  5 seconds  on  and  5 seconds  otT,  and 
the  laser  fiber  was  fixed  at  2, 4,  8,  and  1 0 o’clock, 
producing  an  oval  ablation  zone. 

Follow-up. — Evaluations  were  carried  out  by 
an  independent  interviewer  via  direct  telephone 
communication,  and  their  current  status  was  rat- 
ed based  upon  the  modified  Macnab  criteria’^ 
(Table  1 ).  Patients  who  gave  an  ambiguous  re- 
sponse (e.g.,  between  ratings  of  “excellent”  and 
“good”)  were  given  a lower,  more  conservative 
rating.  Macnab  ratings  of  “excel  lent”  and  “good” 
were  deemed  surgical  successes  for  the  purpos- 
es of  this  study,  while  outcomes  of  “fair”  and 
“poor”  were  deemed  surgical  failures.  Also,  pa- 
tients requiring  open  laminectomy  or  an  additional 
LADD  at  a recurrent  level  (i.e.,  index  level)  were 
classified  as  failures.  Patients  were  evaluated  post- 
operatively,  and  again  at  one  week,  three  months, 
six  months,  and  one  year.  Although  direct  inter- 
viewer-patient follow-up  would  have  been  desir- 
able, many  patients  commute  a considerable  dis- 
tance for  medical  follow-up  by  the  surgeon  and 
it  would  be  unreasonable  to  request  patients  make 
additional  trips  for  direct  interview  s.  The  telephone 
interview  was  strictly  formatted,  however,  thus 
insuring  standardized  questioning. 

Post-operatively,  patients  were  treated  on  an 
individual  basis  in  terms  of  release  to  full  activ- 
ity and  need  for  further  treatment.  For  all  patients, 
it  was  suggested  that  no  prolonged  sitting  in  a 
straight-back  chair  or  heavy  lifting  be  done  within 


Table  1 . Modified  Macnab  Criteria 

Surgical  Success 

Excellent 

Good 

• Free  of  pain 

• No  restriction  of 
mobility 

• Able  to  return  to 
normal  work  and 
activities 

• Occasional  non- 
radicular  pain 

• Relief  of  presenting 
symptoms 

• Able  to  return  to 
modified  work 

Surgical  Failure 

Fair 

Poor 

• Some  improved 
functional  capacity 

• Still  handicapped 
and/ or  unemployed 

• Continued  objective 
symptoms  of  root 
involvement 

• Additional  operative 
intervention  needed 
at  the  index  level, 
irrespective  of  repeat 
or  length  of  post- 
operative follow-up 

the  four-  to  six-week  interval  following  LADD. 
All  patients  were  encouraged  to  begin  ambula- 
tion immediately  and  to  follow  a daily  exercise 
program  of  continuous  walking  for  at  least  twenty 
minutes. 

Results 

Patient  Characteristics. — The  sample  con- 
sisted of  3 1 patients  ( 1 7 males,  1 4 females)  aged 
65  years  and  older  (A/=70.9,  SD=4.2).  One  pa- 
tient was  deceased  at  one-year  follow-up;  there- 
fore, due  to  subsequent  missing  data,  this  patient 
was  excluded  from  all  analyses  pertaining  to 
surgical  outcome  at  one  year.  Cause  of  death  was 
unrelated  to  LADD. 

Pre-Operative  History. — Information  pro- 
vided on  the  patient  history  form  revealed  that 
greater  than  50%  (N=16)  of  the  patients  were 
currently  being  treated  for  unrelated  medical 
conditions,  and  25%  (N=8)  of  the  patients  had 
undergone  previous  surgical  intervention  of  the 
lumbar  spine  (Table  2).  Duration  of  symptoms 
was  provided  by  97%  (N=30)  of  the  patients 
averaging  36.2  months  (SD=52-.2  months). 

Physical  Examination  and  Radiographic 
Findings. — Patients  underwent  physical  exami- 
nation to  determine  if  symptomatology  existed 
that  was  indicative  of  radicular  leg  pain,  includ- 
ing diminished  strength  of  the  extensor  hallicus 
longus  (EHL),  diminished  deep  tendon  reflex  (DTR) 
and  positive  straight  leg  raise  (SLR).  All  patients 
showed  symptoms  consistent  with  radicular  leg 
pain.  Positive  radiographic  findings  of  non-se- 
questered  herniated  nucleus  pulposus  was  deter- 
mined in  all  patients.  See  Table  3 for  physical 
examination  findings  and  diagnostic  radiographic 
imaging  devices. 

Operative  and  Post-Operative  Report. — The 

majority  of  the  herniations  were  on  the  patient’s 
right  side  (N=21, 67.7%);  however,  there  were  9 
(29%)  left-sided  herniations  and  1 (3.2%)  cen- 


Table  2.  Pre-Operative  History 

Coexisting  Medical  Conditions 

Diabetes  7 (22.6%) 

Arthritis  3 (9.7%) 

Asthma  1 (3.2%) 

Other  5 (16.1%) 

None  15  (48.4%) 

Prior  Surgical  Intervention 
on  the  Lumbar  Spine 

Open  Laminectomy  7 

Fusion  2* 


'One  patient  underwent  botfi  fusion  and  open 
laminectomy 
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Table  3.  Physical  Examination  Findings  and 
Diagnostic  Radiographic  Imaging  Devices 


Physical  Examination  Findings 

Yes 

No 

EHL  (diminished) 

19(61.3%) 

1 2 (38.7%) 

DTR  (diminished) 

18(58.1%) 

13(41.9%) 

SLR  (positive) 

1 7 (54.8%) 

14(45.2%) 

Radiographic  Imaging  Device 

MRI 

27  (87,1%) 

a 

2 (6.5%) 

CT  with  Myelogram 

2 (6.5%) 

Level  of  LADD 


L1L2 

1 

L2L3 

2 

L3U 

5 

L4L5 

17 

L5S1 

11 

36  levels' 

•Five  patients  underwent  LADD  at  two  levels 


tral  herniation.  LADD  was  performed  at  a single 
index  level  for  83.9%  (N  = 26)  of  the  patients, 
and  at  multiple  levels  for  16.1%  (N  = 5)  of  the 
patients  (Table  3).  The  number  of  joules  utilized 
during  LADD  ranged  from  418  to  2019,  with  an 
average  of  1355. 1 (SD=45 1 .5).  All  patients  were 
released  to  normal  activity,  with  an  average  number 
of  days  to  release  of  26.7  (SD=24.3)  and  a mode 
of  8 days.  The  average  number  of  days  followed 
by  the  surgeon  was  49.5  (SD=44.5),  ranging  from 
1 to  184  days. 

Analyses  of  Surgical  Outcome. — Macnab 
ratings  at  each  follow-up  point  for  all  patients  are 
shown  in  Table  4.  Macnab  ratings  at  one-year 
follow-up  yielded  a surgical  success  rate  of  80% 
(N=24),  including  1 1 “excellent”  ratings  and  13 
“good”  ratings.  Surgical  outcome  (i.e.,  surgical 
success  or  surgical  failure)  was  not  related  to  gender 
of  the  patient  [X^(  1 )2.7 1 ,/;=  1 ()].  Surgical  outcome 
was  not  related  to  the  coexistence  of  an  unrelat- 
ed medical  condition  [X^(  1 ).03,/;=.85]  or  previ- 
ous surgical  intervention  on  the  lumbar  spine 
[X^(  1 ).  1 7,/;=.68].  There  was  no  significant  dilTcr- 
cncc  in  duration  of  symptoms  for  surgical  out- 
come fFi,27=l  53,/;=.23],  averaging  39.4  months 
and  10.8  months  for  surgical  success  and  surgi- 
cal failure,  respectively.  Surgical  outcome  was 
not  related  to  type  of  radicular  symptomatology 
[i.c.,  i:ill.,  X^(  1 ).3  I ,/;=.58;  di  r,  X^(  I ).  1 4,/;=.7 1 ; 
or  SLR,  X^(I)2.I7,  />=.  14]  or  type  of  diagnostic 
radiographic  imaging  device  jX^  (2)1 . 1 5,/;=.56|. 
Surgical  outcome  was  not  related  to  the  side  of 


the  patient’s  herniation  [X^(2)4.44,p=.  1 1 ] or  the 
level(s)  of  the  LADD  procedure  [X^(3)  1 .65,/?=.65]. 
There  were  no  significant  differences  in  number 
of  joules  utilized  (Fi,2g=.75,  p=.39),  number  of 
days  to  release  to  normal  activity  (Fi,28=.84,p=.37), 
or  number  of  days  followed  by  the  surgeon 
(Fi,28=.55,  p=A6)  for  surgical  outcome. 

Report  of  Surgical  Failures. — Surgical  fail- 
ures included  2 patients  requiring  open  laminec- 
tomy for  undetected  sequestered  fragments,  1 
patient  requiring  a second  LADD  procedure  at  the 
index  level,  and  3 patients  with  “fair”  ratings. 
Patients  requiring  additional  surgical  treatment 
(i.e.,  open  laminectomy  or  LADD)  have  respond- 
ed successfully  and  were  released  to  normal  ac- 
tivity, indicating  that  LADD  does  not  preclude 
additional  forms  of  surgical  intervention.  Patients 
with  “fair”  ratings  (i.e.,  minimal  improvement) 
who  remained  essentially  unresponsive  to  LADD, 
refused  additional  treatment.  No  complications 
were  reported,  and  no  patient  received  a perma- 
nent disability  rating  at  release  from  the  surgeon. 

Discussion 

The  results  from  the  current  study  suggest  that 
LADD  is  a safe  and  efficacious  procedure  within 
the  Medicare  population  for  the  treatment  of 
nonsequestered  herniated  nucleus  pulposus.  Uti- 
lizing the  Ho:YAG  laser  with  side-firing  fiber,  a 
surgical  success  rate  of  80%  was  achieved,  which 
is  comparable  to  or  better  than  outcomes  cited  in 
previous  literature  for  both  traditional  surgical 
procedures  and  other  percutaneous  methods.^  '^  '^  ” 

Within  the  current  sample,  surgical  outcome 
was  not  related  to  the  presence  of  a coexisting 
medical  condition.  These  findings  stand  in  con- 
trast to  previous  literature  involving  traditional 
invasive  surgical  procedures  and  other  percuta- 
neous procedures  where  the  patient’s  preopera- 
tive physiological  status  had  a negative  influence 
on  surgical  outcome  and  increased  the  likelihood 
of  complications.'  Further  surgical  outcome  was 
not  influenced  by  prior  surgical  intervention  of 
the  lumbar  spine.  In  the  current  sample,  patients 
undergoing  LADD  at  multiple  levels  yielded  a 
surgical  success  rate  of  80%,  indicating  that  l.ADD 
can  be  performed  successfully  on  multilevel  her- 
niations. 

Although  limitations  of  the  current  study  do 
exist  (i.c.,  small  sample  size  and  utilization  of  a 
single  treatment  modality),  within  the  Medicare 
population  LADD  appears  to  be  a viable  surgical 
procedure  for  the  treatment  of  nonsequestered  her- 
niated nucleus  pulposus  without  the  risks  and  as- 
sociated complications  inherent  in  alternative  treat- 
ment modalities.  LADD  is  pcrfomicd  on  an  outpatient 
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basis  under  local  anesthesia  and  ofl’ers  the  elderly 
patient  a potentially  shorter  recovery  period  and  a 
faster  return  to  normal  activity.  Consistent  with 
Choy,^’  the  cost  of  surgical  care  for  a single-level 
LADD  procedure  is  estimated  at  one-third  the  cost 
of  a single-level  lumbar  disc  excision.^'’ 

Although  findings  from  the  current  study  sug- 
gest that  the  presence  of  a coexisting  medical 
condition  and  prior  surgical  intervention  are  not 
related  to  surgical  outcome,  these  factors  should 
be  carefully  assessed  prior  to  providing  interven- 
tion. Future  research  should  work  towards  the 
development  of  randomized  clinical  trials  that  can 
quantify  the  differences  between  the  various  types 
of  lasers  and  associated  wave  lengths,  and  exam- 
ine further  the  influence  of  age  and  coexisting 
medical  conditions  on  surgical  outcome.  9 
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Table  4. 

Macnab  Ratings  for  LADD  at  Each  Follow-up* 

Case  Immediate  1 Week 

3 Months 

6 Months  1 

Year 

1 

1 

1 

1 

1 

1 

2 

1 

1 

1 

1 

1 

3 

1 

1 

1 

1 

1 

4 

2 

2 

3 

3 

2 

5 

2 

2 

4 

4 

4** 

6 

2 

2 

2 

1 

1 

7 

1 

1 

2 

4 

4t 

8 

1 

1 

2 

2 

3 

9 

1 

2 

2 

2 

2 

10 

1 

1 

1 

1 

1 

11 

1 

1 

1 

1 

1 

12 

1 

1 

2 

2 

2 

13 

1 

2 

2 

2 

2 

14 

1 

1 

1 

1 

1 

15 

1 

1 

2 

2 

_t 

16 

1 

1 

1 

1 

1 

17 

1 

2 

2 

2 

1 

18 

1 

2 

1 

1 

1 

19 

2 

1 

2 

2 

2 

20 

1 

1 

2 

2 

2 

21 

1 

1 

2 

2 

2 

22 

2 

2 

3 

3 

2 

23 

1 

1 

3 

3 

3 

24 

1 

1 

1 

1 

1 

25 

1 

2 

4 

4 

3 

26 

1 

1 

2 

2 

2 

27 

1 

2 

2 

2 

2 

28 

2 

3 

4 

4 

4** 

29 

1 

1 

2 

2 

2 

30 

2 

1 

2 

2 

2 

31 

1 

1 

3 

2 

2 

Surgical  Success 

Rating  1 00% 

*1  = "excellenf';  2 = "good";  3 = "fair" ; 4 
"'Required  open  laminectomy  — classified 
fRequired  additional  LADD  at  index  level 
tPotient  deceased  at  one  year  follow-up 

96.8% 

= "poor" 
as  failure 
— classified 

77.4% 

as  failure 

77.4% 

80% 
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Some 
documented 
presenting 
symptoms  were 
abdominal  pain 
(63%),  back 
pain  (28%), 
vomiting  (24%), 
and  pruritus 
(10%). 


A retrospective  study  compares  the  success 
rates  of  surgical  treatment  of  cancer  of  the 
pancreas  in  large  community  hospitals. 

Although  none  of  the  surgeons  averaged  as 
many  as  two  pancreaticoduodenal  resections 
per  year  for  the  period  of  this  study,  their 
results  compared  well  with  other  published 
series  except  for  a few  centers  and  surgeons 
who  did  a very  high  volume  of  such  resections. 
Results  of  the  study  indicate  that  well  trained 
surgeons  in  well  staffed  and  well  equipped 
community  hospitals  can  provide  acceptable 
results  in  pancreaticoduodenectomies  for 
cancer  of  the  pancreas. 

There  are  over  28,000  new  cases  of  pancreatic 
cancer  in  the  United  States  each  year,  which 
account  for  almost  28,000  deaths  annually.  The 
incidence  of  pancreatic  cancer  has  doubled  in  the 
past  60  years  and  has  peaked  at  8 per  100,000.' 
Cancer  of  the  pancreas  has  the  lowest  five-year 
survival  of  all  carcinomas,  which  is  reported  to  be 
0.4%  worldwide."  "'  It  is  the  fourth  leading  cause 
of  death  from  cancer  in  the  United  States.  War- 
shaw,'  reviewing  carcinoma  of  the  pancreas,  found 
the  average  survival  from  the  time  of  diagnosis  to 
be  six  months,  and  surgical  removal  of  the  pan- 
creas and  duodenum  was  the  only  treatment  that 
prolonged  survival.  Many  articles'"''  confirm  these 
discouraging  results  of  pancreatic  carcinoma,  while 
others  arc  more  recent  and  much  more  optimis- 

Direct  corrcsporuicncc  to  Karen  Malnar,  RN.  Associate  Director  of  Re- 
search, University  of  Oklahoma  ('ollcgc  of  Medicine  Tulsa.  Dcpartnient 
of  Surgery,  2815  South  Sheridan  Road.  Tulsa,  OK  74129. 


tic  10-12  Trede'"  and  Warshaw'  report  long  series  of 
pancreaticoduodenectomies  with  no  mortality. 

It  is  clear  that  the  mortality  rate  from  resect- 
ing the  pancreas  and  duodenum  has  changed  re- 
markably in  the  last  25  years,  and  that  operative 
mortality  rates  of  30%  are  now  excessive.  With 
the  exception  of  several  publications  by  surgeons 
doing  very  large  volumes  in  university  hospital 
settings  who  report  mortality  rates  below  five 
percent,'  " '“  " '"  the  mortality  rate  for  pancreati- 
coduodenectomy is  in  the  range  of  5%  to 
15%. This  improvement  is  often  attribut- 
ed to  better  preparation  of  the  operating  team, 
reduced  operating  time,  less  blood  loss  and  re- 
placement, improved  anesthesia,  earlier  detection 
of  complications  by  CT  scan,  more  timely  and 
effective  handling  of  complications,  and  limit- 
ing pancreatic  surgery  to  fewer  surgeons  with  more 
cases.'-'”"  '"  Wanebo  reviews  the  current  status 
of  managing  carcinoma  of  the  pancreas. 

Our  study  represents  the  ten-year  experience 
of  three  large  community  hospitals  with  a total 
of  1,896  beds  in  a single  metropolis  of  about 
400,000  people.  These  hospitals  all  have  teach- 
ing programs  but  arc  not  “university”  or  “Dean's” 
hospitals.  The  pancreaticoduodenal  resections 
were  carried  out  by  a number  of  different  sur- 
geons, all  fully  trained,  but  none  averaged  as  many 
as  two  resections  per  year  during  the  period  we 
reviewed.  Our  primary  intention  in  this  retrospec- 
tive study  was  to  determine  if  the  results  in  these 
community  hospitals  were  comparable  to  the 
results  in  university  medical  centers  as  reported 
in  the  literature.  We  also  wanted  to  determine  if 
we  were  improving  our  pcrfomiancc,  so  we  looked 


i« 


J Okla  State  Med  Assoc,  Vol  89,  January  1996 


at  the  first  two  years  of  our  series  ( 1 980-8 1 ) and 
compared  them  to  the  last  two  years  ( 1988-89). 

Methods 

The  records  of  all  patients  who  had  the  diagnosis 
of  cancer  of  the  pancreas  in  the  three  hospital  cancer 
registries  from  1980  through  1989  were  reviewed. 
All  of  the  patients  who  lacked  a tissue  diagnosis 
were  excluded,  as  were  all  ampullary  cancers, 
carcinoid,  and  other  neuroendocrine  tumors.  This 
left  340  patients  with  carcinomas  of  the  pancre- 
as to  be  considered. 

The  records  were  abstracted,  and  the  pertinent 
information  recorded  and  analyzed.  The  patients 
were  divided  into  those  who  never  had  laparoto- 
mies (but  had  tissue  diagnoses)  and  those  who 
had  laparotomies.  Those  patients  who  had  lap- 
arotomies were  further  divided  into  those  who 
had  curative  resections  and  those  who  did  not. 
The  30  patients  who  underwent  curative  resec- 
tion (pancreaticoduodenectomy)  were  specifically 
analyzed  regarding  morbidity  and  mortality,  with 
special  comparisons  made  between  those  patients 
having  Whipple  resections  during  the  first  two 
years  of  our  study  ( 1 980-8 1 ) and  the  last  two  years 
of  our  study  (1988-89). 

P values  were  calculated  from  Yates-correct- 
ed Chi-square  and  Fisher’s  exact  test.  The  Ka- 
plan-Meier  product  limit  method'^  was  used  to 
estimate  observed  survival  rates.  Three  patients 
survived  five  years  or  longer,  but  after  a review 
of  the  histopathology,  it  was  seriously  questioned 
whether  one  of  these  patients  met  the  criteria  for 
our  study  and  she  was  dropped  from  further  sta- 


tistical consideration.  These  three  patients  will 
be  reviewed  in  more  detail. 

Results 

The  339  patients  with  cancer  of  the  pancreas  in- 
cluded 1 83  males  (54%)  and  156  females  (46%). 
Three  hundred  ten  were  white  (91%),  23  patients 
were  black  (7%),  and  the  remainder  were  Ameri- 
can Indian  or  Hispanic.  Two  hundred  sixty-seven 
patients  (79%)  had  laparotomies,  but  in  only  30 
patients  (9%  of  the  total  cases)  was  it  possible  to 
do  Whipple  operations  (Table  1).  Eighty  percent 
of  the  patients  receiving  Whipples  had  cancer  in 
the  head  of  the  pancreas.  In  contrast,  of  the  pa- 
tients determined  to  be  so  far  advanced  that  no 
laparotomy  was  done,  only  33%  had  cancer  in  the 
head  of  the  pancreas  (p<.()0 1 ) (Table  2).  Less  than 
one  percent  of  all  the  patients  with  non-ampullary 
cancer  of  the  pancreas  survived  five  years. 

Some  documented  presenting  symptoms  were 
abdominal  pain  (63%),  back  pain  (28%),  vomit- 
ing (24%),  and  pruritus  (10%).  The  most  com- 
mon signs  were  weight  loss  of  over  10  pounds 
(55%)  and  jaundice  (45%).  Fifteen  patients  had 
diabetes  (4%).  The  frequency  of  these  symptoms 
and  signs  among  those  patients  who  did  not  have 
laparotomies,  compared  to  those  who  had  pal- 
liative surgical  procedures  and  to  those  who  had 
Whipple  procedures,  were  similar  except  for  jaun- 
dice and  pruritus.  Jaundice  and  pruritus  were  more 
common  in  those  patients  who  subsequently  had 
Whipple  procedures  done  (Table  3). 

A variety  of  diagnostic  procedures  was  used  in 
establishing  the  diagnosis  of  cancer  of  the  pancre- 


Table  1.  Demographics 

All 

No 

Whipple 

Cases 

Laparotomy 

Lap-No  Whipple 

Procedure 

N 

=339 

N= 

72 

N=237 

N 

=30 

N 

% 

N 

% 

N 

% 

N 

% 

Sex 

Male 

183 

(54) 

44 

(61) 

127 

(54) 

12 

(40) 

Female 

156 

(46) 

28 

(39) 

no 

(46) 

18 

(60) 

Race 

Caucasian 

310 

(91) 

67 

(93) 

217 

(92) 

26 

(87) 

Black 

23 

(7) 

3 

(4) 

17 

(7) 

3 

(10) 

American  Indian 

6 

(2) 

2 

(3) 

3 

(1) 

1 

(3) 

Age 

Under  50 

21 

(6) 

3 

(4) 

17 

(7) 

1 

(3) 

50-59 

63 

(19) 

9 

(13) 

40 

(17) 

14 

(47) 

60-69 

99 

(29) 

19 

(26) 

71 

(30) 

9 

(30) 

70-79 

108 

(32) 

31 

(43) 

74 

(31) 

3 

(10) 

80  & Over 

42 

(12) 

9 

(13) 

31 

(13) 

2 

(7) 

Not  Stated 

6 

(2) 

1 

(1) 

4 

(2) 

1 

(3) 
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Adjuvant 
chemotherapy 
was  seldom 
used  in  patients 
having  Whipple 
procedures 
(13%). 


as.  The  accuracy  of  computerized  tomography  (CT 
scan)  was  77%,  percutaneous  transhepatic  cholan- 
giogram  (PTC)  24%,  endoscopic  retrograde  chole- 
cystogram  and  pancreatography  (ERCP)  55%,  and 
ultrasonography  (US)  32%  (Table  4).  Fine  needle 
aspiration  was  not  done  often  enough  to  be  fairly 
compared.  It  should  be  noted  that  the  accuracy  of 
the  CT  scan  in  the  first  two  years  of  this  study  for 
those  patients  who  subsequently  had  Whipple  re- 
sections was  only  20%,  but  in  the  last  two  years 
the  accuracy  was  1 00%.  The  number  of  patients  is 


small,  but  significant  improvement  over  the  de- 
cade is  clear  (p<0.05)  (Table  5). 

The  patients  who  had  Whipple  procedures  had 
a lower  mortality  rate  30  days  from  diagnosis  or 
surgery  (13%)  than  either  those  with  palliative 
procedures  ( 1 9%)  or  those  who  had  the  diagnosis 
established  without  any  surgery  (33%).  This  is 
probably  due  to  patient  selection.  Serious  morbidity 
(Table  6)  for  Whipple  procedures  required  re-op- 
eration in  1 7%  of  the  patients.  Other  complica- 
tions included:  17%  sepsis,  7%  post-operative 


Table  2.  Location  of  Tumor 

N=72 

N=237 

N=30 

No  Laparotomy 

Lap-No  Whipple 

Whipple  Procedure 

N % 

N % 

N % 

Head 

*24 

(33) 

150 

(63) 

*24 

(80) 

Body 

13 

(18) 

20 

(8) 

1 

(3) 

Tail 

10 

(14) 

15 

(6) 

1 

(3) 

Overlapping  Sites 

9 

(13) 

22 

(9) 

1 

(3) 

Not  Otherwise  Specified 

16 

(22) 

30 

(13) 

3 

(10) 

Totals 

72 

(100) 

237 

(100) 

30 

(100) 

"p<001  by  Yates  corrected  chi-square 


Table  3. 

Signs  and  Symptoms 

All 

No 

Whipple 

Cases 

Laparotomy 

Lap-No  Whipple 

Procedure 

N: 

=339 

N= 

72 

N= 

237 

N 

=30 

N 

% 

N 

% 

N 

% 

N 

% 

Abdominal  Pain 

Yes 

214 

(63) 

46 

(64) 

149 

(63) 

19 

(63) 

No 

120 

(36) 

26 

(36) 

83 

(35) 

11 

(37) 

Unknown 

5 

(2) 

5 

(2) 

Back  Pain 

Yes 

94 

(28) 

25 

(35) 

63 

(26) 

6 

(20) 

No 

239 

(71) 

47 

(65) 

168 

(71) 

24 

(80) 

Unknown 

6 

(2) 

6 

(3) 

Pruritis 

Yes 

34 

(10) 

1 

(1) 

25 

(10) 

8 

(27) 

No 

299 

(88) 

71 

(99) 

206 

(87) 

22 

(73) 

Unknown 

6 

(2) 

6 

(3) 

Weight  Loss>  1 0lb 

Yes 

187 

(55) 

43 

(60) 

129 

(55) 

15 

(50) 

No 

145 

(43) 

29 

(40) 

101 

(42) 

15 

(50) 

Unknown 

7 

(2) 

7 

(3) 

Jaundice 

Yes 

151 

(45) 

7 

(10) 

122 

(52) 

22 

(73) 

No 

182 

(56) 

65 

(90) 

109 

(46) 

8 

(27) 

Unknown 

6 

(2) 

6 

(3) 
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hemorrhage,  and  7% 


Table  4.  Accuracy  of  Diagnostic  Procedures 


There  was  delayed 

CT  abd 

PTC 

ERCP 

US  abd 

gastric  emptying  in 

N 

% 

N 

% 

N 

% 

N 

% 

13%  of  the  Whipple 
resections. 

Abn-Cancer 

203 

(77) 

26 

(24) 

45 

(55) 

38 

(32) 

Hi.stology  iuid  grade 
of  the  cancers  are  pre- 

Abn-Not  Suggestive 

49 

(19) 

81 

(73) 

19 

(23) 

60 

(50) 

sented  in  Table  7 and 

Normal 

10 

(4) 

1 

(1) 

7 

(9) 

21 

(18) 

Table  8.  Poorly  to  mod- 

Attempted  Non-dx 

2 

(2) 

11 

(13) 

erately  dift'erentiated 
adenocarcinoma  was 

Total  Procedures 

262 

(100) 

no 

(100) 

82 

(100) 

119 

(100) 

the  most  common. 

Other/Not  Done 

77 

229 

257 

220 

Adjuvant  chemo- 
therapy was  seldom  used  in  patients  hav  ing  Whipple 
proeedures  (13%)  and  radiation  therapy  was  also 
seldom  used  in  this  group  (17%).  Of  the  patients 
who  did  not  undergo  laparotomies,  1 7%  received 
chemotherapy  and  radiation  therapy,  36%  chemo- 
therapy, and  7%  radiation  therapy.  Twenty-nine 
patients  (40%)  did  not  have  laparotomies,  chemo- 
therapy, or  radiation  therapy. 

There  were  three  patients  who  survived  five 
years;  all  were  women,  white,  and  jaundiced  at 
diagnosis.  None  of  them  had  a prior  history  of 
cancer.  The  first  patient  was  55  years  old  and 
presented  with  abdominal  pain,  vomiting,  and 
jaundice.  Diagnostic  work-up  revealed  normal 
results  from  chest  x-ray,  CT,  and  bone  scan.  No 
tissue  diagnosis  was  obtained  pre-operatively.  The 
patient  underwent  curative  resection.  Tumor  size 
was  2.5  cm  with  no  nodes  positive.  Postopera- 
tive course  was  complicated  by  delayed  gastric 
emptying.  The  patient  received  no  chemothera- 
py or  radiation  treatments.  Survival  time  was  14 
years  6 months,  and  death  was  due  to  a cerebrovas- 
cular accident. 

The  second  survivor  initially  presented  with 
jaundice,  pruritus,  and  vomiting.  CT  and  ERCP  were 
abnormal  but  were  not  interpreted  as  suggestive 
of  cancer.  Biopsy  was  attempted  but  was  not  diag- 
nostic. A curative  resection  was  performed  and  the 
diagnosis  of  ductal  carcinoma  was  established. 
Tumor  size  was  3.5  cm  and  limited  to  the  pancre- 
as. All  nodes  examined  were  negative  for  cancer. 
There  were  no  complications  or  recurrences.  Post- 
operative radiation  and  chemotherapy  were  giv- 
en. The  patient  was  still  living  at  7 years  4 months. 

A third  female  patient,  dropped  from  statisti- 
cal consideration,  was  59  years  old  presenting 
with  painless  jaundice,  weight  loss,  and  dark  urine. 
Diagnostic  work-up  included  a bone  scan  sug- 
gestive of  cancer  and  abnormal  chest  x-ray  and 
liver  scan  that  were  not  suggestive  of  cancer.  A 
lymph  node  near  the  pancreas  was  biopsied  and 
showed  a small  cell  cancer  originally  called  a “cancer 
of  the  pancreas.”  A palliative  procedure  was  per- 


Table 5.  Comparison  of  Abdominal  CT  Accuracy 


1980-81 

1988-89 

N 

All  Cases 
% N 

% 

Abn-Cancer 

•28 

(67) 

•52 

(90) 

Abn-Not  Suggestive 

11 

(26) 

6 

(10) 

Normal 

3 

(7) 

Totals 

.42 

(100) 

58 

(100) 

Whipple 

Abn-Cancer 

•1 

(20) 

•5 

(100) 

Abn-Not  Suggestive 

3 

(60) 

Normal 

1 

(20) 

Totals 

5 

(100) 

5 

(100) 

*p<  05  by  «wKf 

formed  (cholecystoje- 
junostomy  and  gas- 
trojejunostomy). Post- 
operatively,  the  patient 
received  radiation  and 
chemotherapy.  The 
patient  developed  re- 
currences in  the  pel- 
vis, peritoneum,  and 
vagina  and  subse- 
quently received  addi- 
tional chemotherapy. 

She  survived  8 years 
4 months  from  the  first 
laparotomy  and  diag- 
nosis. Three  months  before  her  death,  a mucin- 
producing  adenocarcinoma  of  the  stomach  was 
diagnosed.  At  our  request  the  histopathology  was 
reviewed  by  several  different  pathologists.  This 
patient  is  not  included  in  our  statistical  analysis 
because  of  the  unusual  pathology  and  history. 

Discussion 

The  recent  literature  has  included  numerous  ret- 
rospective reviews^'^'**  '"'  and  many  large  series 


Table  6.  Serious  Morbidity  of 
Whipple  Procedure 


N 

% 

Re-op 

5 

(17) 

Sepsis 

5 

(17) 

Post-op  Hemorrage 

2 

(7) 

Post-op  Fistula 

2 

(7) 

Delayed  Gastric 

4 

(13) 

Empfying/ObstrucHon 
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of  patients  with  cancer  of  the  pancreas,  mostly 
from  university  hospitals. The  experience  of 
community  hospitals  in  the  United  States  staffed 
by  surgeons  trained  in  the  various  university 
hospitals  has  not  been  published,  perhaps  because 
of  the  relatively  small  numbers  of  Whipple  pro- 
cedures done  in  any  one  hospital. 

The  signs  and  symptoms  of  our  patients  were 
similar  to  other  published  reports,  with  jaundice, 
pruritus,  weight  loss,  abdominal  pain,  and  back 
pain  being  the  most  diagnostic  findings.  The  di- 
agnostic work-up  in  our  series  is  similar  to  those 
published,  with  the  CT  scan  being  the  most  reli- 
able method  of  diagnosis.  However,  it  was  accu- 
rate in  only  77%  of  the  patients  later  proven  to 
have  cancer  of  the  pancreas  (Table  4). 

Our  survival  results  for  Whipple  procedures  were 
comparable  to  several  university  medical  centers’ 
experiences  in  the  early  1980s.^  '^  We  had  a 30- 
day  mortality  rate  of  1 3%,  a one-year  survival  rate 
of  40%,  a two-year  survival  rate  of  1 3%,  and  a 
five-year  survival  rate  of  7%  (Fig.  1).  Wade*  re- 
viewed the  experience  of  the  Veterans  Adminis- 
tration hospitals  and  reported  1 2%  operative  mor- 
tality. He  projected  a five-year  survival  rate  of  1 2%. 
The  survival  results  of  ampullary  carcinoma  re- 
ported by  Neoptolemos'’  (56%)  are  clearly  not  com- 
parable to  the  five-year  survival  results  for  carci- 


nomas of  the  pancreas  itself,  even  if  the  main  dif- 
ference is  their  earlier  symptoms  and  treatment. 
The  immediate  mortality  of  the  Whipple  proce- 
dure, which  he  reported  as  12.5%,  is  comparable. 
Some  university  hospitals^-*  report  operative  mor- 
tality of  25%  and  no  five-year  survivors. 

Lucas'*  advocated  antrectomy  and  Billroth  11 
to  prevent  or  to  cure  gastric  outlet  obstruction  in 
cancer  of  the  pancreas.  Thirteen  percent  of  the 
resected  patients  in  our  series  had  delayed  gas- 
tric emptying,  but  none  had  obstruction.  Only  two 
of  our  patients  had  a pylorus-sparing  resection. 
None  of  our  patients  had  pancreaticogastrosto- 
mies,  which  Decore”  and  Takao'*  have  reported 
to  be  free  from  any  postoperative  pancreatic  fis- 
tulae.  Cullen'^  reported  leaks  from  the  pancreat- 
icojej  unostomy  in  1 8%  of  the  Whipple  procedures, 
with  8%  mortality.  Seven  percent  of  our  Whip- 
ples developed  fistulae  (Table  6). 

Several  authors*  '*  note  that  there  is  a shorter 
operating  time  in  the  last  few  years  and  that  few- 
er blood  transfusions  are  necessary.  The  mean 
number  of  blood  transfusions  among  our  patients 
was  three  units,  which  compares  favorably  to  other 
published  series. 

Conclusion 

A retrospective  study  of  339  patients  with  carci- 


Table  7.  Histological  Type  of  Cancer 


N=72  N=237  N=30 

No  Laparotomy  Lap-No  Whipple  Whipple  Procedure 

N % N % N % 


Adenocarcinoma 

54 

(75) 

181 

(76) 

22 

(74) 

Mucin 

8 

(11) 

18 

(8) 

1 

(3) 

Ductal 

2 

(3) 

26 

(11) 

6 

(20) 

Other 

8 

(11) 

12 

(5) 

1 

(3) 

Totals 

72 

(100) 

237 

(100) 

30 

(100) 

Table  8.  Grade  of  Malignancy 


N=72  N=237  N=30 

No  Laparotomy  Lap-No  Whipple  Whipple  Procedure 
N % N % N % 


Well  Differentiated  (1 ) 

2 

(3) 

9 

(4) 

4 

(13) 

Moderately  Differentiated  (2) 

21 

(29) 

81 

(34) 

11 

(37) 

Poorly  Differentiated  (3) 

17 

(23) 

78 

(33) 

11 

(37) 

Undifferentiated  (4) 

2 

(3) 

13 

(5) 

1 

(3) 

Not  Stated,  Not  Determined 

30 

(42) 

56 

(24) 

3 

(10) 

Totals 

72 

(100) 

237 

(100) 

30 

(100) 
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Figure  1.  Kaplan-Meier  Survival  Function 
Patients  v/ith  Whipple  Procedures 
N = 30 

O Complete  + Censored 


Survival  Time 


noma  of  the  pancreas  showed  that  only  30  patients 
(9%)  had  a curative  resection  of  the  pancreas  and 
duodenum.  Our  patients  receiving  Whipple  pro- 
cedures had  a 13%  30-day  mortality  rate,  a 27% 
serious  morbidity  rate,  and  a 7%  five-year  surviv- 
al rate.  The  overall  survival  rate  for  the  339  pa- 
tients was  0.6%.  Although  none  of  the  surgeons 
averaged  as  many  as  two  pancreaticoduodenal 
resections  per  year  for  the  period  of  this  study,  their 
results  compared  well  with  other  published  series 
except  for  a few  centers  and  surgeons  who  did  a 
very  high  volume  of  such  resections.  No  signifi- 
cant improvement  of  results  could  be  demonstrat- 
ed between  the  first  two  and  last  two  years  of  this 
study.  Well  trained  surgeons  in  well  staffed  and 
well  equipped  community  hospitals  can  provide 
acceptable  results  in  pancreaticoduodenectomies 
for  cancer  of  the  pancreas.  5] 
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One  hundred  eighty-four  consecutive  patients 
who  underwent  heart  transplantation  from 
January  1987  to  December  1994  have  been 
reviewed.  Patients  who  were  60  years  of  age 
or  older  at  the  time  of  transplant  {Group  A, 
n=50)  showed  improved  overall  survival  when 
compared  with  younger  patients  (Group  B, 
n=134),  though  this  was  not  statistically 
significant.  Survivals  in  groups  A and  B were 
94%  and  90%,  respectively,  at  1 year;  86% 
and  80%  at  5 years;  and  86%  and  78%  at  8 
years.  Overall  survival  of  older  patients  in  the 
U.S.  and  worldwide  is  inferior  when  compared 
with  younger  patients.  More  thorough 
pretransplant  evaluation  of  the  older  patient 
and  improved  compliance  post-transplantation 
may  be  factors  in  the  good  results  obtained  in 
this  group  at  our  own  center. 

Whether  there  should  be  an  upper  age  limit 
above  which  heart  transplantation  should 
not  be  offered  to  a patient  remains  controversial. 
At  the  present  time,  it  is  the  policy  of  most  groups 
to  have  no  upper  age  limit  but  to  be  particularly 
thorough  in  assessing  patients  who  are  older  than 
60  years  and  to  exclude  them  if  there  is  one  or 
more  significant  contraindications.  There  are  clear- 
ly varying  opinions  on  the  ethical  aspects  of  of- 
fering a donor  heart  to  an  elderly  patient  when 
there  is  a large  number  ofyoungcr  patients  awaiting 
the  procedure. 

I roni  the  Oklahoma  I ransplantalion  Institute.  Baptist  Medical  C enter  of 
Oklahoma.  Oklahoma  C ity, 

Direct  correspondence  to  N.  /uhdi.  MI).  Oklahoma  I ransplantalion 
Institute.  Baptist  Medical  ( enter  ofOklahoma.  3300  Nortlmest  I'xpress- 
way.  Oklahoma  City.  OK  731 12 


The  “physiologic”  age  of  the  patient  is  clear- 
ly more  important  than  the  chronologic  age,  and 
this  must  be  carefully  assessed.  Our  own  policy, 
therefore,  has  been  to  have  no  strict  upper  age 
limit,  although  we  are  reluctant  to  offer  heart  trans- 
plantation to  patients  over  the  age  of  65  if  they 
have  even  a relative  contraindication.  We  possi- 
bly have  been  less  strict  in  those  between  the  ages 
of  60  and  65  but,  nevertheless,  have  investigated 
these  patients  in  more  detail  than  younger  patients, 
particularly  those  under  the  age  of  50. 

Here  we  present  the  results  of  a survey  of  1 84 
consecutive  patients  who  underwent  heart  trans- 
plantation at  our  center,  50  of  whom  were  60  years 
of  age  or  older  and  1 34  of  whom  were  less  than  60 
years  of  age  at  the  time  of  heart  transplantation. 

Patients  and  Methods 

This  retrospective  study  dates  from  January  1, 
1 987,  to  December  31,1 994,  during  which  peri- 
od a total  of  1 84  patients  underw'cnt  primary  heart 
transplantation.  Patients  who  were  undergoing 
retransplantation  have  been  excluded.  Follow-up 
to  June  30, 1 995,  was  for  a minimum  of  6 months 
to  a maximum  of  8.5  years.  The  50  patients  who 
were  60  years  of  age  or  older  (Group  A)  had  a 
mean  age  of  63.2  years  (range  60  to  67.9  years). 
The  group  under  60  years  of  age  (Ciroup  B)  had 
a mean  range  of'48.2  years  (range  1 5 to  59.9  years). 

Demographics  of  these  two  groups  are  sum- 
marized in  Table  1 . There  was  no  significant  dif- 
ference between  the  two  groups  with  regard  to 
( 1 ) male-female  sex  ratio,  (2)  underlying  cardi- 
ac disease,  (3)  the  hemodynamic  status  of  the 
patient  at  the  time  of  transplantation  (United 
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Network  for  Organ  Sharing  [UNOS,  the  network 
that  coordinates  organ  transplantation  in  the  U.S.] 
status  1 or  2,  with  status  1 patients  being  in  an 
intensive  care  unit  on  intravenous  inotropic  agents 
+/-  intra-aortic  balloon  pump  +/-  ventilator  sup- 
port at  the  time  of  transplantation  and  status  2 
patients  being  all  others),  or  (4)  the  age  of  the 
donor.  There  was  a significantly  higher  (p<().()  1 ) 
percentage  of  patients  who  had  undergone  pre- 
vious cardiac  surgery  (and  therefore  had  presum- 
ably received  previous  blood  transfusions)  in 
Group  A than  in  Group  B (60%  vs  38%). 

Selection  of  the  Recipient. — All  candidates 
for  heart  transplantation  undergo  thorough  eval- 
uation, including  blood  chemistry  and  count, 
respiratory  function  tests,  creatinine  clearance, 
relevant  serology,  and  psychosocial  assessment. 
In  addition,  patients  over  the  age  of  40  years 
undergo  ultrasound  examination  of  peripheral 
arteries,  and  those  over  50  years  have  a vertebral 
bone  density  scan.'  Contraindications  to  heart 
transplantation  include  active  infection,  recent 
malignancy,  irreversible  failure  of  other  major 
organs,  recent  and  unresolved  pulmonary  infarc- 
tion, severe  fixed  pulmonary  hypertension,  symp- 
tomatic peripheral  or  cerebral  vascular  disease, 
gross  obesity  or  cachexia,  and  psychosocial  in- 
stability, including  a history  of  noncompliance 
with  medical  advice. 

Immunosuppressive  Therapy. — Two  immu- 


nosuppressive protocols  were  followed  during  the 
period  reviewed  (Protocols  1 and  2).  From  Janu- 
ary 1987  to  May  1989,  our  immunosuppressive 
protocol  consisted  of  induction  therapy  with  an- 
tithymocyte globulin  (atg),  with  maintenance  cy- 
closporine, azathioprinc,  and  low-dose  prednisone 
(Protocol  1).  From  June  1989  until  December 
1 994,  therapy  consisted  of  induction  therapy  with 
preoperative  oral  cyclosporine  and  azathioprine 
followed  by  maintenance  cyclosporine,  azathio- 
prine, and  high-dose  prednisone;  no  ATG  was  given 
(Protocol  2).  During  the  periods  that  these  pro- 
tocols were  followed,  all  patients,  irrespective  of 
age,  were  treated  similarly.  Details  of  both  pro- 
tocols have  been  published  previously.^-^The  per- 
centage of  patients  in  each  group  ( A or  B)  treat- 
ed by  the  different  protocols  was  not  significantly 
different  (Table  1 ). 

.Adjunctivcl  herapy.— No  prophylaxis  against 
infection  was  given  to  the  patients  under  Proto- 
col 1 . During  the  period  of  Protocol  2,  prophy- 
laxis against  infections  was  initiated. This  in- 
cluded a three-month  course  of  oral  acyclovir, 
together  with  the  intravenous  infusion  of  com- 
mercially available  immunoglobulin  (at  500  mg/ 
kg)  on  days  7 and  35  after  transplantation  in  an 
effort  to  prevent  both  herpes  and  cytomegalovi- 
rus infections.  In  addition,  all  patients  in  Proto- 
col 2 received  trimethoprim-sulfamethoxazole 
(Bactrim  DS*)  one  daily,  indefinitely. 


No  prophylaxis 
against  infection 
was  given 
to  the 

patients  under 
Protocol  1. 


Table  1 . Demographics  of  1 84  Patients  Undergoing  Heart  Transplantation 
Between  January  1987  and  December  1994 


Statistical 

Group  A:  >60  Years  Group  B:  <60  Years  Significance* 

(n  = 50)  (n  = 134)  (Group  A vs  Group  B) 


Mean  Age  (range)  (years) 

63  (60-67.9) 

48  (15-59.9) 

P<0.01 

Sex 

M 44:  F 6 (Ratio  7:1) 

M 108:  F 26  (ratio  4: 1 ) 

NS 

Underlying  Cardiac 
Disease 

Idiopathic  CM 

15  (30%) 

50  (37%) 

NS 

Ischemic  CM 

35  (75%) 

80  (60%) 

NS 

Other 

0 (0%) 

4 (3%) 

NS 

Previous  Cardiac 

Surgery:  Yes 

30  (60%) 

51  (38%) 

} 

P<0.01 

No 

20  (40%) 

83  (62%) 

} 

UNOS  Status:  1 

27  (54%) 

82  (62%) 

} 

NS 

2 

23  (46%) 

52  (38%) 

} 

Mean  Donor  Age 

(range)  (years) 

27  (136-65) 

28  (8-62) 

NS 

Protocol:  1 

12  (24%) 

48  (36%) 

} 

NS 

2 

38  (76%) 

86  (64%) 

} 

Studenr  (-test 

M = Male;  F = Female 

CM  = Cardiomyopathy 

UNOS  - United  Network  for  Organ  Sharing 
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For  the  U.S.  as 
a whole,  one- 
year  primary 
heart  graft 
survival  in 
patients  at 
60  years  of 
age  is 
approximately 
82%. 


Statistical  Analyses. — Comparison  of  demo- 
graphic data  was  by  the  Student  t-test,  and  of  patient 
actuarial  survival  by  the  Kaplan-Meier  test. 

Results 

Overall  actuarial  patient  survival  of  the  entire 
consecutive  1 84  patients  was  9 1 % at  1 year,  86% 
at  2 years,  81%  at  5 years,  and  79%  at  8 years. 
Patient  survival  at  one  year  for  Group  A was  94% 
and  for  Group  B,  90%  (Fig.  1 ).  At  5 years,  sur- 
vivals for  groups  A and  B was  86%  and  80%, 
respectively,  and  at  8 years,  86%  and  78%,  re- 
spectively. Although  marginally  better  survival 
was  obtained  in  the  older  patients  of  Group  A, 
this  did  not  reach  statistical  significance. 

The  only  demographic  difference  between  the 
two  groups  (Table  1 ) was  with  regard  to  the  per- 
cent in  each  group  that  had  undergone  previous 
cardiac  surgery  (and  therefore  had  probably  re- 
ceived previous  blood  transfusions,  which  may 
be  a beneficial  factor  with  regard  to  survival  fol- 
lowing organ  transplantation  if  not  sensitizing.).''* 
However,  statistical  analysis  comparing  all  pa- 
tients who  had  undergone  previous  cardiac  sur- 
gery with  those  who  had  not  showed  no  signifi- 
cant difference  in  survival.  The  slightly  better 
survival  of  the  patients  in  Group  A was  therefore 
apparently  not  related  to  the  increased  percent- 
age who  had  undergone  previous  cardiac  surgery. 

The  overall  incidence  of  death  was  not  statis- 
tically different  between  groups  A and  B.  The 
causes  of  death  in  both  groups  in  the  span  of  eight 
years  and  six  years,  respectively,  are  listed  in  Ta- 
ble 2.  The  7 deaths  in  Group  1 (14%  mortality) 


Table  2.  Causes  of  Death 

Group  A 

Group  B 

Cause  of  Death 

>60  (n=50) 

<60 (N=134) 

Acute  rejection 

1 

5 

Chronic  rejection 

2 

6 

Infection 

1 

5 

eVA 

1 

3 

Donor  heort  dysfunction 

3 

Multisystem  failure 

2 

De  novo  malignancy 

2 

1 

Sleep  opneo 

1 

Renal  failure 

1 

Hepatic  failure 

1 

Uncertain  (sudden  death) 

1 

Total 

7/50(14%) 

29/134(21%) 

were  from  acute  and  chronic  rejection,  infection, 
cerebrovascular  accident,  and  de  novo  malignancy. 
Acute  and  chronic  rejection  and  infection  result- 
ed in  16  (55%)  of  the  29  deaths  in  Group  B (where 
there  was  an  overall  mortality  of  2 1 %).  There  were 
8 deaths  in  Group  B,  but  none  in  Group  A,  from 
multisystem  failure,  donor  heart  dysfunction,  sleep 
apnea,  and  renal  or  hepatic  failure. 

No  deaths  in  Group  A,  but  3 (10%)  in  Group 
B,  were  associated  with  patient  noncompliance 
in  the  form  of  (1)  not  taking  essential  medica- 
tions regularly,  (2)  substance  abuse,  or  (3)  non- 
attendance  for  clinic  follow-up. 

Discussion 

Survival  was  good  in  both  groups  of  patients,  with 
slightly  lower  mortality  (though  not  statistically 
significant)  in  the  older  patients  of  Group  A.  In 
contrast,  national  figures  for  the  U.S.  from  UNOS 
report  a slightly  higher  mortality  in  older  patients.’ 
For  the  U.S.  as  a whole,  one-year  primary  heart 
graft  survival  in  patients  at  60  years  of  age  is 
approximately  82%,  whereas  those  between  1 5 
and  45  years  have  one-year  survival  rates  of  ap- 
proximately 88%.  By  3 years,  survival  at  60  years 
of  age  has  fallen  to  a range  of  69%  to  76%  (de- 
pending on  sex  and  race)  and  at  1 5 to  45  years,  to 
a range  of  74%  to  83%. 

Data  from  the  International  Society  for  Heart 
and  Lung  Transplantation  Registry  documents  that 
recipient  age  >60  years  is  a highly  significant 
increased  risk  factor.**  In  a large  multicenter  in- 
ternational study  (Collaborative  Heart  Transplant 
Study)  coordinated  by  Opelz,  a statistically  sig- 
nificant decreased  survival  has  been  document- 
ed in  patients  >60  years  of  age.  Five  years  post- 
transplant survival  was  approximately  70%  in  those 
<60  years  and  60%  in  those  >60  years.’ 

In  previous  reports  of  heart  transplantation  in 
patients  over  the  age  of  60  years  from  individual 
centers,  one-year  survival  has  been  approximately 
84%.'“"  Even  when  patients  over  age  55  years 
of  age  are  included  one-year  survival  has  ranged 
from  7 1%  to  82%'’  ''' except  for  one  report  where 
survival  was  96%.'*  The  results  of  heart  trans- 
plantation at  our  own  center  in  the  older  patient 
(>60  years)  would  therefore  appear  to  be  rather 
better  than  at  most  other  centers  in  the  U.S.  and 
worldwide. 

What  factors  might  be  of  importance  in  the  good 
results  obtained  in  the  older  patients  in  the  present 
study?  Careful  selection  of  the  patient  would  ap- 
pear to  be  a key  factor.  Our  initial  selection  pro- 
cess of  the  older  patient  is  more  intensive.  Tlic  patient 
is  carefully  scrutinized  to  ensure  that  all  potential 
postoperative  complications  can  be  minimized.  This 
more  intensive  evaluation  may  result  in  more  rig- 
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orous  selection  and  perhaps  fewer  post-transplant 
problems.  In  addition,  however,  once  transplant- 
ed, our  impression  is  that  our  older  patients  have 
been  more  compliant  in  taking  medication,  attending 
clinics,  and  abstaining  from  alcohol  or  drug  abuse 
and  cigarette  smoking.  Generally,  the  older  patient 
has  more  financial  stability  (either  from  accumu- 
lated assets  or  from  Medicare  reimbursement ) and 
therefore  has  perhaps  less  difficulty  obtaining 
medications  and  keeping  appointments  at  the  out- 
patient clinic.  This  compliance  possibly  has  en- 
sured that  the  older  patient  s health  is  more  close- 
ly monitored,  enabling  any  episode  of  ill  health 
(e.g.,  from  rejection  or  infection)  to  be  investigat- 
ed quickly  and  treated  in  a timely  fashion. 

The  older  patient’s  immune  response  may  also 
be  less  vigorous  in  comparison  to  the  younger 
patient,  although  we  have  not  analyzed  our  data 
in  this  respect.  If  this  were  so,  it  might  result  in 
less  acute  rejection,  necessitating  less  immuno- 
suppressive therapy,  possibly  resulting  in  less 
infection.  This  factor,  however,  would  be  present 
in  all  older  patients  worldwide. 

We  conclude  from  this  study  that  carefully  se- 
lected patients  60  years  of  age  or  older  can  do  at 
least  as  well  after  heart  transplantation  as  younger 
patients.  ^ 
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While  you're 
looking  out 
for  your 
patients, 
who's  looking 
out  for  you? 


Join  the  American 
Medical  Association 
(AMA)  today. 


The  AMA,  in  partnership  with  state,  county,  and  specialty 
medical  societies,  works  to  assure  America’s  patients  receive 
the  world’s  highest  level  of  quality  care. 

• Speaking  out  for  patients  and  physicians  with  a single, 
powerful  voice. 

• Continuously  advancing  the  art  and  science  of  medicine. 

• Constantly  promoting  the  highest  ethical,  educational, 
and  clinical  standards. 


As  a member  of  the  AMA,  you  can  add  strength  and 
credibility  to  our  ongoing  efforts  to  confront  today’s  most 
critical  health  care  issues. 

• Ensuring  that  patients  and  their  physicians,  not  insurance 
company  bureaucrats,  are  in  control  of  patient  care. 

• Removing  anti-trust  barriers  so  that  physicians  can 
sponsor  provider  networks  and  other  alternatives  to 
insurance  companies’  plans. 

• Preserving  patients’  options  to  choose  their  physicians. 


Together,  we  are  the 
profession. 


Alone,  you  can  touch  a community'.  Together  we  can 
change  a nation.  Join  or  renew  your  membership  now. 
Call  your  county  or  state  medical  society,  or  the  AMA  at 

800  AM  A- 3211  today! 


American  Medical  Association 


I’hysician.s  dedicated  to  the  health  of  America 


Specialty  societies  to  gain  representation 

Federation  restructuring  reflects  changing  medical  environment 


The  AMA  revealed  the  results  of  its  two- 
year  Study  of  the  Federation  at  Decem- 
ber’s Interim  Meeting  in  Washington, 
DC. 

The  study  was  conducted  by  a group 
of  physicians  and  medical  asso- 
ciation executives  from  all  lev- 
els of  the  federation.  Norman  L. 

Dunitz,  MD,  Tulsa,  and  Jay  A. 
Gregory,  MD,  Muskogee,  rep- 
resented Oklahoma. 

The  group  presented  an  ex- 
tensive report  on  how  best  to  position 
organized  medicine  to  deal  with  the 
challenges  it  will  face  in  the  coming  years. 
Primary  recommendations  were  that  the 
federation’s  current  structure  (county, 
state,  AMA,  and  specialty  societies)  should 
remain  essentially  unchanged,  but  that 
representation,  particularly  at  the  national 
level,  should  change.  The  report  recom- 
mended reducing  the  representation  of 
state  medical  associations  in  the  AMA 
House  of  Delegates,  while  increasing  that 


of  specialty  societies.  The  states  would 
still  have  a clear  majority,  but  specialty 
societies,  which  now  have  only  one  vote 
each,  would  gain  delegates  in  proportion 
to  their  number  of  members.  The  change 
is  intended  to  make  the  AMA 
House  of  Delegates  more  rep- 
resentative of  the  profession  as 
it  is  today  and  as  it  is  expected 
to  become  in  the  foreseeable 
future  ( i.e.,  specialty  oriented, 
with  more  group  practices, 
managed  care,  etc.). 

The  AMA  House  agreed  in  principle 
with  a restructuring,  but  thought  it  pre- 
mature to  adopt  the  comprehensive  re- 
port w'ithout  first  getting  input  from  state, 
county,  and  specialty  organizations.  The 
House  did  not  adopt  the  report  as  pre- 
sented but  instead  adopted  a set  of  gen- 
eral guidelines  and  called  for  further 
study  and  debate.  The  study  group  was 
instructed  to  provide  a report  at  the  1 996 
AMA  Annual  Meeting  in  June  that  “clar- 


AMA  House  adopts  two  Oklahoma  resolutions 


The  OSMA  delegation  introduced  two 
resolutions  at  the  December  Interim 
Meeting  of  the  American  Med- 
ical Association,  and  both  were 
adopted  by  the  AMA  House  of 
Delegates. 

The  first  resolution,  recom- 
mending elimination  of  Medi- 
care carrier  Medical  Directors 
as  the  only  entities  to  make  decisions  on 
medical  necessity  and  establishing  var- 
ious peer  review  organizations  as  enti- 
ties empowered  to  make  medical  neces- 


sity decisions.  Perry  A.  Lambird,  MD, 
Oklahoma  City  radiologist,  was  the  au- 
thor. 

The  second  resolution  asked 
the  AMA  to  support  appropri- 
ate screening  programs  to  de- 
tect colorectal  cancer  in  indi- 
viduals who  are  older  than  50 
years  of  age  or  have  risk  fac- 
tors. William  H.  Hall,  MD,  Oklahoma 
City  internist  and  gastroenterologist,  was 
the  author.  51 


ifies  and  provides  more  detail  regard- 
ing specialty  society  repre,sentation  and 
representation  by  major  dimensions  of 
a physician’s  professional  life.”  Also 
requested  were  more  specific  details 
about  how  reorganization  of  the  feder- 
ation should  be  implemented,  including 
the  necessary  transition  steps.  Input  is 
to  be  sought  from  the  federation’s  com- 
ponent groups  to  determine  their  atti- 
tudes, desires,  and  intent  regarding  the 
principles  of  the  restructured  federation. 

Plans  are  being  made  for  a forum  on 
this  issue  during  the  OSMA  Annual  Meet- 
ing in  April. 

First  Call  for  Resolutions 

All  resolutions  to  be  presented  to 
the  Oklahoma  State  Medical  As- 
sociation House  of  Delegates  An- 
nual Meeting  must  be  received  in 
the  OSMA  executive  offices  no  later 
than  thirty  (30)  days  prior  to  the 
meeting.  This  year’s  meeting  will 
be  April  26-28  at  the  Southern  Hills 
Marriott  in  Tulsa. 

County  medical  societies  or  in- 
dividuals wishing  to  submit  reso- 
lutions should  mail  them  to  OSMA, 

60 1 Northwest  Expressway,  Okla- 
homa City,  OK  73 1 1 8.  If  you  need 
assistance  in  drafting  such  reso- 
lutions, please  contact  the  execu- 
tive offices. 

Resolutions  must  be 
submitted  on  or  before 
March  26,  1996 
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Kids  do  the  darndest  things 


Risk  of  "Little  League  Elbow"  can  be  reduced,  say  trainers 


Children  who  participate  in  youth  base- 
ball programs  run  the  risk  of  “Little 
League  Elbow.”  However,  there  are  ways 
to  reduce  their  risk  according  to  a re- 
cently published  literature  review  in  the 
fall  issue  of  X\\c  Journal  of  Athletic  Train- 
ing. The  Journal  is  published  quarterly 
by  the  National  Athletic  Trainers’  As- 
sociation (NATA). 

Health  awareness  in  the  United  States 
has  resulted  in  sports  activities  among 
all  age  groups;  even  some  young  chil- 
dren are  participating  in  rigorous  fitness 
training  programs.  Twenty  million  youths 
between  the  ages  of  8 and  1 6 are  in  non- 
school, community-sponsored  athletic 
programs. 

“We  are  especially  concerned  about 


injuries  in  Little  League  baseball  because 
children  who  participate  are  still  devel- 
oping physically  and  severe  injury  at  this 
age  can  have  long-term  consequences,” 
explained  Michael  J.  Wells,  MS,  co-au- 
thor of  the  review  and  a medical  student 
at  the  University  of  Illinois  in  Rockford. 

Inexperience  hurts 

The  article  reports  that  the  elbow  is  in- 
j ured  more  frequently  than  any  other  part 
of  the  body  when  children  and  adoles- 
cents play  baseball. 

“Little  League  Elbow  results  from 
repetitive  stress  on  the  elbow  during 
overhead  throwing,”  explained  certified 
athletic  trainer  Gerald  W.  Bell,  EdD,  co- 
author of  the  report  and  director  of  the 


Sports  Injury  Research  Lab,  Department 
of  Kinesiology,  University  of  Illinois  at 
Urbana-Champaign. 

The  authors  explain  that  the  pitching 
motion  is  not  a natural  act. 

“And  poor  mechanics,  along  with  a 
developing  elbow  complex,  leave  young 
and  inexperienced  pitchers  susceptible 
to  Little  League  Elbow,”  said  Bell. 

The  elbow  in  children  is  composed 
of  epiphyseal  or  “growth”  plates  that 
continue  to  develop  until  age  17. 

“Little  League  Elbow  is  centered 
around  the  growth  plates  in  the  pitching 
arm,”  pointed  out  Wells.  “And  the  epi- 
physeal line  has  been  identified  as  the 
weakest  link  in  an  adolescent’s  muscle- 
tendon  unit  due  to  the  rapid  period  of 


Listen  up,  weekend  warriors 

Certified  athletic  trainers  discuss  best  type  of  ankle  support 


Sprained  ankles  plague  athletes  in  all 
sports,  and  athletic  trainers  use  a vari- 
ety of  materials  to  provide  ankle  sup- 
port that  might  help  to  prevent  the  sprains. 
This  support  comes  in  the 
form  of  cloth  ankle  wraps, 
combinations  of  elastic  and 
non-elastic  tape,  non-elas- 
tic adhesive  tape  and — most 
recently — commercially 
produced  ankle  braces. 

But  which  of  these  pro- 
tective devices  provides  the 
most  protection  for  athletes? 

According  to  a recent  study 
in  Montreal,  the  commercial 
braces  may  be  the  best  answer 
for  athletes  involved  in  prolonged 
periods  of  rigorous  activity.  The  study 
was  published  in  the  fall  issue  of  theJour- 
nal  of  Athletic  Training,  a quarterly  pub- 
lication from  the  National  AthlcticTrain- 
ers’  Association  (nata). 

Tape  or  brace? 

I he  study  was  one  of  the  first  to  exam- 
ine the  effects  of  tape  and  braces  over 
extended  periods  of  activity. 


“In  most  earlier  research,  data  was 
collected  soon  after  the  tape  or  braces 
were  placed  on  the  ankle,”  explained  cer- 
tified athletic  trainer  David  L.  Paris,  PhD, 
co-author  of  the  study  and  associate  pro- 
fessor/athletic therapy  coordinator. 
Department  of  Exercise  Science, 
Concordia  University. 

“We  examined  the  effects 
of  support  after  periods  of  1 5, 
30, 45,  and  60  minutes  of  ac- 
tivity.” 

The  researchers  tested  two 
different  commercial  braces 
and  tape  on  30  volunteer  male 
undergraduate  students  who 
had  experienced  no  ankle  in- 
juries for  at  least  six  months 
before  the  study. 

“The  braces  and  tape  all  offered  sig- 
nificant ankle  support  before  the  students 
started  their  activities,”  explained  Par- 
is. “1  lowevcr,  the  braces  tended  to  offer 
more  support  after  activity  than  the  tape 
did. 

“We  believe  that  tightening  the  braces 
after  five  minutes  of  warm-up  will  pro- 
vide even  more  support  for  athletes.  And 


further  adjustments  ean  be  made  easily 
during  practice  or  at  half  time,  time  outs, 
and  between  periods  during  competition. 

“A  similar  readjustment  on  taped 
ankles  would  be  much  more  difficult 
since  athletes  would  have  to  remove  their 
shoes  and  socks,  and  an  athletic  trainer 
with  a table  or  bench  would  need  to  be 
readily  available,”  Paris  added. 

Try  different  brands 

The  study’s  co-authors  suggested  that 
athletic  trainers,  coaches,  and  others 
involved  in  working  with  athletes  exper- 
iment with  the  various  commercial  braces 
on  the  market  because  different  brands 
may  offer  more  or  less  support  during 
the  course  of  athletic  activity. 

Co-authors  of  the  study  with  Paris 
were  faculty  lecturer  Vassilios  Vardax- 
is.  Department  of  Physical  Education, 
McGill  University  in  Montreal;  and  cer- 
tified athletic  trainer  .limmy  Kokkaliar- 
is.  Department  of  Exercise  Science,  Con- 
cordia University. 

A copy  of  the  complete  study  as  pub- 
lished is  available  from  Kay  Barkin,  2 1 4- 
528-6023. 
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growth  which  leaves  the  tendons  and 
ligaments  tight  on  lengthening  bones  ” 

Major  rule  changes  in  Little  League 
baseball  in  1 972  substantially  reduced  the 
I number  of  reported  elbow  injuries,  but 
children  are  still  susceptible  to  the  prob- 
lem if  proper  precautions  are  not  taken. 

To  reduce  the  risk  of  “Little  League 
Elbow,”  Wells  and  Bell  recommend  pre- 
season stretching  and  strengthening  pro- 
[ grams. 

Warm  up  to  throw 

“We’re  not  the  first  to  say  ‘warm  up  to 
throw,  don't  throw  to  warm  up,'  “ said 
Bell.  “Stretching  and  general  calisthen- 
ics allow  sufficient  warm-up  before 
throwing  activity  begins. 

“Pre-season  training  should  gradually 
increase  the  number,  distance  and  inten- 
sity of  throws.  And  there  should  be  no 
pitches  thrown  by  a player  from  the 
mound  until  well  into  the  second  week 
of  practice.” 

The  authors  recognize  that  the  Little 


League  has  restrictions  on  the  number 
of  innings  pitched. 

“But  we  believe  it  is  more  important 
to  count  the  pitches,”  said  Wells.  “And 
more  pitches  are  thrown  during  the  week 
in  practice  than  in  a single  game. 

We  agree  with  tho.se  who 
have  set  reasonable  limits 
in  the  range  of  90  to  100 
pitches  per  game  or  prac- 
tice barring  elbow  or 
shoulder  pain. 

“1  f discomfort  arises,  ac- 
tivity should  stop  and 
throws  should  decrease 
for  the  following  few 
days.  If  pain  persists, 
we  recommend  total 
rest.  After  three  days  of  pain,  the  child’s 
parents  should  consult  a physician. 

“Before  returning  to  competition,  the 
player  should  display  a full  recovery  of 
strength,  range  of  motion,  and  pain-free 
throwing.” 

The  authors  also  recommend  evalu- 


ating and  correcting  pitching  techniques 
and  educating  key  individuals — includ- 
ing coaches,  parents  and  the  athletes 
themselves — on  “Little  League  Elbow.” 
If  the  condition  docs  occur,  initial 
treatment  involves  resting  the  el- 
bow joint  and  applying  ice  to 
alleviate  pain,  swelling,  and 
inflammation. 

“Athletic  activities 
should  stop  until  elbow 
tenderness  has  disap- 
peared and  the  individ- 
ual can  complete  a 
throwing  motion  with  no 
pain  or  discomfort,”  said  Wells. 

“Treatment  should  also  include  stretch- 
ing and  strengthening  exercises  of  the 
foreami  muscles. 

“Throwing  activities  should  be  restart- 
ed gradually — and  an  elbow  sleeve  might 
be  worn  for  support.” 

A complete  copy  of  the  report  as  pub- 
lished may  be  obtained  by  calling  Kay 
Barkin,  214-528-6023.  51 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


• Individual  Disability  Protection 

• Business  Overhead  Expense  Insurance 

• Group  Term  Life 

• Full  Time  Accident  Insurance 
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In  Tulsa 
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Tick-borne  illness  increasing  in  Oklahoma 

Rocky  Mountain  spotted  fever  (RMSF)  has  been  a fairly  significant  cause  of 
illness  in  Oklahoma  for  the  past  20  years,  with  an  average 
of  88  cases  per  year.  However,  there  has  been  a decline  in 
the  number  ofreported  cases  for  the  last  two  years.  In  1993, 

51  cases  were  reported;  in  1994  only  39  cases  were  con- 
firmed. 

Persons  in  the  eastern  and  central  counties  are  more 
frequently  affected.  The  seasonal  distribution  of  RMSF  cor- 
responds to  increased  outdoor  activity,  with  June  the  peak 
month  for  onset  of  symptoms.  The  etiological  agent  Rickettsia  rickettsii  has 
been  found  naturally  in  the  dog  tick  and  the  Lone  Star  tick,  both  native  to 
Oklahoma. 

Lyme  disease  is  now  the  most  common  vector-borne  infection  in  the  United 
States.  In  Oklahoma,  the  agent  Borrelia  burgdorferi  has  been  isolated  from 
the  black-legged  tick  and  the  “winter  tick."  Oklahoma  reported  99  cases  in 
1994,  which  is  a 421%  increase  over  1993.  The  increase  may  reflect  the 
introduction  in  February  1994  of  a more  sensitive  test  for  Lyme  disease, 
which  resulted  in  more  individuals  meeting  the  Center  for  Disease  Control 
and  Prevention  (CDC)  case  definition. 

Tularemia,  caused  by  the  bacterium  Francisella  tularensis  and  often  re- 
ferred to  as  rabbit  fever,  is  frequently  associated  with  tick  exposure.  In  the 
United  States,  F.  tularensis  is  found  predominantly  in  the  dog  tick,  wood 
tick,  and  Lone  Star  tick.  Tularemia  is  infrequently  reported  in  Oklahoma, 
with  only  16  cases  in  1993  and  3 in  1994. 

Two  emerging  tick-borne  diseases  caused  by  Ehrlichia  spp.  have  been 
recognized  in  the  United  States:  human  ehrlichiosis  due  to  Ehrlichia  chaf- 
feenisi,  recognized  in  1986,  and  human  granulocytic  ehrlichiosis  (HGE), 
recognized  in  1993.  The  vectors  for  ehrlichiosis  in  Oklahoma  are  the  deer 
tick,  the  American  dog  tick,  and  the  Lone  Star  tick.  Clinical  symptoms  in- 
clude fever,  headache,  malaise,  muscle  aches,  chills,  sweating,  nausea,  and 
vomiting.  Infrequently  a macular  or  papular  rash  may  occur  on  the  body. 
(Testing  can  be  arranged  with  the  CDC  through  the  Public  Health  Laboratory 
at  the  Oklahoma  State  Department  of  Health.) 

Persons  place  themselves  at  risk  for  tick-borne  illness  by  participating  in 
activities  such  as  camping,  hiking,  hunting,  and  working  outdoors.  Precau- 
tionary measures  are  recommended  to  prevent  tick-borne  diseases:  use  tick 
repellents  containing  the  ingredient  DEET  (for  skin)  and/or  repellents  con- 
taining pcrmethrin  (for  clothing  only),  and  conduct  “tick  checks”  every  two 
to  three  hours  if  spending  a lot  of  time  outdoors.  All  ticks  attached  to  the 
body  should  be  removed  immediately.  Using  a pair  of  tweezers,  slowly  pull 
the  tick  straight  out — no  twisting—  then  wash  hands  thoroughly.  j 


H Ron  0.(fllchcr,  MI),  president  and  chief  executive  officer  of  the  Okla- 
homa Iflood  Institute  in  Oklahoma  City,  has  received  the  Bernice  Hemphill 
Award  from  the  American  Association  of  Blood  Banks  (AABU).  Formerly 
the  Outstanding  Administrator  Award,  the  Hemphill  Award  recognizes  an 
individual  who  has  made  significant  contributions  through  the  aaub  to  en- 
hance the  effective  administration  of  blood  banks.  Gilcher  was  cited  for 
outstanding  administrative  foresight  and  visionary  leadership.  f 


The  doctor  needs  a doctor 

To  the  Editor:  When  1 read  Dr.  Harvey 
Blumenthal’s  article  “The  Patient  Needs 
a Doctor”  (Journal,  Nov.  1995),  1 felt 
he  was  articulating  my  own  thought, 
borne  of  my  experience  the  past  1 3 years 
with  a failing  back.  After  those  years  of 
dealing  with  insurance  companies,  so- 
cial security  disability  and  Medicare,  with 
five  back  procedures  and  one  sigmoid 
colectomy  (luckily  1 only  had  one  sig- 
moid), seven  years  bed  to  chair,  chron- 
ic severe  disabling  pain,  1 feel  as  wel- 
come in  a doctor’s  office  as  a priest  does 
in  a whorehouse. 

1 am  personally  fond  of  the  many 
physicians  that  cared  for  me,  but  not 
wanting  to  seem  magnanimous,  1 felt  they 
fell  far  short  of  the  standards  1 set  for  my 
practice — standards  1 tried  to  uphold  for 
30  years  of  training  and  practice.  1 actu- 
ally took  the  Hippocratic  Oath  seriously. 
1 wonder  if  anyone  takes  any  oath  seri- 
ously in  this  hedonistic  culture  today. 

As  a patient,  there  were  so  many 
people  and  organizations  between  my 
doctor  and  me  1 sometimes  felt  like  a 
puppy  accidentally  left  at  the  last  rest 
stop.  In  fact,  1 somehow  feel  that  way 
now,  as  my  last  committee  of  doctors  said 
goodbye  when  1 signed  my  Medicare 
papers  and  a “promissory  note  to  pay 
the  gap.” 

And  speaking  of  paying  the  gap,  what- 
ever happened  to  professional  courtesy? 
In  my  day  most  doctors  did  not  charge 
other  doctors,  their  families,  preachers, 
or  nurses;  usually  gave  discounts  to  teach- 
ers; and  did  not  bill  people  who  were 
having  trouble  buying  their  baby  formu- 
la. Back  then,  however,  most  of  us  had 
only  one  Cadillac  or  Mercedes.  Heck,  1 
just  paid  my  former  partner  S40  for  a 
prostate  examination.  1 don’t  know  if  1 
got  a di.scount  or  not.  It  did  feel  like  he 
did  a good  job,  so  I'm  not  complaining. 

In  1 988, 1 went  out  of  state  and  I made 
a committee  of  doctors  and  physical 
therapists  $3(),()()()  richer  by  lending  them 
my  body  for  three  weeks.  After  paying 
their  psychiatrist  SI  85  fora  12-minute 
visit  (billed  out  as  “initial  protracted 
consultation”),  1 was  turned  over  to  a 
group  of  physical  terrorists.  The  first  day 
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they  insisted  on  me  “maxing”  on  one  of 
their  maehines.  I told  them  1 had  been 
in  bed  seven  years,  was  osteoporotie,  and 
I might  eompress  a vertebra.  They  de- 
manded 1 do  it  anyway  (it  was  part  of 
their  protoeol).  I did  and  spent  the  rest 
of  the  day  under  an  iee  rub  for  “popped 
facet  joint.”  1 finally  got  an  x-ray  after 
three  weeks  of  a gosh-aw  ful  painful  1 0- 
hour-per-day  rehabilitation  program.  A 
60%  compression  of  L-1  showed  up  on 
a chest  x-ray  1 had  gotten  for  a persis- 
tent cough  I contracted  at  the  rehabili- 
tation center.  Boy,  did  1 ever  need  a 
doctor.  I’ve  decided  it’s  somewhat  like 
being  lost  at  sea  with  water,  water  ev- 
erywhere but  not  a drop  to  drink. 

Next  time  1 feel  like  being  rehabili- 
tated. I’ll  take  my  money  and  go  moun- 
tain climbing  in  Colorado  — something 
not  so  hazardous  and  a lot  more  fun. 

1 still  need  a doctor  and  guess  now 
I’ll  have  to  find  one  that  didn’t  read  this 
letter. 

— James  S.  (Jim)  Turner,  MD  (Ret) 
Edmond 

Epinephrine  saves  lives 

To  the  Editor:  A needless  death — Doug 
Milner.* 

Thousands  of  other  deaths  (such  as 
Law  rence  Stern,  the  past  editor  of  the 
Washington  Post)  are  needless.  Why  are 
they  needless? 

1 . Because  of  a lack  of  education  con- 
cerning the  use  of  epinephrine  (adrena- 
line) that  can  be  used  in  the  case  of  a 
reaction  to  an  insect  sting  to  prevent  death 
in  the  event  of  anaphylactic  reaction. 

2.  The  failure  of  states  to  pass  legis- 
lation to  allow  laymen  to  administer  epi- 
nephrine. 1 have  worked  to  educate  lay- 
men and  get  laws  passed  in  states  to  allow 
laymen  to  administer  epinephrine.  Ev- 
eryone should  have  an  emergency  epi- 
nephrine kit.  As  a lone  crusader,  1 have 
been  able  to  get  legislation  passed  in  20 
states.  Texas,  where  Mr.  Milner  lived, 
is  not  one  of  these  states.  Death  from  a 
severe  anaphylactic  reaction  can  occur 
in  five  minutes,  which  is  insufficient  time 
to  get  to  medical  aid.  Doug  Milner  was 


*Doug  Milner,  a Dallas-based  photographer,  died  last  No- 
vember from  an  allergic  reaction  to  a wasp  sting.  He  uai’ 
37  years  old. 


unconscious  within  minutes.  Epineph- 
rine (adrenaline)  is  the  only  treatment 
that  w ill  save  a person  sulTering  an  ana- 
phylactic reaction. 

I have  worked  to  educate  laymen  and 
get  laws  passed  in  states  to  allow  lay- 
men to  administer  epinephrine.  Every- 
one should  have  an  emergency  epineph- 
rine kit.  As  a lone  crusader,  I have  been 
able  to  get  legislation  passed  in  20  states. 
Texas,  where  Mr.  Milner  lived,  is  not  one 
of  these  states. 

Death  from  a severe  anaphylactic- 
reaction  can  occur  in  five  minutes,  which 
is  insufficient  time  to  get  to  medical  aid. 
Doug  Milner  was  unconscious  w ithin 
minutes.  Epinephrine  (adrenaline)  is  the 
only  treatment  that  will  save  a person 
suffering  an  anaphylactic  reaction. 

— Claude  A.  Frazier,  MD 
Asheville.  NC 


H Internet  surfers  might  want 
to  note  the  following  new  Web 
site  for  the  Alzheimer’s  Disease 
Education  and  Referral  Center 
(ADEAR),  now  offering  publica- 
tions and  research  news:  http;// 
www'.alzheimcrs.  org/adear. 
Adear  offers  the  text  of  select- 
ed publications  and  the  opportu- 
nity to  order  many  others  via  e- 
mail,  free  of  charge.  Also  posted 
are  announcements  from  the 
National  Institute  on  Aging 
(NIA)  regarding  research  find- 
ings about  Alzheimer’s  disease. 
The  NlA  is  one  of  the  National 
Institutes  of  Health. 
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James  Kendall  Boyd,  MD 
1916- 1995 

Dr.  James  K.  Boyd,  retired  Tulsa  pathologist  and  cytologist,  died  November 
21,  1995.  Born  in  Fort  Smith.  Ark.,  Dr.  Boyd  was  a graduate  of  the 
University  of  Tennessee  College  of  Medicine,  earning  his  medical  degree 
there  in  1942.  He  served  his  internship  in  Shreveport.  La.,  and  pathology 
residency  in  Tulsa;  Clayton,  Mo.;  New  Orleans;  and  Richmond,  Va.  In  1957 
he  returned  to  Tulsa  to  establish  his  practice  there. 

Hollis  Eugene  Hampton,  Jr.,  MD 
1925- 1995 

Durant  native  and  OSMA  Life  Member  Hollis  E.  Hampton,  Jr.,  MD,  died  in 
Oklahoma  City  December  1,  1995.  Dr.  Hampton  was  graduated  from  the 
University  of  Oklahoma  College  of  Medicine  in  1948.  After  completing  an 
internship  in  Indianapolis,  Dr.  Hampton  returned  to  Oklahoma  City  for  a 
general  residency.  After  a year  of  private  practice  in  Antlers,  he  enlisted  in 
the  U.S.  Air  Force  during  the  Korean  conflict,  achieving  the  rank  of  captain 
in  1952.  He  then  returned  to  Indianapolis  to  complete  a residency  in 
obstetrics  and  gynecology.  In  1957,  Dr.  Hampton  opened  an  ob-gyn  practice 
in  Oklahoma  City  and  was  in  practice  for  some  28  years  before  retiring  in 
1985. 

Herman  Carter  Moody,  MD 
1921  - 1995 

OSMA  Life  Member  H.  Carter  Moody,  MD,  died  December  8,  1995,  in 
Oklahoma  City.  Dr.  Moody,  a general  surgeon,  retired  in  1990  after  more 
than  30  years  in  practice.  He  was  born  in  Moody  County,  Ga.,  served  at  Will 
Rogers  field  during  World  War  II,  and  was  graduated  from  the  University  of 
Oklahoma  Medical  School  in  1952.  He  interned  at  Mercy  Hospital  in 
Oklahoma  City  and  did  his  surgical  residency  at  the  V.A.  and  University 
hospitals,  also  in  Oklahoma  City.  ij 
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H The  Internist’s  Guide  to  Practice 
Integration  has  just  been  released  by  the 
American  Society  of  Internal  Medicine 
{ ASIM).  The  book  is  a comprehensive  text 
for  internists  and  internal  medicine  spe- 
cialists interested  in  or  implementing  a 
practice  integration.  The  guide  provides 
advice  on  how  to  set  up  relationships  such 
as  physician  hospital  organizations  and 


group  practices  without  walls;  assess- 
ing the  market  situation  and  current  prac- 
tice goals;  and  how  to  decide  whether 
to  sell  or  merge  a practice,  hold  tight,  or 
join  an  integrated  system.  Also  includ- 
ed are  charts,  tables,  and  worksheets  on 
developing  and  implementing  a business 
plan;  sources  and  issues  related  to  finan- 
cial capital  partners  and  funding  sourc- 


es; how  to  assess  the  value  of  a medical 
practice;  and  what  to  look  for  when 
negotiating  contracts  and  compensation. 
The  book  is  the  second  in  the  ASiM’s  new 
series  “Strategies  for  Success  in  Man- 
aged Care.”  To  order  either  or  both  pub- 
lications, call  202-835-2746,  ext.  253. 

51 


JN 

1995 

Robert  M.  Wienecke,  MD January  3 

Mason  Russell  Lyons,  MD January  6 

Wallace  Byrd,  MD January  25 

Herbert  Victor  Lewis  Sapper,  MD January  26 

Addison  Bowling  Smith,  MD January  31 

Clifford  Jennings  Blair,  MD February  10 

John  Richard  Danstrom,  MD March  5 

Elmer  William  Taylor,  MD March  5 

Othal  Blair  Cunnyngham,  MD March  14 

George  S.  Bozalis,  MD March  21 

William  Gerald  Rogers,  MD March  21 

Charles  Wesley  Letcher,  MD March  26 

John  Frederick  Bolene,  MD March  27 

John  B.  Miles,  MD March  31 

Elvus  Jene  Allgood,  MD May  6 

Wiley  T.  McCollum,  MD May  13 

Gerald  Leon  Honick,  MD May  24 

William  G.  Husband,  Jr.,  MD May  25 

Henry  Washington  Harris,  MD June  2 

Joan  Kazanjian  Leavitt,  MD June  13 

Lucien  Michael  Pascucci,  MD July  2 

Glen  M.  Floyd,  MD July  8 

Marvin  Homer  Hird,  MD July  1 8 

Yale  Eugene  Parkhurst,  MD July  27 

Joe  Leslie  Duer,  MD August  25 

William  Earl  Van  Pelt,  MD August  26 

William  Martin  Benzing,  Jr.,  MD September  2 

Thomas  Lee  Moffeit,  MD September  19 

Avery  Bruce  Wight,  MD September  21 

George  Burley  Gathers,  Jr.,  MD October  2 

Malcolm  Millison,  MD October  8 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempcl,  MD October  31 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr..  MD December  1 

Herman  Carter  Moody,  MD December  8 


Classified  ads  are  50  cents  a word,  with  a minimum  of  $25  per  ad.  A word 
is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  as- 
signed upon  request  and  will  add  6 words  to  the  total.  Payment  must  ac- 
company all  submissions.  Orders  will  NOT  be  accepted  via  telephone  or 
fax.  Mail  ad  with  payment  to  OSMA  JOURNAL,  601  Northwest  Expressway, 
Oklahoma  City,  OK  73118.  Deadline  is  the  first  of  the  month  preceding 
the  month  of  publication. 


Physicians  Wanted 


PRIMARY  CARE  PHYSICIANS:  JUST  STARTING  OUT?  SEEKING  A 
CHANGE?  INTERESTED  IN  EXTRA  INCOME?  Numerous  Oklahoma 
ER  & Clinic  opportunities  available.  Residents  are  welcome  to  apply.  BCLS 
& ACES  required.  Flexible  schedules.  Malpractice  coverage  available.  For 
specific  locations  and  information,  contact:  ANNASHAE  CORPORATION, 
Healthcare  Management  & Staffing;  1-800-245-2662. 


Oklahoma:  Excellent  emergency  medicine  opportunities  available  near 
Tulsa  and  Oklahoma  City.  Volumes  range  from  3,000  to  25,000  annually. 
Competitive  remuneration.  Flexible  scheduling  and  malpractice  insurance 
procurement  assistance.  For  further  information  please  contact  Doreen 
Waxon,  Coastal  Physician  Services  of  the  West,  Inc.  at  1-800-745-5402  or 
mail  CV  to  3010  LBJ  Freeway,  Suite  1300,  Dallas,  TX  75234  or  fax  to214- 
241-4917. 


OKLAHOMA  CLINIC  & ER  OPPORTUNITIES:  EXTRA  INCOME  FOR 
PRIMARY  CARE  PHYSICIANS!  Numerous  Oklahoma  locations  avail- 
able including:  OklahomaCity,  Ada,  Ardmore,  Lawton  and  Elk  City.  BCLS 
& ACLS  required  at  all  facilities.  Flexible  schedules.  Residents  welcome 
to  apply.  Malpractice  coverage  available.  Contact:  ANNASHAE  CORPO- 
RATION, Professional  Healthcare  Staffing:  1-800-245-2662. 


GASTROENTEROLOGIST,  ORTHOPEDIC  SURGEON,  2 FAMILY 
PRACTICE  PHYSICIANS,  and  2 INTERNAL  MEDICINE  PHYSICIANS 
needed  for  Southern  Plains  Medical  Center,  35  physician  multispecialty 
group.  Located  35  miles  southwest  of  Oklahoma  City  on  Interstate  44, 
family  oriented  college  community  of  1 5,000  with  service  area  of  1 10,000 
population.  1 56  bed  hospital  next  door.  Guarantee  first  year,  pension-prof- 
it sharing,  malpractice,  CME,  relocation  paid.  4-ycar  university,  excellent 
public  schools,  hunting,  fishing,  water  sports.  Contact  Jeanie  Bledsoe, 
Southern  Plains  Medical  Center,  P.O.  Box  1069,  Chickasha.  OK  73023. 
Phone  405-222-9583  or  405-224-5507. 


For  .Sale  or  Lease 


For  lease  in  Tulsa  3,000  square  feet  (two  offices)  available.  Third  oITice 
occupied  by  Plastic  Surgeon.  Located  near  Saint  Francis  Hospital.  Ample 
parking.  (918)  492-3964. 

FOR  SALE  by  owner:  Office  suite  in  I-dmond  Regional  Medical  Building, 
adjacent  to  Edmond  Regional  Medical  Center,  corner  of  Second  and  Bry- 
ant. 1318  ,sq.  ft.  Close  to  both  1-35  and  Broadway  Ext.  Covered  parking. 
Terms  very  reasonable.  Call  today!  (405)  359-8005. 
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Oklahoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 
Kenneth  A.  Hieke,  M.D. 
Robert  S.  Unsell,  M.D. 


(405)  945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 


/ 


ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 


1044  S.W.  44th  Sixth  Floor  Oklahoma  Citv,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 


HOUSHANG  SERADGE,  MD,  FICS 
MEHDI N.  ADHAM,  MD,  FACS 
STEPHEN  W.  MIHALSKX  MD 
JEFFREY  H.  SCHIMANDLE,  MD 
WINFRED  PARKER,  PAC 


HAND  SURGERY  ORTHOPAEDIC  SURGERY  PLASTIC  SURGERY 

SPINE  SURGERY  SPORTS  MEDICINE 
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SOUTHERN  PLAINS  MEDICAL  CENTER 

Uu 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

V IV 

A ACCREDITED  — 

ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

FAMILY  PRACTICE 

OBSTETRICS  AND 

ANESTHESIOLOGY 

RADIOLOGY 

NEUROLOGY/ 

222-9550 

GYNECOLOGY 

222-9520 

224-81 1 1 

NEUROSURGERY 

J.W.  McDoniel,  M.D. 

222-9550 

Gideon  Lau,  M.D. 

T.J.  Williams,  M.D. 

(Part-time) 

J O.  Wood,  Jr.,  M.D. 

Alan  J.  Weedn,  M.D. 

M.M.  Vaidya,  M.D. 

222-9520 

Ernest  W.  Archer,  M.D. 

Kenneth  Priest,  M.D. 

SPEECH  PATHOLOGY 

Robert  J.  Tyndall,  M.D. 

INTERNAL  MEDICINE 

222-9540 

R E.  Woosley.  M.D. 

222-9510 

GYNECOLOGY 

QUICKCARE  AND 

Collette  Ellis,  M.Ed.,  C.C.C. 

Stepen  Cagle,  M.D. 

D.L.  Stehr,  M.D. 

222-9550 

OCCUPATIONAL  MEDICINE 

Debrah  A.  Morris,  M S..  C.C.C. 

Don  R.  Hess,  M.D. 

Nancy  W.  Dever.  M.D. 

222-9560 

Kaysi  Edmonds,  M.Ed.,  C.F.Y. 

ONCOLOGY  (Part-time) 

R.L.  Jenkins,  M.D. 

C.R.  Gibson.  M.D. 

222-9560 

R.C.  Talley.  M.D. 

THORACIC  & VASCULAR 

D.F.  Haslam,  M.D. 

DERMATOLOGY 

R.G.  Ganick,  M.D. 

Thomas  W.  Essex.  D 0. 

SURGERY 

222-9530 

L.M.  Bowen.  M.D. 

H.  Stan  Wood,  D O. 

222-9560 

UROLOGY 

Linda  A.  Reinhardt.  M.D. 

Ralph  Kauley,  P.A. 

Jim  G.  Melton.  D.O. 

222-9520 

ANCILLARY  SERVICES 

Joseph  M.  McClintock,  M.D. 

ALLERGY 

224-81 1 1 

CARDIOLOGY 

GENERAL  & VASCUU^R 

222-9570 

• Ambulatory  Surgery 

222-9510 

SURGERY 

ORTHOPEDIC  SURGERY 

R E.  Herndon,  M.D. 

• Laboratory 

Joe  T.  Bledsoe,  M.D. 

222-9560 

222-9520 

• Radiology 

Linda  M.  Johnson.  M.D. 

J.E.  Winslow,  Jr..  M.D. 

PHYSICAL  MEDICINE 

Ultrasound 

GASTROENTEROLOGY 

Virginia  L.  Harr.  M.D. 

Robert  C.  Lesher,  M.D. 

& REHABILITATION 

Mammography 

222-9510 

John  T.  Gregg,  M.D. 

222-9520 

Magnetic  Resonance 

C.K.  Su,  M.D. 

Jim  G.  Melton,  D O. 

OTORHINOLARYNGOLOGY 

K.M.  Vaidya,  M.D. 

Imaging  (MRI) 

John  Hurd.  P.A.-C. 

Gregg  S.  Govett,  M.D. 

• EKG/Stress  Testing 

PEDIATRICS 

PSYCHOLOGY/COUNSELOR 

• Physical  Therapy 

222-9500 

OPHTHALMOLOGY 

PSYCHIATRY 

222-9540 

• Chemotherapy 

E.  Ron  Orr.  M.D. 

222-9530 

222-9560 

J.M.  Ross,  Ph.D. 

J.E.  Freed.  M.D. 

John  R.  Gearhart,  M.D. 

Boyd  K.  Lester 

Jane  Ross.  M.Ed.,  L.P.C. 

ADMINISTRATION 

Pilar  Escobar,  M.D. 

224-81 1 1 

Fernando  A.  Fernandez,  M.D. 

Daniel  N.  Vaughan 

David  L.  Ward 

Uu  EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 

Pamela  J.  Nix 

AMBULATORY  SURGERY  (SAME  DAY  IN  — 

OUT  SURGERY) 

MAIN  CLINIC- 

- 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 

If 

No  Answer  Call  224-2300 

Call  Toll  Free  For  An  Appointment  1-800-522-3966 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

^ Ti  rl 

4*  Founded  1925  4-  ^ ^ 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

CENTRAL  OFFICE 

Robert  S.  Ellis,  MDf 

750  Northeast  13fh  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDt* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDf° 

MERCY  OFFICE 

Patricia  1.  Overhulser,  MDf° 

The  Plaza  Physicians  Building 

Dean  A.  Atkinson,  MDf* 

4140  W.  Memorial  Road,  Suite  115 

Oklahoma  City,  Oklahoma 

Senior  Consultant: 

(405)  235-0040 

George  L.  Winn.  MDt 

SOUTH  OFFICE 
Southwest  Medical  Tower 
1044  S.W.  44th  St.,  Suite  210 

Oklahoma  City,  Oklahoma 

t Diplomate  American  Board  of  Allergy  and  Immunology 

(405)  235-0040 

* Diplomate  American  Board  of  Internal  Medicine 
**  Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Executive  Director: 

Norman,  Oklahoma 

G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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Department  of  Orthopedics 
‘Stephen  Tkach,  M.D.,  F.A.C.S. 
‘Joseph  F.  Messenbaugh,  III,  M.D.,  F.A.C.S. 
‘J.  Patrick  Evans,  M.D.,  F.A.C.S. 
‘Edwin  E.  Rice,  M.D.,  F.A.C.S. 
‘Warren  G.  Low,  M.D.,  F.A.C.S. 
‘Thomas  C.  Howard,  M.D.,  F.A.C.S. 

‘David  L.  Holden,  M.D.,  F.A.C.S. 
‘Brock  E.  Schnebel,  M.D.,  F.A.C.S. 
‘Thomas  P.  Janssen,  M.D. 

‘Thomas  K.  Tkach,  M.D. 

Department  of  Arthritis 
John  A.  Blaschke,  M.D. 

‘Mary  L.  Duffy  Honick,  M.D. 

‘Jon  W.  Blaschke,  M.D. 

‘Larry  G.  Willis,  M.D.,  F.A.C.R. 

‘R.  Eugene  Arthur,  M.D.,  F.A.C.R. 
‘Robert  F.  Hynd,  M.D.,  F.A.C.R. 
‘Robert  L.  McArthur,  M.D.,  F.A.C.R. 
‘Mark  A.  Hulsey,  M.D.,  F.A.C.R. 

Department  of  Occupational  Health 
Richard  J.  Hess,  M.D.,  F.A.C.P. 
552-9447  or  FAX  552-9391 

‘Specialty  Board  Diplomates 


McBride  Clinic,  Inc. 

Orthopedic  & Arthritis  Center 


• Specializing  in  the  back  and  neck;  fractures  and  fracture 
complications;  shoulder  and  knee  disorders;  hip  disease; 
foot  problems;  sports  medicine;  occupational  medicine;  up- 
per extremity  surgery;  total  joint  replacement;  arthroscopic 
surgery;  and  pediatric  orthopedics. 

• Rheumatologists  treat  disorders  of  the  joints,  muscles  and 
bones  in  children  and  adults.  Arthritis  education  and  pain 
control  are  major  areas  of  emphasis. 

• The  McBride  Clinic  Bone  Bank  is  one  of  42  accredited  in 
the  U.S.,and  the  only  hospital-based  bone  bank  in  Oklahoma. 

• McBride  Clinic  physicians  comprise  the  majority  of  the  medi- 
cal staff  of  Bone  & Joint  Hospital. 

Bone  & Joint  Hospital 
One  of  U.S.  News  & World  Report’s 
“America’s  Best  Hospitals’’ 


1111  N.  Dewey 
232-0341 

Appointments  552-9270 


Norman  St.  Anthony  Professional  Bldg.  Northwest 

900  N.  Porter,  Suite  1400  608  N.W.  9th  St.,  Suiter  2000  3435  N.W.  56th,  Suite  208 

360-9390  272-7249  945-4248 


Em  Shawnee  Medical  Center  Clinic, 

B 2801  N.  Saratoga  / Post  Office  Box  849 
Shawnee,  Oklahoma,  74801 
Phone:  (405)  273-5801  • FAX:  (405)  273-2632 

Orthopedic  Surgery 


Allergy 

Wallace  R.  Pratt,  m.d.,  ph.d. 

Aviation  Medicine 
D.A.  Mace,  m.d. 

Dermatology 
Basheer  a.  Badiei,  m.d. 

General  Surgery 
Frank  Howard,  m.d. 

Glen  R.  Hanson,  m.d. 

Industrial  Medicine 
A.H.  Shi,  m.d. 

Infectious  Disease 
William  A.  Chapman,  m.d. 

Neonatology 

R.K.  Mohan,  m.d. 


Internal  Medicine 
Stephen  L.  Banks,  m.d. 
Michael  W.  Butcher,  m.d. 
Merle  L.  Davis,  m.d. 
UvRRY  D.  Fetzer,  m.d. 
Eldon  V.  Gibson,  m.d. 
David  Holland,  Jr.,  m.d. 
Jerry  Brad  Jarrell,  m.d 
D.A.  Mace,  m.d. 

S.P.  Shetty,  m.d. 

A.H.  Shi,  m.d 

Obstetrics.  Gynecology 
Cynthia  A.  Alsup,  m.d. 
Richard  E.  Jones,  m.d. 
Stephen  E.  Trotter,  m.d. 

Ophthalmology 
David  K.  Linn,  m.d.,  ph.d. 

Optometry 

W.  Clay  McLaughlin,  o.d. 


T.A.  Balan,  m.d.,  f.a.a.o.s. 

R. M.  Kamath,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

S. M.  Waingankar,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

Otorhinolaryngology 
ShRIKANT  RiSHI,  m.d.,  M.S.,  F.A.C.S. 

Pediatrics 

William  A.  Chapman,  m.d. 
Debra  Katcher,  m.d. 

R.  K.  Mohan,  m.d. 

Kanwal  Obhrai,  M.d. 

Urology 

D.  Glen  Coles,  m.d. 

Pathology  Consultant 

S. N.  Levi  Jones,  m.d. 


Inc. 


Radiology  Consultants 
William  Phillips,  m.d. 
Robert  G.  Wilson,  m.d. 
Cranfill  K.  Wisdom,  m.d. 

Ancillary 
SMCC  Radiology 
SMCC  Laboratory 
SMCC  Physical  Therapy 
SMCC  Ultrasound 

Administrator 
Lee  Michael  Hilka 

Shawnee  AM-t-PM  Clinic 
1501  Airport  Dr. 

(405)  275-4931 

Chandler  Medical  Center 
414  Manvel  Avenue 
(405)  258-0650 


PROFESSIONAL  DIRECTORY 


ALLERGY 


GYNECOLOGIC  ONCOLOGY 


JAMES  A.  MURRAY,  MD,  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


Gynecologic  Oncology  & Pelvic  Surgery 

JEFFREY  J.  SMITH,  MD.  FACOG,  FACS 

Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 


71 1 Stanton  L.  Young  Blvd.  #706 
Oklahoma  City.  Oklahoma  73104 
271-3200 


Deaconess  Medical  Offices 

NORTHWEST  ALLERGY  CLINIC,  INC. 

John  L.  Davis,  M D. 

5701  N.  Portland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC.  INC. 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 

Robert  S Ellis,  MD  f Warren  V.  Filley,  MDf 

Lyle  W Burroughs.  MDf  James  R.  Claflin,  MDt‘ 

Charles  D.  Haunschild,  MDt‘  Patricia  I,  Overhulser,  MDf° 

James  H.  Wells.  MDf  Dean  A Atkinson.  MDf 

John  R Bozalis.  MDf 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

T.V.  VENKATA  RAMAN,  MD.  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M.D.  Medical  Tower 

1110  N Classen  Blvd.,  #200  8121  National  Ave.,  #401 

Oklahoma  City.  OK  731 06  Midwest  City.  OK  731 10 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 


Senior  Counsultant:  George  L.  Winn.  MDt 


tDiplomate  American  Board  of  Allergy  and  Immunology 
'Diplomate  American  Board  of  Internal  Medicine 
“Diplomate  American  Board  of  Pediatrics 


Southwest 

Central  Office.  Medical  Tower 

750  NE  13th  St.  1044  SW  44th  St 

Okla  City,  OK  73104  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 

Physicians  Building  Norman  Office: 

4140  W Memorial  Road  950  N Porter 
Suite  115  Suite  101 

405-235-0040  405-235-0040 


JAY  C JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


CARDIOVASCULAR 


Galen  P.  Robbins,  MD 
William  S Myers.  MD 
William  J Fors,  MD 
Charles  F Bethea.  MD 
Fred  E.  Lybrand,  MD 


CARDIOVASCULAR  CLINIC 
Mel  Clark.  MD 
Jerome  L,  Anderson,  MD 
Santosh  T.  Prabhu.  MD 


Richard  T.  Lane,  MD 
Gary  L.  Worcester.  MD 
Jerry  L Rhodes.  MD 
Steven  J.  Reiter.  MD 
Matt  Wong,  MD 


OKLAHOMA  CITY  ORTHOPAEDICS,  P C. 
Baptist  Medical  Center  - South  Building 
3435  N W.  56th  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112 
(405)  945-4242 


S.  Fulton  Tompkins,  MD.  DABOS  John  F.  Tompkins,  MD.  DABOS 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty.  Stents,  and  Atherectomy 
Diagnostic  Stress  Testing  — Treadmill,  Echo,  and  Nuclear  Imaging 
Electrophysiology.  Pacemaker.  AICD,  Diagnostic  Vascular  Lab 

BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla.  City,  Okla  73112  • 947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W Memorial  Rd..  Suite  613,  Okla.  City,  Okla  73120  • 947-3341 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD.  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare.  BC&BS,  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


SKIN  & SKIN  CANCER  CENTER,  INC, 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631-4263  631  -HAND 


Professional  directory  listings  are  available  to  OSMA 
members.  They  are  sold  in  vertical  increments  of  one- 
half  inch  at  the  rate  of  $60  per  half  Inch  per  year. 


M Denise  Wiley.  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 


Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56.  Oklahoma  City  (405)  946-5678 
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OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


RADIOLOGY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certilied  - American  Board  of  Otolaryngology 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM  P TUNELL  MO'  DAVID  W TUGGLE  MD' 

P CAMERON  MANTOR  MD 

940  NE  13th  Street  Oklahoma  City  Oklahoma  73104 
OHice  405-271  4536  Afler  hours  405-523-6739  (then  enter  your  phone  no  ) 

'American  Board  ot  Surgery  — Special  Qualification  in  Pediatnc  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R Murali  Krishna.  M O . FAPA 
Oiplomale.  American  Board  ot  Psychiatry 
John  C Andrus,  M D , MAPA 
Diplomate,  Amencan  Board  ot  Psychiatry 
Shree  S Vinekar,  M D.,  FAACP 
Diplomate.  Amencan  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M D . Diplomate.  American  Board  ot  Psychiatry 
Charles  E.  Smith.  M 0 , FAPA 
Diplomate.  American  Board  of  Psychiatry 
V Girijanand  Bhat.  M D . Diplomate.  American  Board  of  Psychiatry 
Bradley  Keller.  MO 
Barbara  Reaves.  M D 
CONSULTANTS 
Robert  J.  Outlaw.  M D . FAPA 
Diplomate.  Amencan  Board  of  Psychiatry 
PovI  Toussieng.  M D.,  FAPA 

Thurman  E.  Coburn.  Ph  D . Licensed  Clinical  Psychologist 
David  Schwartz.  ACSW.  Clinical  Psychiatnc  Social  Worker 
Donna  D Smela.  ACSW.  Clinical  Psychiatric  Social  Worker 
Sally  Ray.  LCSW 
St.  Anthony  Professional  Building 
608  NW  9th.  Suite  6010 
Oklahoma  City,  OK  73102 
(405)  272-0734 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  731 06 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 
JOHN  E.  HUFF,  MD 
MATTHEW  J BRITT,  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56lh  Street,  Suite  212  (405)  947-3335 

Oklahoma  City.  Oklahoma  73112 


George  N Barry.  Jr . MD 

Rose  C Gideon.  MD 

Justine  C Dautenhahn.  MD 

Robert  A Streight.  MD 

Richard  G Falk.  MD 

Eric  A Wollman.  MD 

NORMAN  RADIOLOGY  SERVICES 
Mammography  - Radiography  - Fluoroscopy  - Ultrasound 
Doctor’s  Park.  500  E Robinson  4400.  Norman  73071 
405-360-2410 

Business  Office.  PO  Box  1387.  Norman  73070 
405-321-8125  FAX  405-321-8514 
Norman  Medical  Plaza,  1 125  N Porter  4100.  Norman  73071 
405-364-1071  FAX  405-329-9771 


SURGERY,  CARDIOVASCULAR  & THORACIC 


JAMES  E CHEATHAM.  JR  . M D . FACS 
3435  NW  56th.  4900 
OKLAHOMA  CITY,  OK  731 12 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M RAYAN,  M D 

Diplomaie  American  Board  of  Orthopaedic  Surgery 
Board  of  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity,  Hand  & Microsurgery 
3366  NW  EXPWY.  Suite  700  Oklahoma  City,  OK  73112  (405)  945-4888 


HOUSHANG  SERADGE.  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

’l044  S W 44th  Street,  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S.  BAJAJ,  MD.  FACS 
FRCS  (England),  FRCS  (Edinburgh) 
Certified  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic,  and  Hand  Surgery 

1110  N Classen  Blvd.,  Suite  304 
Oklahoma  City.  OK  73106 
235-6671 


UROLOGY 


A de  QUEVEDO.  MD.  Inc. 

Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 


Professional  directory  listings  are  available  to  OSMA 
members.  They  are  sold  in  vertical  increments  of  one- 
half  inch  at  the  rate  of  $60  per  half  inch  per  year. 


J Okla  State  Med  Assoc,  Vol  89,  January  1 996 


37 


IT  DOESN’T 


REMODELING 


TO  MAKE 
YOUR  OFFICE 


A CANCER 


PREVENTION 
AND  DETECTION 
CENTER - 


JUST  A SIMPLE 


ADDITION. 


Funded  by: 

^^TEXAS 

IMtCANCER 

'^S^COUN.CIL 

TfciaiMedica] 
^ AnociaOon 

The  Cancer  Resources  in  ErTucation  (CARE) 
Box  gives  you  easy  access  to  information  you 
need  - all  in  one  location. 

Developed  by  leading  oncologists,  the  CARE 
Box  contains  easy-to-read  information  about 
the  early  detection,  screening  and  prevention 
of  cancer,  corresponding  presentation  slides, 
plus  an  overview  for  development  of  CME 
core  curriculum  objectives. 

The  complete  kit  also  includes  a booklet 
designed  to  help  you  communicate  better 
with  your  cancer  patients,  and  make  public  or 
physician  presentations. 

To  order  or  retioesi  more  inlormolioo  oiool  the  CARE  Box.  cooM: 

Physician  Oncology  Education  Program 

Texas  Medical  Association 

401  West  15th  Street.  Austin,  Texas  78701-1680 

512-370-1672 


The  Triple  H 

Hunting  Lodge  & Ranch 

A hunter’s  dreaipJ  Wil^B65^^ Quail, 
Turkey,  Duck,  GeS^^B.SiliSh^ 

6000  a^es  ;p^  natural 

habitat."""  ^ 


For  ro'^'inloiroation  or  reservations 
Owned,  &"^PperatjW'by:  ' 


call: 


Joe  C.  Horton,  M.D. 


OFFICERS  OF  THE 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


Larry  L.  Long,  MD,  President 

David  L.  Harper,  MD,  President-Elect 

David  M.  Selby,  MD,  Vice-President 

Carol  Blackwell  Imes,  MD,  Secretary-Treasurer 

Mary  Anne  McCaffree,  MD,  Speaker, 

House  of  Delegates 
Boyd  O.  Whitlock,  MD,  Vice-Speaker, 

House  of  Delegates 

Chester  L.  Bynum,  MD,  Chair,  Board  of  Trustees 
Robert  J.  Weedn,  MD,  Vice-Chair,  Board  of  Trustees 


INSTRUCTIONS  FOR  AUTHORS 


Contributions 

Articles  submitted  for  publication  become  the  sole  property  of  the 
Journal  and  must  not  have  been  published  elsewhere.  The  Edito- 
rial Board  reserves  the  right  to  edit  any  material  submitted.  Manu- 
scripts must  be  typewritten  or  printed  in  a standard  typeface,  dou- 
ble-spaced. and  submitted  in  quadruplicate  (original  and  three 
copies).  Pale  or  dirty  copy,  dot  matrix  fonts,  or  any  use  of  all  cap- 
ital letters  is  not  acceptable.  In  addition,  authors  are  requested 
to  submit  their  manuscripts  on  computer  disk,  preferably  in 
WordPerfect  (any  PC  version)  or  ascii/.ansi/iK).S  text.  Disk  should 
be  clearly  labeled  with  the  manuscript's  title,  author,  and  format. 
The  Journal  does  not  assume  responsibility  for  the  statements  or 
opinions  of  any  contributor. 

Any  material  reprinted  from  another  source  must  be  accompa- 
nied by  written  permission  from  that  source  to  use  the  material  in 
the  Journal. 

Style 

All  manuscripts  should  approximate  the  style  adopted  by  the  Amer- 
ican Medical  Association  as  illustrated  in  JAMA  and  detailed  in  the 
AMA's  Manual  of  Style.  An  abstract  of  150  words  or  less  should 
accompany  each  paper  and  should  state  the  exact  question  consid- 
ered. the  key  points  of  methodology  and  success  of  execution,  the 
key  findings,  and  the  conclusions  directly  supported  by  these  find- 
ings. 

Bylines  may  contain  no  more  than  six  (6)  names  and  shall  in- 
clude only  those  individuals  who  can  attest  that  they  have  contrib- 
uted to  the  conception  and  design,  or  analysis  and  interpretation  of 
data;  and  to  drafting  the  article  or  revising  it  critically  for  impor- 
tant intellectual  content;  and  to  final  approval  of  the  version  to  be 
published.  Other  contributions  may  be  recognized  in  an  acknow- 
ledgment. 

References  are  to  be  listed  in  the  order  of  their  appearance  in 
the  article,  and  in  the  style  used  in  both  the  JouRNAl.  and  in  JAMA 
(author,  title,  publication,  year,  volume  number,  pages).  Footnotes, 
bibliographies,  and  legends  for  illustrations  should  be  on  separate 
sheets. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted  for 
publication  unless  accompanied  by  written  permission  from  the 
original  source.  Illustrations  should  be  labeled  with  the  author's 
name  and  must  be  numbered  in  the  order  in  w Inch  they  are  referred 
to  in  the  article.  The  quality  of  all  illustrations  must  be  in  keeping 
with  the  quality  of  the  magazine. 

Reprints 

Authors  W'ill  receive  reprint  order  forms  from  the  Transcript  Press. 
P.O.  Box  6440.  Norman.  OK  73070-6440.  with  their  galleys. 
Requests  for  reprints  must  be  made  to  the  Transcript  Press  within 
30  days  after  publication. 
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Dr.  Lonnie  Bristow  Speaks 
To  America’s  Patients  About 
Medicare  Reform: 


I’n\  a practicing  physici:ui  ;u«l  I w;uil  my  patients  to  know  that  Medicare  will  go  broke  by  2002  unless  it's  fixed 
now.  Tlie  AAIA  has  luH'n  working  10  years  on  ways  to  iinpro\e  MisUciire.  Now  Congress  is  about  tt)  act,  and  you 
need  tJie  straight  story  about  what  Ls  re:Uly  going  on.  Here  :uc  imswers  to  (|uestioas  patients  ask  me  the  most 
iibout  the  Mi-dican'  mess. 


1.  Does  anyone  have  an  answer? 

Tlte  Hous»‘  U'adership  has  a pliui  that  maki>s  sense,  tackles  the  hiuxl  fiiuuicing  problem  ;uid  Ls  good  for  patients. 
.Most  iintx>rtai\t,  sjH'nding  [K'r  [X'rson  will  slill  rise  from  $4,800  to  $6,700  in  2002. 


2.  Will  I have  to  give  up  what  Medicare  already  gives  me? 

No.  You  can  keep  the  stH-urity  of  tnulitional  Medic:u-e  if  you  want.  You  won't  ha\  e to  do  iuiyihing  different. 


3.  Can  I choose  my  own  doctor  and  my  own 
health  plan? 

Yes.  In  fact,  patients  will  have  mort'  choices,  including 
traditional  Medican',  private  insurance  pkuvs  or  a 
Uix-free  medical  savings  accoimt. 


4.  How  much  more  will  it  cost  me? 


American  Medical  Association 

Ph^vsicians  dedicated  to  the  health  of  .America 


You  will  pay  a little  mom,  but  not  a lot  mort'. 
On  average,  monthly  premiums  will  rise  only 
$6  a year  over  the  next  seven  years.  If  you 
choose  a private  sector  health  plan,  then' 
may  be  expanded  benefits  and  lower  out-of- 
pocket  expenses. 

Mill  patients  be  protected? 

Yes.  Insurance  plans  can't  discriminate 
against  you  for  a pre-existing  condition  and 
you  can  appeal  if  the  treatment  your  doctor 
reconunends  is  denied. 

Please  contact  your  Reftresentath'e  and  ask  h 
"V  her  to  support  the  House  Leadership’s  legisla 


to  strengthen  Medicare. 


Lonnie  R.  Bristow,  MD 

President,  American  Medical  Association 
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■ By  now  physicians  should  have  received  their  1996 

OSMA  Directory  of  Physicians.  Any  errors  discovered  in  the 
listings  should  be  reported  to  the  OSMA  so  that  membership 
files  can  be  corrected.  Use  the  correction  form  provided  in 
the  directory  and  mail  to:  Membership  Coordinator  Judy 
Lake,  OSMA,  601  Northwest  Expressway,  Oklahoma  City,  OK 
73118.  Also,  a list  of  reported  corrections  will  be  compiled 
and  published  in  the  JOURNAL. 

Additional  copies  of  the  directory  may  be  ordered  using 
the  form  provided  in  the  directory,  or  by  calling  Toni  Farrar 
at  the  OSMA,  405-843-9571  or  1-800-522-9452.  Copies  are 
$25  each  for  members  and  $50  each  for  non-members.  Bulk 
orders  of  10  copies  or  more  will  be  $25  per  copy.  Checks 
payable  to  the  OSMA  should  accompany  all  orders. 

■ Chester  W.  Beam,  MD,  Oklahoma  City,  has  been 
named  chief  of  staff  for  St.  Anthony  Hospital.  Beam,  a cer- 
tified radiologist,  earned  his  medical  degree  at  the  Universi- 
ty of  Oklahoma  and  did  his  postgraduate  training  at  St.  An- 
thony. He  is  a member  of  the  Oklahoma  State  Radiological 
Society  and  has  served  as  president,  vice-president,  and  trea- 
surer of  that  organization.  From  1991  to  1993  he  was  chair 
of  the  hospital’s  Department  of  Radiology  and  in  1994  was 
chair  of  the  Department  of  Diagnostic  Services. 

■ A series  of  CRT  coding  seminars,  sponsored  by  the 
OSMA  Council  on  Member  Services,  is  underway.  The  course 
is  designed  for  both  new  and  experienced  medical  office  per- 
sonnel. Each  morning  session  (8  AM  to  noon)  will  concen- 
trate on  changes  in  the  1996  CPT  and  1CD-9-CM  codes.  These 
sessions  are  designed  for  experienced  personnel;  the  cost  is 
$40  per  person. 

Afternoon  sessions  (1-5  PM)  are  designed  for  persons  new 
to  coding  or  needing  an  update.  The  fee  for  these  sessions  is 
$60  per  person. 

The  schedule  of  remaining  seminars  is  as  follows:  Wood- 
ward, January  17;  Enid,  January  18;  Oklahoma  City,  Febru- 
ary 7 and  March  1;  Lawton,  February  8;  and  Tulsa,  Febru- 
ary 2 1 . Registration  forms  have  been  mailed  to  all  members, 
or  interested  parties  may  call  Debbie  Thurmond  at  the  OSMA, 
405-843-9571  or  1-800-522-9452.  Those  wishing  to  attend 
must  register  in  advance;  registrations  will  not  be  accepted 
at  the  door. 

■ Wondering  what  the  OFMQ  is?  It’s  the  Oklahoma  Foun- 
dation for  Medical  Quality,  formerly  the  Oklahoma  Founda- 
tion for  Peer  Review  (OPPR).  The  new  name  reflects  the  foun- 
dation’s new  mission:  Encourage  and  facilitate  cooperative 
efforts  to  continuously  improve  all  aspects  of  health.  The  foun- 
dation was  originally  organized  by  the  OSMA  in  1974  to  im- 
plement a new  federal  law  requiring  review  of  Medicare  hos- 
pital admissions.  Such  organizations  (professional  standard 
review  organizations,  or  PSROs)  were  mandated  in  every  state. 
The  focus  of  such  organizations  has  evolved  over  the  years 

. . /•*.  ■'*  -• 


from  retrospective  review  to  concurrent  review  and  from  hos- 
pital care  to  nursing  home  and  ambulatory  care.  With  Medi- 
care being  privatized  and  evolving  into  managed  care,  OFMQ’s 
new  focus  will  enable  it  to  provide  independent  review  to  both 
public  and  private  institutions. 

■ Kenneth  L.  Evans,  MD,  Oklahoma  City,  has  been  elect- 
ed chairman  of  the  board  for  the  American  Academy  of  Fam- 
ily Physicians  (AAFP).  The  role  of  the  academy  is  primarily 
educational,  with  each  of  its  80,000  members  undergoing  re- 
certification as  a family  physician  every  six  years.  Evans  is 
a clinical  associate  professor  in  the  Department  of  Family 
Practice  at  the  University  of  Oklahoma  and  a faculty  mem- 
ber and  rural  health  coordinator  of  the  family  residency  pro- 
gram at  St.  Anthony  Hospital.  He  is  also  a past  president  of 
the  Oklahoma  Academy  of  Family  Physicians  and  a trustee 
of  the  American  Academy  of  Family  Physicians  Foundation. 

■ Heather  K.  Gels,  MD,  Oklahoma  City,  has  been  named 
medical  director  of  child  and  adolescent  services  at  St.  An- 
thony Hospital’s  Behavioral  Health  Center.  Geis  earned  her 
medical  degree  at  the  University  of  Oklahoma  in  1985  and 
completed  her  internship  and  residency  in  psychiatry  and  be- 
havioral sciences  from  1985  to  1989.  She  later  completed  a 
two-year  fellowship  in  child  and  adolescent  psychiatry. 

B The  Oklahoma  Rheumatology'  Association’s  Annual 

Scientific  Meeting  will  be  held  from  9 AM  to  2 FM  on  Fri- 
day, February  16,  1996,  at  the  Oklahoma  Medical  Research 
Foundation  in  Oklahoma  City.  The  meeting  will  include  the 
1996  William  K.  Ishmael  Lectureship.  This  year’s  Ishmael 
lecturer,  sponsored  by  the  University  of  Oklahoma  Depart- 
ment of  Medicine,  will  be  Gary  Hoffman,  MD,  of  the  Cleve- 
land Clinic  Foundation.  His  topic  will  be  vasculitis.  Othe'' 
speakers  will  be  Mike  Sneller,  MD,  of  the  National  Institutes 
of  Health,  speaking  on  Wegener’s  granulomatosis,  and  John 
Cush,  MD,  University  of  Texas  Southwestern  Medical  Cen- 
ter. His  topic  will  be  lupus  cerebritis.  Questions  about  the 
meeting  should  be  directed  to  the  Arthritis  Foundation  at  405- 
521-0066. 

B The  National  Rural  Health  Association  will  hold  its 

19th  annual  national  conference,  “Keeping  Rural  Healthy — 
A Community  Challenge,”  May  15-18,  1996,  at  the  Hyatt 
Regency  Minneapolis  Hotel  in  Minneapolis,  Minn.  The  con- 
ference is  designed  to  develop  practical  skills  and  techniques 
in  health  services  administration,  organization,  and  research; 
present  practical  clinical  sessions  of  interest  to  rural  health 
providers;  showcase  current  policy  issues  affecting  rural 
health  services;  and  report  the  results  of  research  applicable 
to  rural  health  service  administrators  and  providers.  For  reg- 
istration information,  contact  the  NRllA,  One  West  Armour 
Boulevard,  Suite  301,  Kansas  City,  MO  64111,  telephone 
816-753-3140. 
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If  you  spend  more  time 
in  your  car  than  you  do  with 
your  patients,  Telemedicine 
may  be  your  best  call. 

Physic'iims  are  olltMi  limilod  hy  tiu'  boundaries  of  fieofjrai)hy.  Their  al)ility 
to  reaeli  |)atietits  eonirolled  hy  lime  and  lra\  el.  lint  thanks  to  a remarkable  new 
ad\anee  in  leehnolofiy,  those  limits  no  lonjier  exist  in  southwestern  Oklahoma. 

Sinee  Comanche  (>ounty  Memorial  Ilos|)ital  introduced  interactive 
telemedicine  capabilities  from  Southwestern  Bell  Tele|)hone.  physicians  in 
Lawton,  Waurika,  Frederick, 

Carnegie  and  Hobart  can  con- 
sult, as  well  as  transfer  Hies  and 
patient  records,  w bile  maintain- 
ing face-to-face  contact.  Soon 
they  w ill  he  joined  hy  physi- 
cians at  other  First  Health  West 
hospitals  in  Cordell,  Hollis, 

Mangum  and  Weatherford. 

Specialities  like  cardiology  , 
radiology  , psychology , psychiatry  , 
pathology  and  patient  education  can  save  time  utilizing  telemedicine  for  infor- 
mation  in  critical  situations.  ,\nd,  as  Dr.  Raj  Parikh,  cardiologist  with 
Comanche  Countx  Memorial  Hospital  savs,  ”That  time  can  be  used  for  faster 

Informaiioii  Call: 

diagnosis  and  treatment.” 

Telemedicine  is  voice,  video  and  data  technology  applied  to  one  industry  I-H00-2I3-HW4 

that  can  be  used  in  virtually  any  other  industry  , too. 

@ Southwestern  Bell  Telephone 


This  ad  paid  for  by  ratepayers. 


“The  One  to  Call  On’’ 


library 


The  Things  That  Make  PLICO  Health 

DIFFERENT 

Are  The  Things  That  Make  PLICO  Health 


BETTER 


Choosing  Health  insurance  for 
yourself,  your  family,  and  your 
employees  is  at  best  a confusing 
and  difficult  decision.  Not  all 
health  insurance  is  the  same. 


PLICO  Health  offers  features  that  are  seldom  available  with  other  plans,  such  as: 
Guaranteed  Insurability  - if  application  is  made  within  60  days  of  eligibility. 
Guaranteed  Renewability  - as  long  as  premium  is  paid  and  eligibility  maintained 
by  membership  in  the  OSMA,  Continued  Coverage  - coverage  continues  for 
retiring  physicians  as  long  as  they  remain  a member  of  the  OSMA,  retiring 
employees  coverage  also  continues  as  long  as  the  employee  worked  for  an  eligible 
physician  for  longer  than  7 years  and  does  not 
elsewhere.  Subject  to  provisions,  there  is 
No  Monetary  Limit  to  benefits. 

With  all  these  features,  as  well  as  OSMA  ownership 
and  direction,  the  differences  are  striking. 

The  things  that  make  PLICO  Health  different 
are  the  things  that  make  PLICO  Health  better. 


obtain  full-time  employment 


For  further  information  or  appointment: 
call , write,  or  fax,  PLICO  Health 

5005  N.  Lincoln  Oklahoma  City,  Oklahoma 
P.O.  Box  26727  Oklahoma  City,  Oklahoma 
73126  (405)  524-0802  Fax  (405)  528-3412 
In  Tulsa: 

(918)250-5117  Fax  (918)250-5016 
Statewide  Toll  Free  I -800-522-92 1 9 
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' To  Arms!  To  Arms! 

I 

i Annually,  the  Oklahoma  Legislature  meets  and 
I files  several  thousand  bills  to  be  possibly 

enaeted  into  law.  Some  wiseaere  has  said:  “No 
man’s  estate  is  safe  while  the  legislature  is  in 
' session,”  and  this  quip  may  be  especially 
pertinent  nowadays  to  Oklahoma  physicians. 

Many  legislators  have  an  increasing  interest 
in  legislating  the  details  of  medical  care,  and 
many  ancillary  practitioners  seek  an  increasing 
share  of  the  health  care  dollar  via  the 
legislative  route.  Currently,  managed  care 
regulation  and  the  nurse  prescription  initiatives 
are  prominent  examples,  but  there  are  many 
other  proposals  relating  to  the  practice  of 
medicine.  Several  hundred  bills  affecting 
medicine  are  now  in  the  hopper.  Only  a few  of 
these  bills  had  physician  input  during  drafting. 

The  OSMA  staff  and  Dr.  Ed  Brandt's  Council 
on  State  Legislation  and  Regulation  have  done 
a yeomanly  job  in  responding  to  this  Hood  of 
pointed  arrows.  The  needs  of  Oklahoma 
patients  and  of  physicians  have  been 
excellently  repre.sented  by  the  efforts  of  the 
council  and  the  OSM.A  staff.  But  the  flood 
increa.ses,  an  active  legislative  session  is  now 
underway,  and  the  people  of  Oklahoma  need  a 
greater  input  from  their  physicians  into  the 
proce.ss  of  writing  the  laws  that  change  health 
care  delivery. 

While  Dr.  Brandt’s  council  does  everything 
possible  to  put  the  OSMA  in  a rational  and 
reasonable  position  on  these  medical  bills, 
many  legislators  think  that  most  physicians  are 
indifferent  to  these  medical  issues  since 
individual  physicians  rarely  comment  on  them. 
This  perception  of  physician  indifference 
prevalent  among  the  legislators  must  be 
overcome  if  medical  wisdom  is  to  be 
integrated  into  these  ever  changing  laws. 


Individual  physician  contact  with  individual 
legislators  must  be  increased  in  order  to 
supplement,  complement,  and  add  to  the  work 
of  our  lobbyists  and  to  OSMA  council  efforts. 

Every  Oklahoma  physician  should  resolve 
to  study  several  bills  with  medical  implications 
and  then  to  personally  contact  those  legislators 
interested  in  the  bill,  plus  the  physician's 
“own"  Senator  and  Representative.  We  should 
offer  specific  constructive  discussion  of  the 
effect  of  the  proposed  law  on  the  people  of 
Oklahoma.  Most  bills  are  modified,  and  some 
are  improved,  during  the  legislative  process. 
Many  bills  either  live  or  die  as  a result  of  the 
criticisms  that  come  in  from  interested 
constituents  during  the  legislative  session. 

Every  physician  has  a State  Senator  and 
Representative  who  eventually  w ill  vote  on 
these  bills  that  are  changing  medical  practice 
in  Oklahoma.  Every  practicing  physician  who 
has  read  a medical  bill  has  expert  knowledge 
of  those  bills’  probable  effects  that  the 
legislators  need  to  hear.  Every  legislator 
should  know'  what  their  physician  constituents 
think  of  every  medical  bill  before  the  vote. 

Call  or  write  your  legislators! 

Or  we  shall  practice  medicine  under 
medical  statutes  that  have  been  drafted  by 
laymen  and  lawyers  who  know  nothing  of 
medicine  and  very  little  about  patient's 
medical  needs. 


Several 
hundred  bills 
affecting 
medicine  are 
now  in  the 
hopper.  Only  a 
few  of  these 
bills  had 
physician  input 
during  drafting. 
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A Tribute  to  Mike 

I think  we  were  all  aware  recently  that  flags, 
both  public  and  private,  were  flown  at  half- 
staff  in  tribute  to  former  Congressman  Mike 
Synar  who  died  reeently  as 
a result  of  brain  caneer. 

I well  remember  my 
first  encounter  with 
Congressman  Synar  over 
ten  years  ago.  We  made  one 
of  our  regular 
Congressional  trips  to 
Washington.  DC.  and  had 
an  opportunity  to  meet  with 
the  Congressman  in  his 
office.  Our  small  group  was 
called  in  to  his  office.  The  office  was  quite 
small  and  appointed  rather  unpretentiously.  I 
remember  a large  sofa  on  one  wall  and  a large 
overstuffed  small  sofa  on  the  adjacent  wall. 

The  Congressman  had  a large  old  roll-top 
antique  desk  and  an  antique  type  of  chair  that 
matched  the  desk  quite  nicely.  He  was  dressed 
in  his  usual  manner,  w ith  his  highly  polished 
custom-made  boots,  a white  shirt  and  tie.  and 
suspenders.  He  assumed  a laid-back  position  in 
the  old  chair  with  his  boots  resting  comfortably 
on  the  desk.  Of  our  group.  1 w as  the  one  seated 
the  most  closely  to  the  Congressman. 

The  conversation  at  that  time  revolved 
around  the  fact  that  physicians  were  being 
reimbursed  at  30  cents  on  the  dollar  for  their 
services.  Our  conversation  with  the 
Congressman  was  with  regard  to  that  particular 
reimbursement  rate.  I made  the  proposal  that  if 
senior  citizens  were  paying  50  cents  on  the 
dollar  for  health  care,  it  might  be  appropriate 
that  they  pay  50  cents  on  the  dollar  at  the  local 
grocery  store,  for  natural  gas.  or  for  gasoline 


for  their  car.  1 can  well  remember  to  this  day 
the  Congressman’s  reaction  to  my  proposal. 

He  glared  at  me  and  did  not  respond  as  he  gave 
the  indication  that  the  proposal  was  so 
prepostert)Lis  it  did  not  deserve  a reply. 

This  initial  meeting  pretty  well  set  the  tone 
for  the  remainder  of  our  relationship  while  the 
Congressman  was  in  office.  Although  he  was 
not  a particular  friend  of  organized  medicine  in 
Congress,  he  was  a staunch  advocate  and 
supporter  of  his  constituents  back  home  in  the 
.Second  District.  The  vast  majority  of  his 
constituents  were  of  Medicare  age  and 
Congressman  Synar  relished  the  reputation  of 
being  almost  militant  in  preserving  the  rights 
of  .senior  citizens. 

He  was  classified  as  a Democratic  liberal, 
which  1 think  fit  his  philosophy  rather 
appropriately.  Although  Congressman  Synar 
came  from  a family  that  included  a number  of 
physicians,  we  were  never  able  to  consider  the 
Congressman  a friend  of  organized  medicine.  1 
did  develop  a profound  respect  for  the 
Congressman's  integrity  and  the 'strength  of  his 
principles.  1 don’t  think  he  ever  failed  to 
remember  who  his  true  constituency  was  and 
was  truly  dedicated  to  representing  to  his 
ability  their  best  interests.  To  do  for  others  as 
we  would  have  others  do  for  us. 


J Okla  State  Med  Assoc,  Vol  89,  February  1996 


45 


ADVERTISEMENT 


Refer  for  Lung  Transplantation  When 

COPD/Emphysema 

Post  bronchodilator  FEVj  <20%  predicted 

Cystic  Fibrosis 

FVC  <40%  of  predicted 
FEVj  <30%  of  predicted 
Room  air  Pa02  at  rest  < 60  mmHg 

Idiopathic  Pulmonary  Fibrosis 

FVC  <65%  predicted 
Steroid  non-responder 


Primary  Pulmonary  Hypertension 


Mean  PA  pressure  > 55  mmHg 
Mean  RA  pressure  >10  mmHg 
Cardiac  index  <3  L/min/m^ 

Congenital  Heart  Disease  with  Eisenmenger’s 


Need  for  regular  phlebotomy 
NYHA  Class  III  or  IV 


Address  inquires  to: 


Irvin  Paradis,  M.D. 

Physician-in-Charge,  Lung  Transplantation 
Oklahoma  Transplantation  Institute 
Integris  Baptist  Medical  Center  of  Oklahoma 
3300  Northwest  Expressway 
Oklahoma  City,  Oklahoma  73112 


jpHj 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 


OKLAHOMA  TRANSPLANTATION  INSTITUTE 
3300  Northwest  Expressway  • Oklahoma  City,  Oklahoma  73112-4481 


949-3349 


3CJ5jsl7JfJC 


Irritable  Bowel  Syndrome:  A Study  to  Investigate  the 
Mechanism(s)  of  Visceral  Hypersensitivity 


Beverley  Greenwood,  PhD;  Sheila  Rodriguez,  PhD;  Dennis  Decktor,  PhD; 
Paul  N.  Maton,  MD;  Malcolm  Robinson,  MD 


Irritable  bowel  syndrome  (iBS),  is  characterized 
by  gastrointestinal  hyperalgesia.  In  this  study 
we  investigated  mucosal  application  of 
dyclonine  on  urge  to  defecate  and  pain 
threshold  in  volunteers  and  IBS  patients  (n=10). 
Either  saline  or  dyclonine  (40  ml  enema)  was 
administered  10  minutes  prior  to  rectosigmoid 
distension  or  cutaneous  cold  water  pressor  test. 
In  IBS  patients  and  volunteers  no  differences  in 
cutaneous  pain  thresholds  were  noted. 

However,  IBS  patients  had  a lower  pain 
threshold  in  the  rectosigmoid  than  volunteers. 

In  volunteers  there  was  a significant  difference 
between  the  threshold  for  urge  to  defecate  and 
the  threshold  for  rectosigmoid  pain  that  was  not 
apparent  in  IBS  patients.  Dyclonine 
administered  directly  into  the  rectosigmoid  did 
not  alter  urge  to  defecate  or  pain  threshold 
induced  by  distension  in  volunteers  or  IBS 
patients.  These  data  suggest  that  the  origin  of 
pain  perception  is  localized  in  deeper 
structures  within  the  wall  of  the  rectosigmoid 
colon. 

Irritable  bowel  syndrome  (IBS)  represents  s sig- 
nificant clinical  problem  for  which  there  is  cur- 
rently no  effective  therapy.'  Recurrent  abdomi- 
nal pain  and  abnormal  bowel  habits  represent  the 
major  complaints  in  these  patients.  Although  the 
etiology  and  pathophysiology  of  functional  bowel 
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disorders  are  unknown,  heightened  visceral  sen- 
sitivity has  been  implicated  in  the  production  of 
symptoms  in  these  patients.^  Evidence  in  support 
of  this  hypothesis  is  that  in  patients  with  IBS,  dis- 
tending a balloon  in  the  rectosigmoid  induces 
abdominal  pain  which  resembles  their  naturally 
occurring  abdominal  pain.  Furthermore,  in  these 
patients  the  pain  occurs  at  lower  volumes  of  bal- 
loon distension  than  in  healthy  volunteers.^  "'  More 
recently,  others  have  found  that  patients  with  IBS 
aLso  may  have  abnormal  visceral  perception  in 
the  esophagus,  small  intestine,  and  bile  duct  as 
well  as  the  rectosigmoid. Taken  together  these 
observations  suggest  that  normally  non-painful 
stimuli  appear  to  induce  pain  in  patients  with  func- 
tional bowel  disorders. 

The  hypothesis  to  be  tested  in  our  study  was 
that  lowered  mechanoreceptor  thresholds  may 
account  for  the  heightened  visceral  perception  in 
the  rectosigmoid  of  patients  with  IBS.  To  test  this 
hypothesis,  we  examined  the  effect  of  dyclonine- 
induced  surface  anesthesia  of  the  mucosal  lining 
of  the  rectosigmoid  on  pain  thresholds  in  control 
subjects  and  patients  with  IBS. 

Methods 

Subject  Characteristics. — Five  asymptom- 
atic volunteers  (2  males  and  3 females)  with  a 
mean  age  of  36  ± 2.3  years  (age  range  27  to  40 
years)  with  no  history  of  gastrointestinal  disease 
or  gastrointestinal  complaints  or  use  of  any  med- 
ication that  might  affect  the  gastrointestinal  tract 
were  enrolled  in  the  study.  Five  patients  ( 1 male 
and  4 females)  with  a mean  age  of  36  ± 5.4  years 
(age  range  25  to  56  years)  and  previously  diag- 
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nosed  with  IBS  for  at  least  6 months  were  stud- 
ied. IBS  was  defined  using  criteria  developed  by 
Manning  in  1978.“  The  patients  all  had  abdomi- 
nal pain  relieved  by  bowel  movements,  plus  at 
least  two  of  the  following  five  symptoms. 

1 . Loose  stool  at  the  onset  of  pain 

2.  More  frequent  bowel  movements  with  the 
onset  of  pain 

3.  Abdominal  distension 

4.  Passage  of  rectal  mucus 

5.  Frequent  feeling  of  incomplete  evacuation 
In  patients  with  IBS,  drugs  known  to  affect  the 
gastrointestinal  tract  were  stopped  7 days  prior 
to  entry  into  the  study.  Pregnant  or  lactating  women 
were  not  considered  for  this  study,  and  female 
patients  of  childbearing  potential  had  a negative 
pregnancy  test  at  entry.  All  subjects  signed  an 
informed  consent  that  was  approved  by  the  Western 
Institutional  Review  Board. 

Prior  to  entry  into  the  study,  all  subjects  un- 
derwent a history  and  physical  examination  and 
full  laboratory  evaluation.  Stool  specimens  were 
tested  for  blood,  ova,  and  parasites. 

Study  Design. — A randomized  single-blind 
crossover  design  was  employed  to  evaluate  the 
effect  of  intrarectal  administration  of  saline  (0.9%) 
or  dyclonine  HCl  (0.5%)  in  a 40  ml  enema.  Ten 
minutes  later  the  balloon  positioned  in  the  rec- 
tosigmoid was  distended  in  increments  of  5 ml 
up  to  300  ml  of  distension.  After  each  distension 
step  the  subjects  were  asked  to  report  on  the  sen- 
sation they  experienced.  The  volume  of  balloon 
distension  required  to  produce  rectal  urge  threshold 
and  rectosigmoid  pain  thresholds  were  documented 
in  both  the  volunteers  and  patients  with  IBS. 

To  compare  the  .sensation  and  pain  thresholds 
in  other  visceral  structures  with  tho.se  in  the  rec- 


Figure  1. 
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Figure  1.  The  effect  of  rectosigmoid  balloon  distension 
on  rectosigmoid  pain  thresholds  in  normal  volunteers 
and  patients  with  irritable  bowel  syndrome.  The  graph 
illustrates  that  patients  with  irritable  bawel  syndrome 
experience  pain  at  lower  volumes  of  balloon 
distension  compared  to  normal  volunteers. 


turn  and  rectosigmoid,  the  subjects  also  under- 
went assessment  of  esophageal  sensitivity  to  bal- 
loon distension.  The  esophagus  was  distended  by 
an  air-filled  balloon  in  increments  of  1 ml. 

To  measure  pain  tolerance  in  a non-gastrointes- 
tinal  system,  cutaneous  threshold  and  pain  thresh- 
olds were  determined  using  the  cold  pressor  test. 
Subjects  were  asked  to  immerse  their  right  hand 
in  a mixture  of  ice  and  water  and  hold  it  there  for 
as  long  as  possible.  The  time  that  the  hand  re- 
mained in  the  ice  and  water  mixture  was  mea- 
sured with  a stopwatch  and  noted  manually  on  a 
data  sheet.  If  the  subject  did  not  withdraw  his/ 
her  hand  within  4 minutes,  a value  of  240  sec- 
onds was  recorded. 

Drugs. — A topical  solution  of  the  local  anes- 
thetic dyclonine  HCl  (Astra  Pharmaceutical  Prod- 
ucts, Inc.,  MA)  was  administered  as  an  enema. 
Previous  experience  with  dyclonine  HCl  during 
endoscopic  procedures  indicated  that  effective 
anesthesia  occurs  within  1 0 minutes  and  persists 
for  at  least  another  30  minutes. 

Statistical  Analysis. — Results  are  expres.sed 
as  mean  ± standard  error  of  the  mean  (sem).  Sta- 
tistical significance  was  assessed  using  Student’s 
t-test  for  paired  or  unpaired  observations  where 
appropriate.  All  p-values  were  two-tailed  with  a 
p value  of  < 0.05  being  considered  statistically 
significant. 

Results 

As  expected,  IBS  patients  demonstrated  a signif- 
icantly lower  pain  threshold  in  the  rectosigmoid 
upon  balloon  distension  compared  to  normal  vol- 
unteers(Fig.  1 ).  As  shown  in  Table  1 , unlike  normal 
volunteers,  IBS  patients  did  not  exhibit  a signifi- 
cant difference  between  thresholds  for  urge  to  def- 
ecate and  pain. 

Effect  of  Dyclonine. — Intrarectal  dyclonine 
did  not  alter  the  sensation  of  persistent  urge  to 
defecate  or  the  pain  threshold  in  either  IBS  pa- 
tients (Figure  2A)  or  normal  volunteers  (Figure 
2B). 


Table  1. 

The  Effect  of  Rectosigmoid  Balloon  Distension  on  Rectal 
Urge  Threshold  and  Rectosigmoid  Pain  Thresholds  in 
Normal  Volunteers  and  Patients  with 
Irritable  Bowel  Syndrome 

Normal  IBS 

(ml)  (ml) 

Rectal 

Urge  Threshold  148  + 29  160  + 42 
Rectosigmoid- 

Pain  Threshold  223  + 34  144  + 22 
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Kxtracoloilic  KfTects. — All  subjects  underwent 
, assessment  of  sensitivity  to  esophageal  disten- 
! sion.  Distension  with  airof  a balloon  in  the  esoph- 
agus induced  a sensation  in  normal  volunteers  at 
balloon  volumes  of  7.6  ± 0.5  ml  in  normal  vol- 
unteers and  5.3  ± 0.8  ml  in  IB.S  patients  (n=5). 
Intraesophageal  balloon  volumes  up  to  10  ml  did 
not  induce  pain  in  either  group  of  subjects. 

No  statistically  significant  difference  between 
normal  volunteers  and  IB.S  patients  were  observ  ed 
in  the  cold  pressor  test  (normal  volunteers  =161 
± 59  seconds;  IB.S  patients  = 127  ± 50  seconds). 

Discussion 

Although  the  underlying  mechanisms  responsi- 
ble for  IBS  remain  unknow  n,  a popular  hypothe- 
sis is  that  symptoms  are  due  to  hypermotility  w ithin 
the  small  intestine*'  or  an  exaggerated  gastrocol- 
ic response."’ " Recently  the  motility  hypothesis 
■ has  been  questioned,  and  attention  has  focused 
on  disturbances  in  sensory  pathways.  Visceral 
stimuli,  such  as  gut  distension,  activate  afferent 
[ fibers  in  the  gut  wall  and  mucosa  that  then  trans- 
I mit  sen.sory  information  via  small-diameter  C- 
1 fibers  running  in  both  sympathetic  and  parasym- 
I pathetic  nerves  to  local  enteric  circuits  or  to  more 
distant  central  nervous  system  sites  such  as  the 
brain  and  spinal  cord.  Information  within  these 
visceral  afferents  is  then  processed  and  initiates 
changes  in  gut  effector  function  such  as  gastrointes- 
tinal motility,  secretion,  and  intestinal  blood  flow. 

The  overall  goal  of  our  study  was  to  test  whether 
I visceral  hypersensitivity  in  patients  with  IBS  is 
I due,  at  least  in  part,  to  abnormalities  in  peripher- 
al afferent  mechanisms.  The  focus  of  our  study 
- was  to  compare  the  functioning  of  gastrointesti- 
nal mucosal  mechanoreceptors  in  normal  indi- 
viduals with  that  in  patients  with  IBS.  The  pur- 
pose of  the  study  was  to  determine  whether  the 
degree  of  sensitivity  could  be  modified  through 
pharmacological  intervention. 

In  our  population  of  patients  with  IBS,  we  found 
that  rectosigmoid  distension  using  an  intralumi- 
nal balloon  produced  pain  at  lower  volumes  of 
distension  than  in  healthy  controls.  These  low- 
ered thresholds  induced  by  mechanical  stimula- 
tion may  be  in  part  responsible  for  the  symptoms 
of  abdominal  pain.  Moreover,  in  patients  with  IBS 
there  was  no  difference  between  the  thresholds 
for  urge  to  defecate  and  for  rectosigmoid  pain. 
This  differed  from  normal  volunteers  who  exhib- 
ited a significant  difference  between  the  thresh- 
I olds  for  urge  to  defecate  and  rectosigmoid  pain. 
Apparently  rectosigmoid  balloon  distention  in 
patients  with  IBS  unmasks  abnormalities  in  vis- 
ceral perception. 

In  this  study  we  also  performed  assessment  of 
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Figure  2a 
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Figure  2b 

Figure  2.  The  effect  of  rectosigmoid  balloon  distension 
on  rectal  urge  threshold  and  rectosigmoid  pain 
thresholds  in  IBS  patients  (a)  and  volunteers  (b)  in  the 
presence  of  either  a saline  (Sal)  or  dyclonine  (Dyn) 
enema. 

the  subjects’  sensitivity  to  esophageal  and  cuta- 
neous pain  and  found  that  in  addition  to  lowered 
sensory  thresholds  to  rectosigmoid  balloon  dis- 
tension, there  was  a trend  in  patients  with  IBS  to 
have  a lower  threshold  for  pain  induced  by  esoph- 
ageal balloon  distension.  In  contrast,  the  same  pop- 
ulation of  IBS  patients  had  normal  somatic  pain 
thresholds  in  the  cold  pressor  test,  which  confirms 
the  work  of  Cook  and  coworkers. 

In  the  current  study  we  found  that  the  lowered 
rectosigmoid  pain  in  patients  with  IBS  was  not 
altered  by  intrarectal  administration  of  dyclonine, 
a local  anesthetic.  Therefore  in  light  of  our  find- 
ings, we  believe  that  lowered  mucosal  mechan- 
oreceptor  thresholds  are  unlikely  to  account  for 
the  heightened  visceral  perception  that  is  observed 
in  the  rectosigmoid  of  IBS  patients.  Other  poten- 
tial mechanisms  responsible  for  visceral  hyper- 
algesia include  central  sensitization  at  the  level 
of  the  spinal  cord  or  the  brain  or  both.  The  lack  of 
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effect  of  dyclonine  in  our  patients  with  IBS  raises 
the  possibility  that  dyclonine  is  not  an  effective 
local  anesthetic  in  the  gut;  however,  this  seems 
unlikely.  Our  findings  suggest  that  the  origin  of 
pain  perception  in  patients  with  IBS  is  localized 
in  deeper  colonic  structures  that  are  not  inhibited 
by  mucosal  application  of  a surface  anesthetic. 
Such  structures  may  include  receptors  deeper 
within  the  gut  wall  or  in  the  mesentery.  iji 
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Reducing  the  Risk  of  Cartilaginous  Supratip  Deformities 


Scott  E.  Gilbert,  MD 


One  of  the  most  dramatic  results  of  aesthetic 
rhinoplastic  surgery  is  that  of  a pleasing  profile. 
Tip  position,  a barometer  of  the  acceptable 
profile,  is  important  to  obtain  a successful 
result.  However,  because  of  local  anesthetic 
and  surgical  edema,  realization  of  the  final  tip 
position  in  relation  to  the  supratip  dorsum  can 
be  deceiving.  Postoperative  tip  drop  must  be 
considered  when  the  final  intraoperative  result 
is  reached. 

Gender  of  the  patient  plays  a large  part  in 
the  tip  position  desired.  Males  tend  to  prefer 
straighter  dorsal  profiles.  Females  often  desire 
a greater  difference  between  the  tip  and 
dorsum.  Achieving  these  results  can  be  difficult; 
therefore,  the  purpose  of  this  discussion  is  to 
quantify,  numerically,  the  difference  between 
immediate  postoperative  results  and  one-year 
results. 

To  quantify  these  differences,  intraoperative 
measurements  of  the  tip/supratip  difference 
were  made  in  23  patients.  These  measurements 
were  then  compared  with  the  one-year 
postoperative  results.  For  female  patients,  the 
results  indicate  a 4 mm  to  7 mm  intraoperative 
difference  to  achieve  a 0 mm  to  2 mm 
postoperative  difference.  In  males,  the 
immediate  postoperative  measurement  should 
be  3 mm  to  4 mm  in  order  to  obtain  a result  of 
0 mm  to  1 mm,  the  ideal  for  a male. 


Direct  correspondence  to  Scott  E.  Gilbert,  MD.  Facial  Plastic  Surger\' 
Center.  2107  E.  Fifteenth  Street.  Tulsa,  OK  74104. 


Obtaining  a pleasant  profile  is  often  one  of 
the  major  goals  of  aesthetic  rhinoplasty.  As 
beauty  lies  within  each  individual’s  eye,  so  the 
relationship  between  the  tip  height  and  the  dor- 
sal height  is  dependent  upon  what  the  patient 
considers  beautiful.  Video  imaging  can  assist  the 
surgeon  and  patient  in  determining  whether  a 
straight  profile  is  superior  for  that  person,  or  a 
retrousse  appearance,  where  the  tip  may  be  2 mm 
to  3 mm  higher  than  the  supratip  (Fig.  1 ).  The 
straight  profile  is  often  preferred  by  the  male;  con- 
\ ersely,  the  female  tends  to  tolerate  more  of  a dif- 
ference. 

Today,  most  patients  desire  the  tip  to  be  the 
highest  point  on  profile.  As  surgeons,  the  next 
detail  for  us  to  determine  is  how  much  difference 
should  exist  between  the  tip  and  the  next  highest 
point,  the  supratip.  This  varies,  as  mentioned  above, 
but  lessens  in  importance  to  the  final  question  of 
how  much  difference  should  be  allowed  at  sur- 
gery to  achieve  this  desired  tip-supratip  differ- 
ence (TSD). 

Since  hump  removal  was  first  described  by  Dr. 
John  Roe  in  1 89 1 ,'  many  poor  outcomes  have  been 
a result  of  not  anticipating  postoperative  tip  drop. 
Local  anesthesia  injection  alone  can  cause  a great 
increase  in  tip  projection.  This  disparity  becomes 
even  greater  when  combined  with  surgical  trau- 
ma and  skeletonization  of  the  nose  where  the  teth- 
ering effects  exerted  upon  the  tip  by  the  relatively 
fixed  nasal  vaults  are  released.  Therefore,  a great 
deal  of  tip  projection  can  result  with  no  real  sur- 
gery being  performed.  This  can  give  one  a sense 
of  security  in  doing  less,  when  a great  deal  more  is 
truly  indicated.  It  is  a false  security,  something  re- 
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alized  a few  weeks  postoperatively  when  the  pa- 
tient and  surgeon  alike  are  disappointed. 

Wright  et  al  addressed  the  problem:  “If  the  tip 
is  expected  to  drop  during  postoperative  healing, 
more  hump  must  be  removed  to  avoid  a postop- 
erative parrot  beak.”^  Rees  states,  “It  is  usually 
wise  to  lower  the  cartilaginous  dorsum  to  where 
it  seems  best,  then  resect  another  millimeter  or 
two.”^  Sullivan  et  al  suggest,  “A  slight  over-re- 
duction should  be  planned,  especially  in  the  fe- 
male, to  avoid  a displeasing  tip-supratip  relation- 
ship resulting  in  a cartilaginous  ‘pollybeak’ 
deformity.”*’  Recommendations  such  as  these  are 
vague  and  difficult  to  apply  to  the  actual  intraop- 
erative appearance. 

In  an  effort  to  address  these  recommendations 
numerically,  this  paper  proposes  a measurement 
system  at  the  time  of  surgery  and  its  relationship 


Figure  la.  Video  image 
assists  surgeon  in 
determining  desired 
tip/supratip  difference. 


Figure  1 b.  Pre- 
operataive  photograph 


to  the  final  result  one  year  postoperatively.  Of 
course,  actual  measurements  need  not  be  made 
with  every  procedure,  as  one  is  able  to  develop 
an  eye  for  this  with  experience.  For  the  novice, 
however,  or  for  that  surgeon  who  is  having  prob- 
lems with  postoperative  cartilaginous  supratip 
deformities,  measuring  with  the  suggestions  herein 
proposed  might  be  helpful. 

Comparisons  are  made  between  the  pre-oper- 
ative goal,  determined  by  video  imaging  (Fig.  1 ) 
and  the  appearance  at  the  time  of  surgery,  and 
the  final  postoperative  result.  Figure  1 is  a com- 
puter-generated image  of  the  concept.  It  is  un- 
derstood that  each  individual  is  unique.  Because 
of  this,  no  one  numerical  value  can  be  suggested 
for  all  patients.  Indeed,  the  values  actually  are  in- 
tended for  the  virgin  nose  with  a cartilaginous 
hump  but,  perhaps,  could  be  adapted  for  any  nose. 

At  the  conclusion  of  nasal  surgery,  it  is  tempt- 
ing to  leave  a nose  appearing  as  one  would  actu- 
ally want  it.  This  is  dangerous  because  of  the  factors 
mentioned  above;  the  true  disparity  will  only  be 
seen  when  the  swelling  is  gone  and  a cartilagi- 
nous supratip  deformity  remains. 

Soft-tissue  supratip  deformities  are  a totally 
different  dilemma,  and  dealing  with  them  has  been 
the  focus  of  many  outstanding  surgeons.'”’ These 
deformities  are  often  seen,  paradoxically,  when 
the  dorsum  is  over-reduced  and  there  simply  is 
not  enough  nasal  skeleton  to  support  a heavy  or 
long  nasal  skin-sleeve.  It  is  interesting  that  the 
“pollybeak”  deformity  can  result  either  from  not 
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Figure  Ic.  Final  post- 
operafive  result 
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Figure  2.  Computer- 
generated image  of  tip/ 
supratip  change  with 
healing. 


enough  cartilaginous  dorsum  reduction  (cartilag- 
inous supratip  deformity)  or  from  over-reduction 
(soft-tissue  supratip  deformity).  The  soft-tissue 
pollybeak  is  not  considered  in  this  paper.  Its  di- 
agnosis and  treatment  are  different  and  require, 
among  other  therapies,  dorsal  and  tip  augmenta- 
tion to  correct.’  This  article  addresses  only  the 
difference  between  the  tip  and  supratip  at  the  time 
of  surgery  in  primary  reduction  rhinoplasties  to 
get  the  desired  post-op  result. 

Females  generally  desire  between  a 0 mm  and 
2 mm  profile.  Figure  3 is  a good  example  of  a 
0 mm  result.  A line  can  be  drawn  from  the  radix 


to  the  tip  with  no  height  difference  between  the 
tip  and  supratip.  Becau.se  of  differences  of  skin 
thickness,  however,  the  underlying  skeleton  is  ac- 
tually “arched”  with  the  superior  bony  dorsum 
and  the  supratip  hard  tissue  is  lower  than  the  rhin- 
ion,  where  the  skin  is  thinnest. 

A more  popular  profile  is  the  I mm.  This  is 
one  of  the  most  commonly  requested  profiles  and 
is  demonstrated  in  Figure  4.  A 2-mm  profile  is 
somewhat  less  popular  and  is  seen  in  Figure  3. 
This  tends  to  begin  looking  too  retrousse  or  “turned 
up”  and  is  becoming  less  popular  as  the  media, 
that  mogul  of  public  opinion,  deems  it  so. 


Figure  3.  Female— 0 mm  TSD 


Figure  4.  Female— 1 mm  TSD 


Figure  5.  Female— 2 mm  TSD 
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Figure  6.  Male— 
0 mm  TSD 


Figure  7.  Male— 
1 mm  TSD 


Males  cannot  tolerate  such  a tip-supratip  dif- 
ference (e.g.,  Figure  6).  Their  preference  for  a 
straight  profile  dictates  a 0-mm  difference.  Some- 
times we  perform  1 -mm  results  (Fig.  7).  Very  rarely 
do  we  perform  more,  as  such  a result  tends  to  fem- 
inize the  final  appearance. 

Surgical  Procedure 

For  reduction  rhinoplasty,  a transfixion  incision 


is  utilized.  Bilateral  intracartilaginous  incisions 
are  made  and  in  the  subpericondreal  plane  a dis- 
section is  carried  up  to  the  rhinion.  There  an  in- 
cision is  made  through  the  periosteum  oveiiyin 
the  nasal  bones,  which  is  then  elevated  in  conti- 
nuity with  the  dorsal  nasal  flap. 

The  tip  is  approached  through  bilateral  mar- 
ginal incisions  and  delivery  techniques  are  used. 
A complete  strip,  double  dome  unit,**  or  Goldman 


Figure  8a.  Pre-op 


Figure  8b.  Immediate  post-op— 3 mm  TSD 


Figure  8c.  Final  result— 0 mm  TSD 
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I Figure  9a.  Pre-op 


Figure  9b.  Immediate  post-op— 3 mm  TSD 


Figure  9c.  Final  result— 1 mm  TSD 


tip  procedure  is  used,  with  or  without  struts,  in 
order  to  set  the  tip  at  an  adequate  level.'' 

Once  adequate  tip  projection  has  been  pro- 
duced, resection  of  the  dorsum  begins.  An  1 1 blade 
is  used  to  excise  the  dorsal  margins  of  the  upper 
lateral  cartilages,  as  well  as  the  dorsal  septum. 
The  bony  dorsum  is  then  reduced  with  rasps  in 
order  to  achieve  continuity  with  the  cartilaginous 
reduction.  Lateral  osteotomies  are  performed. 
Radix  grafting  may  be  implemented  at  this  time 
if  warranted. 

t Materials  and  Methods 

I Twenty-three  patients  undergoing  primary  reduc- 
I tion  rhinoplasty  were  studied  prospectively.  All 
I patients  underwent  video  imaging  during  consul- 
I ration  to  determine  their  desired  tip-supratip  dif- 
I ference  (estimated).  Each  patient  was  then  mea- 
. sured  at  the  completion  of  the  procedure  by  placing 

; a surgical  rule  at  the  supratip.  A record  was  made 
I of  the  difference  in  projection  from  the  supratip 
I to  the  nasal  tip.  A similar  measurement  was  also 
I made  at  a follow-up  visit  at  least  one  year  post- 
I operatively. 

Because  of  the  many  variables  that  go  into 
I.  achieving  an  acceptable  postoperative  result  in 
rhinoplasty,  this  study  was  limited  to  virgin  nos- 
1 es  requiring  hump  reduction.  Patients  requiring 
|;  tip  grafts,  dorsal  grafts,  or  revisional  work  were 
I'l  not  included.  In  addition,  open  rhinoplasties  were 
excluded. 

Results 

There  were  13  females  (56.5%)  and  10  males 


(43.5%)  (Table  1 ).  Nineteen  of  the  23  (82.6%) 
had  successful  results.  These  were  divided  into 
male  and  female  results  and  then  separated  into 
three  categories  according  to  the  desired  TSD. 

Twelve  female  patients  (92.3%)  had  success- 
ful results  (Table  2).  Three  of  the  1 2 (25%)  wished 
to  have  final  result  of  2 mm.  In  all  of  these  pa- 
tients this  required  leaving  a 5-mm  TSD  at  the  time 
of  surgery.  Five  women  (41.7%)  requested  a 1- 
mm  TSD  and  each  attained  that  result  with  a final 
intra-operative  measurement  of  4 mm.  The  final 
category  in  the  female  group  were  those  request- 
ing a 0-mm  TSD.  Two  of  them  had  a final  intra- 


Table  1 . Satisfactory  Results 

Female  - 1 2 Patients 


Final  TSD 


2mm 

1 mm 

0mm 

Patient  - TSD 

Pt,  #3-3 

#6-3 

#8-3 

Change  (mm) 

#12-3 

#9-3 

#13-4 

#23-3 

#10-3 

#15-3 

#17-3 

#21-3 

#19-3 

Average 
TSD  Change 

3mm 

3mm 
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Table  2.  Satisfactory  Results 

Male  - 7 Patients 


Final  TSD 

0mm 

1 mm 

Patient  - TSD 

Pt#l-2 

#2-3 

Change  (mm) 

#1  1-2 

#20-2 

#14-2 

#16-2 

#22-2 

Average 
TSD  Change 

2mm 

2.5mm 

operative  measurement  3 mm,  one  had  2 mm,  and 
one  had  4 mm. 

The  male  category  was  more  problematic  (Table 
3).  Only  seven  of  the  ten  male  surgeries  were  of 
a satisfactory  nature.  Two  of  these  seven  patients 
requested  0-mm  results.  Tip/supratip  differenc- 
es of  3 mm  and  2 mm  at  the  time  of  surgery  were 
required  to  achieve  this.  The  other  five  patients 


Table  3.  Study  Results 


Patient 

Sex 

Estimated  TSD 
Video  Image 

Immed. 

TSD 

Final  TSD 

Result 

1 

JC 

M 

1 

3 

1 

Satis. 

2 

BB 

M 

0 

3 

0 

Satis. 

3 

PE 

F 

2 

5 

2 

Satis. 

4 

WJ 

M 

0 

2 

-1 

Thick  skin 

5 

DH 

F 

0 

3 

-1 

Inadeq.  tip  proj. 

6 

LR 

F 

1 

4 

1 

Satis. 

7 

MB 

M 

1 

4 

2 

Feminiz. 

8 

MM 

F 

0 

2 

0 

Satis. 

9 

FB 

F 

1 

4 

1 

Satis. 

10 

JJ 

F 

1 

4 

1 

Satis. 

1 1 

RT 

M 

1 

3 

1 

Satis. 

12 

SJ 

F 

2 

5 

2 

Satis. 

13 

SM 

F 

0 

4 

0 

Satis. 

14 

TT 

M 

1 

3 

1 

Satis. 

15 

JF 

F 

0 

3 

0 

Satis. 

16 

TZ 

M 

1 

3 

1 

Satis. 

17 

BA 

F 

1 

4 

1 

Satis. 

18 

AT 

M 

0 

3 

-1 

Inadeq.  tip  proj; 
thick  skin/sleeve. 

19 

DB 

F 

1 

4 

1 

Satis. 

20 

JF 

M 

0 

2 

0 

Satis. 

21 

TJ 

F 

0 

3 

0 

Satis. 

22 

FD 

M 

1 

3 

0 

Satis. 

23 

F 

2 

5 

2 

Satis. 

requested  1 -mm  results,  and  all  required  a 3-mm 
TSD  at  the  time  of  surgery. 

Four  patients  had  unsatisfactory  results.  Two 
of  the  males  and  one  of  the  females  had  post-op 
supratip  deformities  which  were  soft  in  nature. 
Additional  treatment  was  necessary  in  each,  re- 
quiring either  supratip  steroid  injections  or  re- 
visional  surgery  to  increase  tip  projection.  In- 
terestingly enough,  one  male  had  too  much 
difference  at  the  operating  table  (4  mm),  giving 
a 2-mm  result  that  feminized  the  nose.  No  fur- 
ther surgery  was  requested  but  grafting  would 
have  been  necessary  if  correction  had  been  at- 
tempted. 

Discussion 

Gaining  an  acceptable  profile  in  cosmetic  rhi- 
noplasty is  a difficult  task  for  the  facial  plastic 
surgeon.  Many  variables  come  into  play:  skin 
thickness  and  texture,  tip  projection,  length  of  skin 
sleeve,  patient  wishes,  and  the  vagaries  of  heal- 
ing, to  name  only  a few.  It  should  be  understood 
that  simply  having  a certain  distance  between  the 
patient's  tip  and  supratip  does  not,  in  any  way, 
guarantee  a successful  result.  Yet,  notable  nasal 
surgeons  know  that  the  tissue  of  the  upper  lip, 
nasal  base,  columella,  and  lobule  are  susceptible 
to  false  elevation  during  surgery  and  take  it  into 
account  when  finishing  their  work. 

Conveying  just  how  much  the  tip  is  elevated 
above  the  more  fixed  portion  of  the  nasal  struc- 
ture has  been  difficult.  A measurement  system 
seems  helpful  even  if  not  totally  reliable.  The  author 
suggests  these  measurements  as  guidelines  even 
in  the  knowledge  that  the  population  in  this  study 
is  small  and  somewhat  skewed.  Certainly  no  sta- 
tistically significant  conclusions  can  be  made,  but 
the  fact  remains  that  tips  drop  after  surgery  in  a 
somewhat  predictable  manner. 

No  patients  in  this  series  had  cartilaginous 
supratip  deformities.  In  the  three  patients  who  had 
unsuccessful  results,  further  reduction  of  the  car- 
tilaginous vault  would  only  have  worsened  the 
results.  Sheeif'  has  taught  us  this,  if  not  our  own 
experience.  Again,  the  soft-tissue  pollybeak  is  a 
quandary  in  its  own  right  and  actually  is  much 
more  difficult  to  treat  than  residual  cartilage  humps. 

It  is  interesting,  though,  that  in  the  patients  who 
did  get  acceptable  results,  certain  observations 
stand  out.  A change  of  TSD  of  3 mm  was  .seen  in 
almost  all  of  the  females  (Fig.  8)  and  2 mm  in 
most  of  the  males  (Fig.  9).  This  was  so  predict- 
able, even  in  this  small  group  of  patients,  that  the 
feminized  male  might  have  been  anticipated  based 
upon  this  assumption  alone. 

The  delicate  tissues  of  the  average  female  make 
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them  more  susceptible  to  edema  and  distortion 
than  the  thicker,  heavier  soft  tissue  in  most  males. 
Allowing  a greater  difference  at  the  time  of  sur- 
gery only  makes  sense  and  is  supported  by  this 
study,  as  an  extra  millimeter  was  necessary  to 
achieve  the  final  result  in  females.  Measuring  with 
the  surgical  rule  was  more  reliable  in  the  female, 
'(  both  at  surgery  and  later,  as  the  thinner  female 
skin  lends  it  to  this  maneuver. 

^ The.se  data  could  be  extrapolated  to  include 
1 revision  no.ses  and  those  with  grafts.  However,  it 
would  probably  be  necessary  to  alter  the  data 
somewhat,  depending  on  the  amount  of  scarring, 
I number  and  position  of  grafts,  and  approach.  Our 
1 experience  has  been  mixed.  In  some  of  the  diffi- 
cult revision  rhinoplasties  requiring  augmenta- 
tion, greater  TSDs  were  necessary,  but  in  others, 
I saddle  deformities  resulted  from  allowing  3 mm 
between  the  supratip  and  tip. 

A larger  .series  would  certainly  be  helpful  to 
reach  .stronger  conclusions,  especially  if  the  nos- 
es could  be  categorized  not  only  by  sex  and  the 
desired  result  but  also  by  different  tip  techniques, 
type  of  skin,  etc.  Much  of  this  knowledge  simply 


is  gained  with  experience  and  is  not  particularly 
well  suited  to  quantification.  As  a suggestion,  these 
numbers  might  be  helpful;  beyond  that,  caveat 
emptoi:  ji 
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The  Endoscopic  Diagnosis  of  Pyloric  Stenosis 

G.  Kevin  Donovan,  MD;  A.  John  Yazdi,  MD 


Pyloric  stenosis,  a relatively  common  surgical 
problem  in  infancy,  is  often  straightforward  in 
its  clinical  presentation  and  diagnosis.  Here  we 
describe  two  unusual  cases  where  the  normal 
diagnostic  measures  failed,  and  an  unusual 
alternative,  endoscopy,  was  a means  to  the 
correct  diagnosis. 

When  an  infant  presents  to  the  physician  with 
recurrent  vomiting,  the  range  of  diagnos- 
tic possibilities  is  wide.  The  possibility  of  hyper- 
trophic pyloric  stenosis  must  always  be  consid- 
ered; fortunately  the  clinical  findings  are  often 
straightforward  and  with  a history,  physical  ex- 
amination, and  perhaps  one  or  two  confirmatory 
tests  the  diagnosis  can  be  made  and  the  patient 
prepared  for  surgical  correction.  Although  rare, 
situations  may  arise  where  the  physical  exami- 
nation and  standard  tests  are  misleading.  We  de- 
scribe two  such  cases  where  the  diagnosis  rested 
on  endoscopic  findings  alone. 

Case  1 

The  patient  was  admitted  at  six  weeks  of  age  for 
intractable  regurgitation  and  weight  loss.  Regur- 
gitation seemed  to  increase  at  the  time  formula 
was  begun  to  supplement  breast  feedings  at  one 
week  of  age.  Postprandial  emesis  continued  de- 
spite a change  from  cow’s  milk  based  formula 
to  .soy  formula,  and  the  infant  failed  to  gain  weight, 
finally  losing  six  ounces  in  the  week  prior  to 
admission.  At  this  time  an  upper  gastrointestinal 
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barium  x-ray  showed  no  abnormalities  except 
“gastroesophageal  reflux.”  The  patient  was  giv- 
en formula  thickened  with  rice  cereal  and  meto- 
clopramide,  without  improvement.  A repeat  up- 
per Gl  contrast  study  was  read  as  normal,  without 
evidence  of  gastric  outlet  obstruction  or  stenos- 
is, and  with  contrast  filling  the  duodenum.  Four 
days  later  the  infant  was  admitted  to  the  hospital. 
The  physical  examination  revealed  a poorly  nour- 
ished infant  with  only  mild  dehydration,  who  took 
the  bottle  feedings  avidly.  No  mass  could  be  pal- 
pated in  the  abdomen.  More  intensive  therapy  for 
reflux  failed  to  bring  about  any  improvement. 

On  the  third  hospital  day,  the  infant  had  a trace 
of  visible  blood  with  his  emesis.  Subsequent  upper 
endoscopy  demonstrated  not  only  esophageal 
inflammation  with  two  small  erosions,  but  mark- 
edly enlarged,  thickened,  and  asymmetric  folds 
were  seen  at  the  pylorus,  with  a pin-hole  open- 
ing that  would  not  allow  passage  of  the  endoscope. 
The  baby  was  referred  for  surgery.  A classic  hy- 
pertrophic pyloric  stenosis  was  found  and,  fol- 
lowing surgery,  the  regurgitation  did  not  recur. 

Case  2 

A four-month-old  infant  had  previously  under- 
gone a staged  closure  of  a large  omphalocele.  Since 
the  time  of  repair  she  had  problems  with  regur- 
gitation after  feedings  and  was  assumed  to  have 
gastroesophageal  reflux  and  motility  disturbances. 
This  eventually  resulted  in  her  being  fed  entirely 
through  a nasojcjunal  tube.  A barium  study  of 
the  upper  Gl  tract  appeared  to  show  a gastric  outlet 
obstruction,  which  was  thought  related  to  her 
previous  surgery.  She  was  referred  for  upper 
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endoscopy  which  demonstrated  a tightly  closed 
pylorus  with  hypertrophy  of  the  pyloric  muscu- 
lature. At  surgery,  pyloric  stenosis  was  confirmed 
and  corrected,  despite  distortions  and  adhesions 
of  the  bowel  from  the  omphalocele  repair.  At 
discharge,  the  infant  was  tolerating  oral  feedings 
without  vomiting. 

Discussion 

Pyloric  .stenosis  is  a relatively  common  surgical 
problem  in  infancy,  with  an  incidence  of  about  1 
in  500.  It  results  in  a well  recognized  clinical 
presentation  with  projectile  vomiting  and  failure 
to  thrive  occurring  in  the  first  few  weeks  of  life. 
The  infants  are  more  often  males,  who  appear  alert 
and  hungry  at  first.  With  prolonged  symptoms, 
they  may  become  weaker,  malnourished,  dehy- 
drated, and  develop  a metabolic  alkalosis  (and 
occasionally,  an  indirect-reactive  hyperbilirubine- 
mia). The  diagnosis  is  usually  suspected  from  the 
clinical  presentation,  and  can  be  confirmed  by 
detecting  an  upper  abdominal  mass  representing 
a hypertrophied  pylorus  on  physical  examination, 
or  by  ultrasound  or  radiography.  On  ultrasound, 
the  pylorus  is  thickened  (3.()  mm)  and  the  canal 
is  lengthened  ( 1 7 mm).  On  barium  studies  the  distal 
antrum  and  pylorus  are  elongated  and  narrowed 
(“string  sign”),  often  with  hypertrophied  pyloric 
muscle  indenting  the  stomach. 

Pyloric  stenosis  must  be  distinguished  from 
vomiting  caused  by  gastroesophageal  reflux, 
malrotation.  and  formula  intolerance,  among  other 
things.  With  the  findings  described  above,  the 


diagnosis  is  usually  secure.  We  have  reported  our 
experience  in  making  this  diagnosis  endoscopi- 
cally  when  the  usual  methods  failed  to  indicate 
the  correct  diagnosis.  This  emphasized  two  points: 
( 1 ) endoscopy  of  infants  in  the  hands  of  a skilled 
and  knowledgeable  practitioner  is  quite  safe  and 
effective,  and  (2)  endoscopy  can  sometimes  of- 
fer diagnostic  information  that  would  otherwise 
be  unavailable.  In  addition  to  pyloric  stenosis,  we 
have  detected  channel  ulcers,  pancreatic  rest  tu- 
mors, gastritis,  and  gastric  polyps  in  vomiting 
infants,  and  pyloric  diaphragms  or  antral  webs 
can  also  be  seen.  Nevertheless,  unlike  some  oth- 
ers, we  do  not  recommend  this  approach  as  a 
routine  or  first-line  diagnostic  method,  given  the 
relatively  higher  cost  and  dearth  of  pediatric  en- 
doscopists available.  Clearly,  in  complicated  cases 
with  diagnostic  uncertainty,  endo.scopy  has  an 
important  role  to  play;  under  such  circumstanc- 
es we  would  suggest  early  referral  allowing  for 
appropriate  treatment  without  delay.  j 
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Management  of  Esophageal  Coins  in  Children 
by  Bougienage:  A Case  Report 


Joe  D.  Haines,  Jr,  MD 


A three-year-old  child  with  a coin  lodged  in  his 
esophagus  is  treated  with  bougienage  after 
x-ray  pinpoints  the  coin's  location. 

A three-year-old  male  was  brought  to  the  emer- 
geney  room  twenty  minutes  after  swallow- 
ing a coin.  The  child’s  mother  stated  that  she  was 
in  another  room  when  she  heard  the  child,  “cough- 
ing and  gagging.”  An  eight-year-old  sibling  in- 
formed her  that  the  three-year-old  had  swallowed 
“a  penny  or  a nickel.”  The  mother  reported  that 
the  patient  subsequently  vomited  twice,  but  he 
experienced  no  breathing  problems. 

Examination 

The  patient  was  a three-year-old  who  appeared 
to  be  breathing  without  difficulty.  He  was  sitting 
upright  with  his  head  inclined  a bit  forward  with 
an  apprehensive  look  on  his  face.  Respiratory  rate 
was  22  per  minute  and  the  pulse  oximetry  was 
100%.  Equal  breath  sounds  were  present  bilater- 
ally, and  there  was  no  wheezing,  drooling,  stri- 
dor, or  other  abnormalities  found  on  physical 
examination. 

X-ray 

An  x-ray  of  the  neck  and  chest  revealed  a round, 
radio-opaque  foreign  body,  consistent  with  a coin, 
at  the  C’7-T  1 level.  The  radiologist  felt  that  because 
of  the  orientation  of  the  coin  (transversely  on  the 
PA  view),  the  coin  was  lodged  in  the  esophagus 
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Procedure 

After  telephone  consultation  with  a pediatric 
gastroenterologist,  an  attempt  was  made  to  push 
the  coin  into  the  stomach  via  bougienage.  The 
patient  was  propped  by  anesthetizing  the  poste- 
rior pharynx  with  a topical  anesthetic  spray,  and 
a 24  French  gastric  tube  from  an  Edlich  gastric 
lavage  kit  was  passed  into  the  esophagus  with- 
out difficulty.  No  resistance  was  encountered  but 
a total  of  three  passes  were  required  before  the 
coin  was  observed  in  the  stomach  on  x-ray. 

The  patient  tolerated  the  procedure  well  and 
was  discharged  with  instructions  to  observe  the 
stools  for  passage  of  the  coin  and  follow-up  with 
the  gastroenterologist  the  following  day.  The 
patient  was  subsequently  lo,st  to  follow-up. 

Discussion 

Swallowed  foreign  bodies  occur  commonly  in 
pediatric  patients.  Coins  are  the  most  often  in- 
gested objects.'  Most  studies  agree  that  once  a 
swallowed  coin  reaches  the  stomach,  it  will  pass 
through  the  remainder  of  the  (il  tract  harmlessly. 
Coins  or  other  objects  that  become  lodged  in  the 
esophagus  require  intervention  since  they  may 
be  associated  with  several  serious  complications. 
Esophageal  perforation,  ainvay  obstruction,  esoph- 
ageal-aortie  fistula,  and  traeheo-esophageal  fis- 
tula have  all  been  reported  from  one  week  to  eight 
years  post-impaction.* 

There  are  se\eral  methods  for  removal  of  coins 
lodged  in  the  e.sophagus.  The  most  commonly 
performed  procedure  is  esophagoscopy.  Foley 
catheter  extraction  and  esophageal  bougienage 
are  two  other  lesser  used  methods.  All  three  tech- 
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niques  are  effective;  however  the  Foley  catheter 
method  has  been  criticized  as  being  barbaric  and 
has  resulted  in  some  fatal  complications.'  One 
disadvantage  of  esophagoscopy  is  the  expense. 
Endoscopic  retrieval  of  foreign  bodies  was  esti- 
mated at  $ 1 ,982  per  case  in  one  1 992  study,  ver- 
sus $149  per  case  using  the  Foley  catheter  or 
bougienage  technique.'* 

During  Foley  catheter  extraction  attempts, 
e.sophageal  coins  occasionally  become  dislodged 
and  pass  into  the  stomach.  This  finding  prompt- 
ed Jona  et  al  to  propose  esophageal  bougienage 
of  esophageal  coins.’  Jona  proposed  rigid  crite- 
ria for  patient  .selection  that  have  resulted  in  ex- 
cellent results.  These  criteria  are  ( 1 ) coin  lodged 
for  less  than  24  hours,  (2)  no  respiratory  distress, 
i (3)  no  history  of  esophageal  pathology,  and  (4) 
the  presence  of  a single  coin.*’ 

In  all  cases  of  ingested  coins  an  x-ray  is  need- 
ed to  identify  the  site  of  the  coin.  Some  have 
advocated  24-hour  observation  of  asymptomat- 
I ic  children  with  coin  ingestion;  however,  this  then 
. eliminates  bougienage  as  an  option,  according 
I to  Jona's  criteria.  In  children  who  are  symptom- 
atic with  dysphagia,  drooling,  pain,  vomiting. 


cough,  and  stridor,  the  coin  should  be  removed 
from  the  esophagus  as  soon  as  possible. 

Recently  the  use  of  metal  detectors  has  been 
advocated  to  locate  the  site  of  the  ingested  coin. 
In  an  asymptomatic  child,  a signal  indicating  a 
coin  at  the  gastroesophageal  junction  or  stom- 
ach could  be  managed  conservatively.  A positive 
signal  from  the  metal  detector  over  the  upper 
esophagus  would  warrant  intervention.’  j 
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Delegates  report  on  1995  Interim  Meeting  of  AMA  House  of  Delegates 


• The  AMA  House  of  Delegates  met  in 
Washington.  D.C.,  December  3-6,  1995. 

• The  House  considered  1 70  resolutions 
and  95  Board  and  Council  reports  on  an 
array  of  topics  affecting  medical  prac- 
tice and  the  public  health  of  the  Amer- 
ican people 

' • There  are  432  voting  delegates,  rep- 

I resenting  every  state  and  virtually  ev- 
' ery  national  medical  specialty  society. 

study  of  the  Federation 

The  Board  of  Trustees  transmitted  a re- 
port of  the  Study  of  the  Federation  project 
containing  34  recommendations  to  im- 
prove the  effectiveness  of  the  whole 
1 Federation  on  behalf  of  physicians.  This 
project  was  initiated  to  help  organized 
[ medicine  adapt  to  a changing  environ- 
I ment  that  is  driving  significant  change 
in  all  medical  .societies  as  well  as  in  the 
I practice  of  medicine.  The  34  recommen- 
I dations  in  the  report  can  be  divided  into 
I two  categories: 

1 . What  can  be  done  to  make  the  Fed- 
eration more  functionally  effective?  How 

I can  we  reduce  duplication  of  effort,  and 
thus  cost?  How  can  we  achieve  more 
coordination  and,  thereby,  have  more 
impact  in  our  advocacy  efforts?  How  can 
we  offer  to  members  products  and  ser- 
vices that  are  the  “best  value”? 

2.  What  needs  to  be  done  to  the  struc- 
ture of  the  Federation  in  order  to  enable 
and  facilitate  the  functional  improve- 
ments described  above?  How  can  all 
components  of  organized  medicine  and 
all  facets  of  physicians’  professional  lives 
be  reflected  in  the  Federation,  so  that  the 
Federation  is  empowered  and  credible 


enough  to  speak  and  act  on  behalf  of  the 
whole  profession? 

The  Reference  Committee  and  the  House 
modified  a number  of  the  proposals  and 
took  the  following  actions: 

1 . The  Federation  of  Medicine  should 
be  structured  in  a way  that  en- 
ables each  medical  association 
to  retain  its  individual  identity 
and  activities,  but  which  func- 
tions more  like  a total  enter- 
prise. The  AMA  should  become 
the  framework  within  which  a 
new  Federation  of  medicine  is  es- 
tablished. (adopted) 

2.  The  restructured  Federation  of  or- 
ganized medicine  should  be  built  on  the 
basic  components  of  the  existing  Fed- 
eration; local  medical  societies/counties, 
state  medical  societies,  specialty  soci- 
eties, and  the  national  umbrella  organi- 
zation (AMA).  Additional  components 
may  need  to  be  included,  (adopted) 

3.  Individual  physician  membership 
should  remain  the  predominant  form  for 
membership  in  all  components  of  the 
Federation,  (adopted) 

4.  The  primary  objectives  of  the  new 
Federation  should  be: 

a.  An  increase  in  value  of  mem- 
bership; and 

b.  Unity  of  voice  and  action  of 
all  Federation  components. 
(adopted) 

5.  Physicians  should  be  encouraged 
to  join  organized  medicine  at  all  levels 
of  the  restructured  Federation.  There 
should  be  initiatives  to  encourage  max- 
imal collaboration  in  membership  de- 


velopment efforts  among  components  of 
the  Federation,  (adopted) 

6.  Federation  participants  must  rec- 
ognize that  achieving  real  unity  of  voice 
and  action  and  achieving  true  enhance- 
ment of  the  value  of  membership  will 
require  significant  streamlining  of  roles 
throughout  the  Federation  to  re- 
duce duplication  (i.e.,cost  and 
dues)  and  create  synergy. 
( adopted ) 

7.  The  roles  of  organiza- 
tions serving  physicians  should 
be  clarified  and  positioned  to 
take  full  advantage  of  the  strate- 
gic advantages  enjoyed  by  each  kind  of 
organization.  The  Federation  of  orga- 
nized medicine  will  be  a catalyst  and  a 
forum  for  pursuing  collaborative  efforts 
to  enhance  the  value  of  membership 
throughout  the  Federation.  This  effort 
will  be  the  highest  priority  in  the  imple- 
mentation process  for  creating  the  new 
Federation,  (adopted) 

8.  The  AMA  House  of  Delegates 
should  be  composed  of  individuals  rep- 
resenting organizations  that  reflect  the 
major  dimensions  of  a physician’s  life. 
(adopted) 

9 . The  Federation  House  of  Delegates 
should  strive  to  be  as  inclusive  as  possi- 
ble of  physician  organizations  that  have 
a stake  in,  and  a contribution  to  make  to, 
the  goals  of  the  Federation,  (adopted) 

10.  State  societies  should  be  represent- 
ed by  one  delegate  for  every  1000  AMA 
members  or  portion  thereof,  (adopted) 

1 1 . State  societies  should  continue  to 
count  AMA  direct  members  from  that  state 

(continued) 
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for  purposes  of  determining  delegation 
size,  (adopted) 

1 2.  Specialty  societies  should  continue 
to  have  representation  in  the  AMA  House 
of  Delegates  with  a delegate  allocation 
formula  to  be  developed  for  the  consid- 
eration of  the  AMA  House  of  Delegates 
at  its  1996  Annual  Meeting,  (adopted) 

1 3.  The  current  criteria  for  specialty 
society  eligibility  will  continue  to  ap- 
ply. (adopted) 

1 4.  State  societies  should  continue  to 
get  a “bonus  delegate”  for  being  unified. 
Specialty  societies  that  are  unified  should 
also  get  a “bonus  delegate.”  (adopted) 

15.  Consistent  with  the  idea  that  “vot- 
ing” is  not  the  only  way  to  participate 
in  an  organization,  mechanisms  should 
be  established  through  which  organiza- 
tions or  groups  of  physicians  with  par- 
ticular interests  can  meaningfully  par- 
ticipate in  the  Federation  without  having 
a vote  in  the  House  of  Delegates.  The 
AMA  Council  on  Long  Range  Planning 


should  be  asked  to  identify  such  mech- 
anisms. (adopted) 

16.  Consistent  with  Section  2.73  of 
the  AMA  Bylaws,  the  Speaker  of  the 
House  shall  establish  a special  commit- 
tee of  the  House  to  study  ways  to  en- 
hance the  election  process  for  positions 
on  the  AMA  Board  of  Trustees  and  to 
study  the  size,  composition,  and  terms 
of  service  of  the  AMA  Board  to  enable  it 
to  function  in  the  context  of  the  new  Fed- 
eration of  Medicine.  At  a minimum,  a 
progress  report  on  the  work  of  this  com- 
mittee should  be  presented  to  the  AMA 
House  at  its  1 996  Annual  Meeting.  The 
final  report  of  this  committee  shall  be 
pre.sented  to  the  House  no  later  than  the 
1996  Interim  Meeting,  (adopted) 

1 7.  The  AMA  Councils  and  other  gov- 
ernance elements  should  be  analyzed  by 
the  Council  on  Long  Range  Planning  to 
determine  if  similar  efforts  to  reflect 
change  should  be  made  in  each  case. 
(adopted) 

1 8.  To  establish  a new,  effective  Fed- 


eration of  Medicine,  a mechanism  will 
be  needed  for  the  purposes  of: 

a.  Clarifying  roles  and  achieving 
active  coordination  of  efforts; 

i.  Developing  a process  for 
helping  to  coordinate  the 
response  of  medical  associ- 
ations to  key  issues 

ii.  Enhancing  communications 
among  medical  associations 
and  between  medical  asso- 
ciations and  physicians 

b.  Establishing  a process  for  pursu- 
ing collaborative  efforts  among 
Federation  members: 

i.  Identifying  opportunities, 
including  joint  ventures,  for 
medical  associations  to  work 
together 

ii.  Promoting  information  shar- 
ing and  compatible  databa.se 
development  among  medical 
associations,  (adopted) 

19.  The  current  Project  Team  of  the 
Study  of  the  Federation  shall  provide  a 
report  at  the  1 996  AMA  Annual  Meeting 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


• Individual  Disability  Protection 

• Business  Overhead  Expense  Insurance 

• Group  Term  Life 

• Full  Time  Accident  Insurance 


In  Oklahoma  Citu 
P.O.Box  26967  73126 

Phone  (405)  524-781  I 
Fax  (405)  525-2909 


In  Tulsa 

2021  S.  Lewis  *1570 
Phone  1918)  743-9703 
Fax  (9 18)  743-9723 


• Hospital  Indemnity  Plan 

• Long  Term  Care 
•Workers  Compensation 


C.  L.  FRATES  AND  COMPANY 

INTERN>TIONAL  INSURANCE  FACILITIES 


Toll  Free  1-800-522-9219 
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that  clarities  and  provides  more  detail 
I regarding  specialty  society  representa- 
I tion  and  representation  by  major  dimen- 
j sions  of  a physician's  prol'essional  life. 
Further,  the  Project  Team  sluiuld  pro- 
vide more  specific  details  regarding  how 
the  new  Federation  should  be  implement- 
ed, including  transition  steps.  In  pursu- 
ing its  work  between  now  and  the  1 996 
Annual  Meeting,  the  Project  Team  should 
solicit  broad  input  from  components  of 
the  Federation  to  determine  and  assess 
their  attitudes,  desires,  and  intent  regard- 
ing the  principles  of  the  restructured 
Federation.  The  report  of  the  Project 
Team  shall  be  made  available  to  all  Fed- 
eration components  well  in  advance  of 
the  1 996  Annual  Meeting  so  that  every- 
one will  have  the  opportunity  to  review 
it  thoroughly  and  be  able  to  act  on  it  at 
the  1996  Annual  Meeting,  (adopteil) 

In  addition,  some  proposals  for  revis- 
ing the  representational  structure  w ith- 
I in  the  House  of  Delegates  were  referred 
to  the  Board  of  Trustees  for  a report  back 
at  the  1996  Annual  Meeting. 

I Mandatory  Point  of  Service 

The  Council  on  Medical  Service  submit- 
ted a report  describing  the  distinction 
\ between  optional  and  mandatory  point- 
■ of-service  (POS)  features  and  providing 
a comprehensive  discussion  of  the  im- 
pact of  a mandatory  POS  feature  on  long- 
i standing  AMA  policy  on  pluralism,  on 
the  cost  of  providing  medical  services 
I and  in  the  current  political  and  legisla- 
’ tive  climate.  The  report  responded  to 
: three  resolutions  submitted  at  the  pre- 
' vious  meeting.  An  additional  resolution 
I was  submitted  calling  for  all  managed 
j care  plans  to  be  required  to  have  a POS 
I feature  automatically  built  into  them  that 
t allows  patient  access  to  providers  out- 
I side  the  plan  at  any  time  for  a nonpro- 
I hibitive  additional  co-payment  for  med- 
, ically  necessary  services. 

^ After  extensive  debate,  the  House 
I voted  to  reaffirm  current  policy  and  added 
, a new  recommendation: 

• Reaffirm  policy  which  states  that  all 
health  plans  or  sponsors  of  such  plans 
that  restrict  a patient's  choice  of  physi- 
cians or  hospitals  be  required  to  offer, 
at  the  time  of  enrollment  and  at  least  for 
a continuous  one-month  period  annually 


thereafter,  an  optional  “point-of-service- 
typc"  feature  so  that  patients  who  choose 
such  plans  may  elect  to  self-refer  to 
physicians  outside  of  the  plan  at  addi- 
tional cost  to  themselves. 

• That  the  AMA  investigate  and  help  de- 
velop the  feasibility  of  other  potential 
free  market  solutions  to  provide  patient 
access  including  a separate  add-on  pol- 
icy for  out-of-plan  reimbursement  for 
health  plans  with  restricted  provider 
panels,  and  if  deemed  feasible,  assist  the 
insurance  industry  in  implementation  of 
such  products. 

Medicare  Transformation 

The  Board  of  Trustees  submitted  an  in- 
formational report  that  reviewed  the 
background  and  status  of  legislative 
activities  related  to  Medicare  transfor- 
mation, including  an  AMA  action  plan 
for  before  and  after  legislation  is  final- 
ized. 

The  Reference  Committee  reported 
that  the  Board  representatives  outlined 
the  impressive  gains  achieved  by  the  AMA 
to  date  and  emphasized  that  those  pos- 
itive items  whose  continued  presence  in 
the  budget  reconciliation  has  been  threat- 
ened still  have  an  excellent  chance  of 
passage  this  year  or  next.  The  Board 
emphasized  that  a tone  of  measured 
optimism  was  in  order  on  the  following 
items: 

• Improvements  in  the  security  of  tra- 
ditional Medicare 

• New  choices  for  patients,  including 
medical  savings  accounts,  rather  than 
"forced”  managed  care 

• Patient  protections 

• Elimination  of  the  flawed  MVPS  phy- 
sician payment  update  formula  so  that, 
under  moderate  and  reasonable  volume 
assumptions,  physicians  do  not  face 
annual  payment  rollbacks,  as  projected 
under  current  law 

• Physician  sponsored  networks  and  tar- 
geted antitrust  relief  to  allow  their  for- 
mation 

• Liability  reforms,  including  a 
$250,000  cap  on  non-economic  damages 

• A new  graduate  medical  education 
trust  find 

• Relief  from  unnecessary  clia  and 
Stark  1 and  II  provisions 


Root  Cause  of  Violence 

The  Board  of  Trustees  submitted  a re- 
port that  expressed  continued  strong 
support  for  the  programmatic  efforts  of 
the  National  Center  for  Injury  Preven- 
tion and  Control  at  the  Centers  for  Dis- 
ease Control  and  Prevention.  The  Board 
noted  its  willingness  to  work  with  any 
group  to  lessen  the  effects  of  violence 
in  our  society. 

The  Reference  Committee  reported 
that  nearly  all  those  who  testified  ex- 
pressed strong  support  for  the  Board’s 
efforts  to  continue  the  AMA  campaign 
against  family  violence.  The  House 
amended  current  AMA  policy  calling  on 
the  AMA  to  support  the  CDC's  efforts  to: 

• Conduct  research 

• Develop  a national  program  of  sur- 
veillance and  focused  interventions  to 
prevent  injuries,  and 

• Evaluate  the  effectiveness  of  inter- 
ventions, implementation  .strategies,  and 
injury  prevention  programs. 

The  policy  also  calls  on  the  AMA  to: 

• Support  a Public  health  Service  public 
information  campaign  to  inform  the 
public  and  its  policy  makers  of  the  inju- 
ry problem  and  the  potential  for  effec- 
tive intervention; 

• Support  the  development  of  a National 
Center  for  Injury  Control  at  the  CDC; 

• Encourage  state  and  local  medical  so- 
cieties to  support,  in  conjunction  with 
state  and  local  health  departments,  ef- 
forts to  make  injury  control  a priority 
and  advise  the  leadership  of  the  United 
States  Congress  of  this  unqualified  sup- 
port. 

Graduate  Medical  Education 
Funding 

Concern  for  the  future  funding  of  grad- 
uate medical  education  was  evidenced 
by  the  introduction  of  six  resolutions  on 
this  important  issue.  The  Council  on 
Medical  Education  reported  that  there 
was  a study  already  underway  with  a 
report  expected  for  the  1996  Interim 
Meeting.  The  House  adopted  a substi- 
tute resolution  calling  on  the  AMA  to  un- 
dertake a comprehensive  study  of  the 
options  for  financing  graduate  medical 
education  and  develop  recommendations 
to  provide  a stable,  rational,  adequate, 
and  feasible  system  for  financing  grad- 
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Trustees  approve  new  Journal  publication  policy  at  January  meeting 


Approval  of  the  following  publication 
policy  for  the  Journal  of  the  Okla- 
homa State  Medical  Association  was 
among  the  actions  taken  by  the  OSMA 
Board  of  Trustees  at  their  January  21 
meeting  in  Oklahoma  City: 

Publication  Policy  for  the 
Journal  of  the 

Oklahoma  State  Medical  Association 

The  principal  purpose  of  the  Journal 
OF  THE  Oklahoma  State  Medical 
Association  (“Journal”)  is  to  publish 
worthy  scientific  articles  of  interest  to 
the  physicians  of  Oklahoma.  It  is  also 
the  objective  of  the  JOURNAL  to  publish 
articles  that  advance  the  education,  com- 
petence, social  awareness,  ethical  prac- 
tice or  public  responsibility  of  Oklaho- 
ma physician.  In  addition,  the  JOURNAL 
may  publish  articles  discussing  politi- 
cal issues  directly  affecting  the  health- 
care industry  and  news  of  the  Oklaho- 
ma State  Medical  Association  (“OSMA”) 
and  Alliance  activities.  The  Journal  may 
also  provide  a forum  in  print  for  mem- 
bers of  the  OSMA  to  express  opinions  on 
matters  of  interest  to  Oklahoma  physi- 
cians. 

In  order  to  preserve  the  integrity  and 


quality  of  the  Journal,  all  scientific  and 
controversial  articles  are  peer-reviewed 
before  publication  and  efforts  are  made 
to  balance  viewpoint  articles  for  fairness. 
Articles  reflecting  partisan  politics,  sec- 
tarian religion,  private  agendas,  personal 
publicity  promotions  or  defamatory  and/ 
or  inflammatory  remarks  are  not  appro- 
priate for  publication  in  the  JOURNAL. 
All  manuscripts  are  screened  for  such 
material,  and  all  advertisements  are  re- 
viewed for  good  taste.  The  American 
Medical  Association’s  (“AMA”)  pub- 
lished editorial  guidelines  and  the  AMA 
Principles  of  Medical  Ethics  are  used  as 
standards. 

The  OSMA  is  the  publisher  of  the 
Journal.  The  Journal  is  published 
monthly  under  the  direction  of  the  OSMA 
Board  of  Trustees.  The  OSMA  Board  of 
Trustees  is  empowered  under  the  Bylaws 
to  appoint  a JOURNAL  Editorial  Board 
of  three  Editors  with  three-year  staggered 
terms,  one  of  whom  is  designated  as  the 
Editor-in-Chief,  and  a variable  number 
of  Associate  Editors  each  with  a one-year 
term.  Any  Editor  or  Associate  Editor  may 
be  reappointed  by  the  Board  of  Trust- 
ees without  limitation. 

The  OSMA  and  the  Board  ofTrustees 
vest  in  the  Editor-in-Chief  the  duty  and 


responsibility  to  administer  the  Publi- 
cation Policy  of  the  JOURNAL,  and  the 
Editor-in-Chief,  with  the  advice  and 
assistance  of  the  Editorial  Board  and  the 
Managing  Editor,  determines  the  con- 
tent, layout,  and  composition  of  each 
issue  of  the  JOURNAL.  Changes  or  amend- 
ments to  the  Publication  Policy  must  be 
approved  by  the  Board  ofTrustees,  and 
shall  be  effective  only  after  reasonable 
prior  written  notice  is  given  to  the  Edi- 
torial Board  and  the  Editor-in-Chief  Any 
such  changes  shall  not  apply  to  issues 
of  the  Journal  which  have  previously 
been  submitted  by  the  JOURNAL  Edito- 
rial Board  for  publication,  but  shall  only 
apply  to  subsequent  issues  of  the  JOUR- 
NAL. 

Board  names  Life  Members 
and  selects  award  winners 

Other  action  taken  by  the  Board  ofTrust- 
ees of  the  Oklahoma  State  Medical  As- 
sociation included: 

Approval  of  Life  Membership  ap- 
plications: 

Approved  from  Oklahoma  City  were 
the  applications  of  Drs.  Michael  Pollay, 
Thomas  N.  Lynn,  Herbert  M.  Kravitz, 
and  Billy  R.  Goetzinger.  Those  from 
Tulsa  were  Drs.  Milton  R.  Workman, 


AMA  Delegates  report  (coni,) 

uate  medical  education,  including  mech- 
anisms to  implement  an  all-payor  sys- 
tem, the  use  of  vouchers,  payment  for 
training  in  non-hospital  settings,  and 
appropriate  allocation  of  the  training 
component  of  the  Average  Adj  usted  per 
Capita  Cost  (aapcc). 

AMA  Budget,  Fiscal  1996 

The  Board  ofTrustees  submitted  the 
ama’s  1996  Plan  and  Budget  showing 
consolidated  operating  revenues  budget- 
ed at  $204.9  million  and  consolidated 
operating  expeiLses,  including  income 
taxes,  at  $202. 4 million.  Budgeted  rev- 
enues in  excess  of  expenses  are  $2.5 
million. 

fhe  House  voted  to  commend  the 
Board  ofTru.stees  and  the  Executive  Vice 


President  for  their  actions  in  improving 
the  financial  position  of  the  AMA  and  in 
planning  for  1996  and  beyond. 

Conclusion 

Meetings  of  the  AMA  House  of  Delegates 
are  open  to  every  member  and  are  con- 
ducted in  a most  democratic  manner. 
They  provide  those  who  attend  a unique 
educational  experience  as  a wealth  of 
information  is  disseminated  and  dis- 
cussed. Members  may  present  testimo- 
ny at  the  Reference  Committee  hearings 
and  there  arc  many  other  opportunities 
to  get  your  views  across. 

If  you  cannot  come  to  the  meetings, 
let  your  delegation  know  your  opinions 
and  concerns. 

Many  AMA  policies  and  programs  be- 
gan with  an  individual  physician  who 
had  a good  idea  and  coaxed  it  through 


the  democratic  process. 

We  will  be  happy  to  respond  to  any 
questions. 

^’our  AMA  Delegation 
Delegates: 
Jay  A.  Gregory,  MD 
Sara  R.  DePersio,  MD 
Boyd  Whitlock,  MD 
Perry  A.Lambird,  MD 
Nonnan  L.  Dunitz,  MD 
Gary  F.  Strebel,  MD 
William  O.  Coleman,  MD 
Alternates: 
Mary  Anne  McCafTrcc,  MD 
W.F.  Phelps,  MD 
William  H.  Hall,  MD 
Greg  RatlilT,  MD 
Gary  Paddock,  MD 
J.  Ross  Vanhooscr,  M D 
Larry  L.  Long,  MD 
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Board  meeting  (confinwod) 


Harold  C.  Wood,  William  M.  Moore,  L.E. 
Fitzsimmon.s,  and  John  H.  Smith,  Jr. 

Lite  Memberships  were  also  approved 
for  Drs.  James  R.  Taylor  and  ( Ira)  Clair 
Liebrand,  Bartlesville;  James  W.  Mur- 
phree,  Pryor;  William  S.  Dandridge, 
Enid;  Wilbur  C.  Lewis,  Edmond;  and  Jon 
Mekis,  El  Reno. 

Selection  of  award  w inners: 

Dr.  Mukesh  T.  Parekh  was  selected 
as  winner  of  the  Wyeth- Ayerst  Physician 
Award  for  Community  Service  in  rec- 
ognition of  his  management  of  the  Free 
Clinic  sponsored  by  Deaconess  Hospi- 
tal in  Oklahoma  City.  He  joins  a distin- 
guished group  of  physicians  who  have 
won  this  award  in  recent  years,  includ- 
ing Drs.  C.S.  Lewis,  Bertha  Levy,  Joan 
Leavitt,  and  Jerry  Blankenship. 

Governor  Frank  Keating  is  the  recip- 
ient of  this  year’s  Donald  J.  Blair  Friend 
of  Medicine  Award.  His  leadership  dur- 
ing and  after  the  Oklahoma  City  bomb- 
ing exemplified  to  the  nation  the  forti- 
tude, resilience,  and  caring  spirit  of  the 
people  of  Oklahoma. 

Both  awards  will  be  presented  at  the 
OSMA  Annual  Meeting  in  April. 

Other  actions  of  the  board  will  be 
reported  as  the  minutes  of  the  meeting 
become  available.  J 


r 


Call  for  Resolutions 


All  resolutions  to  be  presented  to 
the  Oklahoma  State  Medical  As- 
sociation House  of  Delegates  An- 
nual Meeting  must  be  received  in 
the  OSMA  executive  offices  no  lat- 
er than  thirty  (30)  days  prior  to 
the  meeting.  This  year's  meeting 
will  be  April  26-28  at  the  South- 
ern Hills  Marriott  in  Tulsa. 

County  medical  societies  or  in- 
dividuals wishing  to  submit  reso- 
lutions should  mail  them  to  OSMA, 
60 1 Northwest  Expressway,  Okla- 
homa City,  OK  73118.  If  you  need 
assistance  in  drafting  such  resolu- 
tions, please  contact  the  executive 
offices. 


V 


Resolutions  must  be  submitted 
on  or  before  March  26,  1996 


J 


-OFFICIAL  CALL- 

The  House  of  Delegates  of  the 
Oklahoma  State  Medical  Association 
will  conduct  its 
90th  Annual  Meeting 
at  the 

Southern  Hills  Marriott 
Tulsa,  Oklahoma 
April  26-28,  1996 


Opening  Session:  9 a.m.,  Friday,  April  26 
Closing  Session:  9 o.m.,  Sunday,  April  28 

All  members,  delegates,  alternate  delegates,  and 
county  society  officers  are  encouraged  and  urged  to 
attend.  Business  to  be  brought  before  the  House  of 
Delegates  must  be  submitted  by  March  26,  1996. 

All  items  of  business  will  be  debated  in  open 
reference  committee  hearings  on  Friday,  April  26. 

Any  member  of  the  association  may  submit  business 
for  consideration  by  the  House  of  Delegates.  For 
help  in  preparing  information  for  submission,  please 

contact 

OSMA  Headquarters 
601  Northwest  Expressway 
Oklahoma  City,  OK  73118 
405-843-9571  or  1-800-522-9452 

Mary  Anne  McCaffree,  MD 
Speaker  of  the  House 

V ! J 
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HEALTH  DEPARTMENT 

Early  discharge  has  effect 
on  newborn  screening 

Oklahoma  statute  requires  that  all  new- 
borns are  screened  for  phenylketonuria 
(PKU),  congenital  hypothyroidism,  ga- 
lactosemia, and  sickle 
cell  disease  prior  to  dis- 
charge from  the  hospi- 
tal. With  increasing  fre- 
quency, infants  are 
discharged  from  the 
hospital  at  less  than  24  hours  of  age. 
While  research  has  indicated  that  pos- 
sibly 10%  of  affected  infants  may  be 
missed  by  screening  before  24  hours  of 
age,  affected  infants  have  a 100%  risk 
of  being  missed  if  they  are  not  screened 
prior  to  discharge  and  fail  to  return  to 
be  screened.  A study  published  in  the 
October  1995  issue  of  Pediatrics  sug- 
gests that  the  effectiveness  of  newborn 
metabolic  disorder  screening  may  be 
jeopardized  by  early  hospital  discharge. 
One  objective  of  the  study  was  to  ascer- 
tain if  newborn  nurseries  had  policies 
to  avoid  false  negative  results  on  infants 
discharged  before  24  hours  of  age.  The 
study  found  that  many  did  not  have 
policies,  and  failed  to  comply  with  state 
regulations. 

The  Oklahoma  State  Department  of 
Health  Newborn  Metabolic  Disorder 
Screening  Program  has  recognized  the 
risks  associated  with  early  hospital  dis- 
charge and  newborn  screening  and  has 
incorporated  the  following  measures  rec- 
ommended by  the  American  Academy  of 
Pediatrics  into  the  Newborn  Metabolic 
Disorder  Screening  Regulations  (63  O.S. 
1981,  Sections  1-533  and  1-534): 

C.  Specimen  Collection  for  Hospital 
Births 

I.  For  all  live  hospital  births,  the  phy- 
sician, licensed  or  certified  birth  at- 
tendant shall  order  the  collection  of 
a newborn  metabolic  disorder  .screen- 
ing specimen  on  all  newborns  prior 
to  transfusion,  at  three  to  five  days 
of  age  or  immediately  prior  to  dis- 
charge, whichever  comes  first.  The 
hospital  is  responsible  for  collecting 
specimens  on  all  infants. 


2.  If  the  initial  specimen  for  any  in- 
fant is  collected  prior  to  24  hours  of 
age,  the  hospital  and  the  physician 
are  responsible  for  notifying  the  in- 
fant’s parents  that  a repeat  specimen 
is  necessary  at  three  to  five  days  of 
age.  The  infant’s  physician  is  respon- 
sible for  insuring  that  the  repeat  spec- 
imen is  collected. 

To  avoid  missing  affected  infants  because 
of  early  hospital  discharge,  it  is  impor- 
tant that  physicians  ensure  all  infants  are 
screened  prior  to  discharge  and  to  re- 
screen all  infants  screened  before  24 
hours  of  age.  Questions  regarding  new- 
born metabolic  disorder  screening  and 
copies  of  the  regulations  may  be  obtained 
by  calling  the  Newborn  Metabolic  Dis- 
order Screening  Program  at  405-271- 
6617  or  the  Public  Health  Laboratory 
at  405-271-5070. 

Reference: 

Sinai  LN.  Kim  SC,  Casey  R,  Pinto-Martin  JA.  Phenylketo- 
nuria screening:  effect  on  early  newborn  discharge.  Pediat- 
rics. 1995:96:605-608. 


Recommendations  for  use 
of  hepatitis  A vaccine 

An  epidemic  of  hepatitis  was  occurring 
in  eastern  Oklahoma  in  mid-January.  At 
least  9 counties  were  involved  (Sequoyah, 


Cherokee,  Okmulgee,  Mayes,  McIntosh, 
Craig,  Pittsburg,  Muskogee,  and  Leflore) 
and  there  was  evidence  that  the  epidemic 
might  be  spreading. 

The  Oklahoma  State  Department  of 
Health  (OSDH)  received  reports  of  2 cases 
of  acute  liver  failure  (one  resulted  in  death 
and  the  other  required  liver  transplan- 
tation) in  persons  from  eastern  Oklaho- 
ma with  chronic  liver  disease  who  con- 
tracted hepatitis  A. 

Physicians  in  the  epidemic  area  should 
be  alert  for  persons  who  are  at  increased 
risk  for  contracting  hepatitis  A,  or  at  high 
risk  for  complications  should  they  con- 
tract it,  for  whom  the  new  hepatitis  A 
vaccine  (Havrix)  is  recommended.  Those 
for  whom  the  vaccine  is  recommended 
include:  persons  with  chronic  liver  dis- 
ease; Native  Americans;  persons  who  use 
street  drugs;  men  who  have  sex  with  men; 
and  persons  who  travel  to  developing 
countries  where  hepatitis  A is  prevalent. 
The  vaccine  is  very  safe  and  effective. 

Due  to  the  cases  of  acute  liver  fail- 
ure, OSDH  has  notified  the  public  in  the 
epidemic  area  that  persons  with  chron- 
ic liver  disease  are  at  increased  risk  of 
severe  disease  if  they  contract  hepatitis 
A and  recommends  that  they  consult  their 
physician  about  receiving  Havrix. 

Questions  should  be  directed  to  Mike 
Crutcher,  MD,  state  epidemiologist,  at 
405-271-3266.  ij 


Announcing  the  1996 
Mark  R.  Johnson  Competition 
“Excellence  in  Medical  Writing” 

A $500  cash  award  will  be  presented  to  the  medical  student  or  resident  at 
the  University  of  Oklahoma  College  of  Medicine  (Oklahoma  City  or  fiilsa 
campus)  who,  by  December  31,  19%,  submits  the  best  scientific  paper  or 
opinion  piece  for  publication  in  the  JOURNAL. 

Entries  will  be  judged  by  the  JouRNAl.’s  Editorial  Board  at  its  annual 
meeting  in  March  1997  and  the  winner,  if  any,  will  be  announced  at  the  An- 
nual Meeting  of  the  OSMA  House  of  Delegates  in  April  1997.  All  decisions  of 
the  Editorial  Board  will  be  final. 

The  student  or  resident  submitting  the  paper  need  not  be  the  sole  author, 
but  must  be  the  lead  author  and  must  have  done  the  majority  of  the  writing. 
Entries  in  the  competition  should  be  clearly  labeled  as  such  when  submitted. 

Entries  shoukl  be  mailed  to:  Mark  R.  Johnson  Competition.  O.SMA  JOUR- 
NAL, 601  Northwest  Expressway,  Oklahoma  City.  OK  731 18.  For  additional 
information,  call  (40.5)  843-9571  or  1-800-522-9452. 
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CAPSULES 


IN  MEMORIAM 


■ Susan  M.  Edwards,  Ml).  Oklahoma  City,  has  been  named 
vice-president  of  Medical  AlTairs  for  St.  Anthony  Hospital. 
Dr.  Edwards  is  a board  certified  radiologist  witli  twelve  years 
of  experience  and  in  addition  to  her  private  practice  she  is  a 
staff  radiologist  and  section  head  of  ultrasound  and  mam- 
mography. She  was  instrumental  in  establishing  a new  MRl 
center  at  the  hospital  and  in  expanding  ultrasound  and  mam- 
mography ser\  ices. 

■ Woodward  native  Ryan  Peters,  a second-year  medical  stu- 
dent in  Oklahoma  City,  has  been  diagno.sed  as  having  meta- 
static cancer.  Ryan  is  supporting  his  wife,  Ca.sey,  and  two 
children  through  his  student  financial  aid.  However,  because 
he  is  now  unable  to  attend  class,  those  funds  w ill  be  cut  off. 
The  Oklahoma  Academy  of  Eamily  Physicians  has  set  up  a 
fund  to  help  the  Peters  family  with  medical  and  living  ex- 
penses. To  contribute,  mark  your  donation  for  Ryan  Peters 
and  send  it  to  The  Family  Health  Foundation  of  Oklahoma. 
4301  NW  63rd.  Suite  304,  Oklahoma  City,  OK  731 16.  Do- 
nations are  tax  deductible. 

■ Tretinoin,  a vitamin  A topical  agent  used  to  treat  acne,  may 

have  caused  depression,  slurred  speech,  and  unsteadiness  in 
a patient  with  hepatitis  C.  reports  the  January  15  Annals  of 
Internal  Medicine  Tip  Sheet.  Symptoms  abated  when  the  patient 
stopped  applying  the  tretinoin  and  returned  when  she  resumed 
use  of  the  acne  medication.  Tretinoin  used  topically  has  not 
been  connected  with  neurologic  complications,  although  large 
doses  of  oral  vitamin  A are  know  n to  be  toxic.  j 


IN  TRIBUTE 


Harold  Gordon  Muchmore,  MD 

March  8,  1920-  November  17,  1995 

Presented  at  Chapel  Hill  United  Methodist  Church 
Oklahoma  City,  OK 

I Donna  and  family,  1 wish  to  thank  you  for  inviting  me  to  say 
a few  words  about  my  friend  Harold. 

I also  wish  to  thank  the  staff  at  University  Hospital  for  the 
I care  they  provided  Harold,  and  particularly  Dr.  Douglas  Fine, 
( whose  devotion  helped  make  these  last  weeks  easier  for  Harold, 
I his  family,  and  his  friends. 

Harold  and  I have  known  each  other  since  1944.  He  was 
a medical  student  and  I an  intern  at  the  University  of  Oklaho- 
ma Hospitals,  assigned  to  the  same  ward.  The  first  patient  we 
' cared  for  together  was  Mr.  G.R.  He  had  nonalcoholic  cirrho- 
sis with  a large  nodular  liver.  We  saw  no  need  for  a liver  bi- 
opsy but  were  overruled.  The  procedure  in  those  days  required 
a general  anesthetic.  Mr.  G.R.  died  during  the  operation.  Harold 


1995 

Clifford  Jennings  Blair.  MD February  10 

John  Richard  Danstrom,  MD March  5 

Elmer  William  Taylor,  MD March  3 

Othal  Blair  Cunnyngham,  MD March  14 

George  S.  Bozalis,  MD March  21 

William  Gerald  Rogers.  MD March  21 

Charles  Wesley  Letcher,  MD March  26 

John  Frederick  Bolene,  MD March  27 

John  B.  Miles,  MD March  31 

Elvus  Jene  Allgood,  MD May  6 

Wiley  T.  McCollum,  MD May  13 

Gerald  Leon  Honick,  MD May  24 

William  G.  Husband,  Jr.,  MD May  25 

Henry  Washington  Harris,  MD June  2 

Joan  Ka/.anjian  Leavitt.  MD June  13 

Lucien  Michael  Pascucci.  MD July  2 

Glen  M.  Floyd,  MD July  8 

Marvin  Homer  Hird,  MD July  18 

Yale  Eugene  Parkhurst.  MD July  27 

Joe  Leslie  Drier.  MD August  25 

William  Earl  Van  Pelt.  MD August  26 

William  Martin  Benzing,  Jr.,  MD September  2 

Thomas  Lee  Moffeit,  MD September  19 

Avery  Bruce  Wight,  MD September  21 

George  Burley  Gathers,  Jr..  MD October  2 

Malcolm  Millison,  MD October  8 

Ralph  William  Murphy,  MD October  13 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel.  MD October  31 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody.  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard,  MD December  24 

1996 

Gerald  LeRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 


OSMA  Physician 
Recovery  Program 
405-360-4535 
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Moorman  tribute  (eoniinucd) 


and  1 talked  to  the  family  and  then  to  each  other.  Mr.  G.R. 
was  the  first  patient  of  Harold’s  who  died.  We  cried. 

Harold  was  particularly  known  as  a consultant  for  patients 
with  fungus  disease,  tuberculosis,  and  other  respiratory  in- 
fections. You  in  Oklahoma  know  that  in  his  years  in  Minne- 
sota, physicians  including  the  infectious  disease  staff  in 
Medicine  and  Pediatrics  called  on  him  to  see  patients  at  both 
county  hospitals,  the  VA  hospital,  the  University  Hospital, 
and  several  private  hospitals.  Donna  and  family,  that  is  what 
he  was  doing  many  evenings  when  you  waited  for  him  for 
dinner. 

We  worked  together  and  joked  together.  I once  told  him 
the  only  reason  we  needed  an  infectious  disease  consultant  is 
to  find  out  “what  is  the  antibiotic  of  the  week.”  Last  week  I 
talked  to  him  and  told  him  I was  going  to  a lecture  on  tuber- 
culosis. His  reply  was,  “Good,  maybe  you’ll  finally  get  it  right.” 

Harold  was  not  only  a physician,  he  was  a scientist.  He 
was  in  the  first  group  selected  as  VA  clinical  investigators. 
His  work  on  the  treatment  of  tuberculosis,  diagnosis  of  his- 
toplasmosis, toxicity  of  amphotericin-B,  and  epidemiology 
of  cryptococcus  was  notable.  Even  more  outstanding  was  his 
research  at  the  South  Pole  on  the  response  to  infections  and 
immunologic  changes  in  a small  group  of  people  isolated  for 
a prolonged  period.  This  work  gained  international  attention. 
This  work  has  implications  for  prolonged  space  flight.  It  was 
published  in  Nature,  the  most  difficult  and  prestigious  scien- 
tific journal  in  which  to  have  an  article  accepted.  As  a result 
of  this  work,  Harold  was  elected  to  membership  in  the  Ex- 
plorer Society.  Donna  was  the  first  woman  to  work  at  the  South 
Pole  and  is  also  a member  of  that  elite  Explorer  Society. 

Harold  was  a physician  and  scientist,  but  in  his  heart  pri- 
marily a teacher — an  enthusiastic  teacher.  One  time  on  the 
tuberculosis  ward  (5N)  at  the  VA  Hospital,  he  began  rounds 
at  midmoming.  Rounds  continued  into  the  afternoon,  with 
one  break  for  a sandwich,  with  Harold  still  continuing  the 
discussion.  The  next  day  I saw  the  resident  and  asked  him 
how  rounds  were  the  previous  day.  He  replied,  “Long,  very 
long,”  and  then  added,  “but  exciting  and  informative — ^just 
great,  just  great!”  One  day  at  chest  conference  Harold  was  at 
the  blackboard  explaining  how  the  tubercle  bacillus  attacks 
the  patient.  The  case  being  discussed  had  become  drug  resis- 
tant. He  became  more  and  more  animated  as  he  talked  about 
the  tubercle  bacillus.  Finally  a student  asked,  “Dr.  Muchmore, 
whose  side  are  you  on  the  tubercle  bacillus  or  this  patient’s?” 
1 larold  joined  in  the  laughter  and  then  explained  how  knowl- 
edge of  drug-resistant  bacteria  would  help  the  patient. 

1 le  avoided  committees  whenever  possible  and  would  never 
serve  on  a curriculum  committee.  He  only  asked  that  their 
tinkering  not  interfere  with  time  teachers  spent  with  students — 
preferably  one  to  one.  At  that  he  excelled. 

I once  found  a topic  about  which  1 knew  more  than  I larold. 
'fhat  was  loons.  One  week  later  he  again  was  ahead  of  me. 
fhat  began  four  decades  of  loon  watching  together.  The  equip- 
ment we  u.sed  was  simple  a chair  and  a cool  beer.  No  com- 


plex high  tech  equipment  such  as  binoculars.  The  places  varied: 
Big  Birch  Lake  in  Minnesota,  a pond  in  a suburb  of  St.  Paul, 
the  Guadalupe  River  in  Texas.  Donna  and  Dee  worried  a lit- 
tle when  we  watched  for  loons  with  no  water  nearby.  We  dis- 
cussed patients  we  had  seen,  research,  medical  literature  and 
other  literature,  and  read  poetry.  Harold  understood  the  need 
for  physicians  to  be  well  informed,  to  understand  or  try  to 
understand  the  human  condition. 

From  Shakespeare  there  is  a line  I have  quoted  often.  In 
1415,  Henry  V rallied  his  troops  before  the  battle  of  Agin- 
court.  He  said,  “We  few,  we  band  of  brothers.”  Several  times 
when  our  small  group  battled  hospital  administrators  or  pol- 
iticians to  improve  patient  care,  I have  used  that  phrase.  Harold 
was  one  of  that  “band  of  brothers.”  I had  three  sisters  and  no 
brothers.  Harold  became  the  brother  1 never  had,  a part  of 
our  family. 

One  time  I found  Harold  stumped.  Five  years  ago  a group 
was  having  dinner  at  our  home.  One  used  the  phrase,  “It  is 
better  to  light  a candle  than  to  curse  the  darkness.”  Another 
asked,  “I  wonder  where  that  originated?”  No  one  knew,  in- 
cluding an  English  professor  and  an  author.  We  searched  a 
Bible  index,  a Shakespeare  index,  and  a Bartlett’s  Familiar 
Quotations  which  Harold  had  given  me.  Still  no  answer.  I 
telephoned  my  Uncle  Phil.  He  quoted  Milton’s  “Sonnets  on 
His  Blindness.”  Still  no  answer.  I told  the  group,  “Next  week 
I will  see  a friend.  Dr.  Muchmore,  at  the  Central  Society  for 
Clinical  Research  Meeting  in  Chicago  and  that  1 am  certain 
he  will  know.”  At  the  reception  at  the  Drake  Hotel  in  Chica- 
go I saw  Harold.  He  didn’t  know!  He  didn’t  know!  1 was  amazed. 

The  next  morning  Harold  was  not  at  the  meeting.  At  noon 
I saw  him  with  a big  smile.  He  had  spent  the  morning  at  the 
Chicago  Public  Library  and  had  the  answer — it  is  the  motto 
of  the  Christopher  Society  and  was  paraphrased  at  Eleanor 
Roosevelt’s  funeral  by  Adlai  Stevenson,  who  said,  “She  would 
rather  light  a candle  than  curse  the  darkness.” 

In  this  life  Harold  lit  many  candles.  He  lit  candles  for  pa- 
tients by  tender  care  when  they  had  devastating  diseases.  He 
lit  candles  when  he  discovered  information  that  led  to  better 
patient  care.  He  lit  candles  for  students  when  his  enthusiasm 
encouraged  them  to  learn  and  understand.  He  lit  candles  for 
his  family  and  all  of  us  by  his  approach  to  life  and  death. 

Goodbye,  good  friend.  Goodbye,  my  brother. 

James  F.  Hammarsten.  MD 
Grey  Eagle.  Minn. 


DEATHS 


Gerald  LeRoy  Beasley,  Jr.,  MD 
1926- 1996 

Gerald  L.  Beasley,  MD,  a Life  Member  of  the  OSMA  since 
1 99 1 , died  .lanuary  4 at  his  home  in  Duncan.  Dr.  Beasley  was 
born  and  raised  in  Tulsa.  When  he  reached  age  1 8,  he  enlist- 
ed in  the  Army  Air  Corps  and  served  until  the  end  of  World 
War  II.  When  he  returned  after  the  war,  he  completed  his  under 
graduate  education  before  moving  to  Oklahoma  City  and 
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earning  a medical  degree  at  the  University  of  Oklahoma  in 
1^53.  He  completed  his  internship  and  residency  in  Oklaho- 
ma City  and  then  opened  a general  practice.  Six  years  later 
he  moved  to  Duncan,  where  he  practiced  medicine  until  his 
retirement  in  1991. 

John  Russell  Hubbard 
1910- 1995 

OSMA  Life  Member  John  R.  Hubbard,  MD,  of  Oklahoma  City, 
died  December  24,  1993.  He  was  a retired  general  practitio- 
ner. Dr.  Hubbard  was  born  in  Laharpe,  Kans.,  and  graduated 
from  Hahnemann  Medical  College  in  Philadelphia  in  1938. 
He  completed  an  internship  in  Tulsa,  and  started  a private 
practice  in  Oklahoma  City  in  1939.  From  1940  to  1945  he 
served  in  the  U.S.  Army,  including  20  months  overseas,  and 
attained  the  rank  of  lieutenant  colonel.  He  resumed  his  prac- 
tice in  Oklahoma  City  after  the  war. 

Emanuel  Nathan  Lubin,  MD 
1918- 1996 

Emanuel  N.  “Manny”  Lubin,  MD,  a retired  Tulsa  urologist, 
died  January  11,  1996.  Born  in  Penns  Grove,  N.J.,  he  earned 
his  medical  degree  at  the  State  University  of  Iowa,  Iowa  City, 
in  1943.  He  completed  an  internship  in  Des  Moines  and  a 
residency  in  Philadelphia.  He  established  his  private  practice 
inTulsain  1948  and  in  1975  was  president  of  the  Tulsa  County 
Medical  Society.  He  was  also  a past  president  of  the  Oklaho- 
ma State  Urological  Society  and  Tulsa  Surgical  Society.  He 
served  as  a Tulsa  delegate  to  the  OSMA.  Dr.  Lubin  was  a clin- 
ical professor  at  the  University  of  Oklahoma  College  of 
Medicine  for  more  than  20  years  and  served  as  vice-chair- 
man of  the  Urology  Department.  In  1986  he  was  named  Tul- 
sa Doctor  of  the  Year. 


Ethan  Allen  Walker,  Jr.,  MD 
1919- 1995 

OSMA  Life  Member  Ethan  A.  Walker,  Jr.,  MD,  died  Decem- 
ber 8,  1995.  He  was  a 1943  graduate  of  the  University  of 
Oklahoma  School  of  Medicine  and  completed  his  internship 
and  residency  in  otorhinolaryngology  and  ophthalmology  while 
.serving  in  the  U.S.  Navy  and  at  V.A.  and  University  hospitals 
in  Oklahoma  City.  He  practiced  at  the  Oklahoma  City  Clinic 
and  was  a clinical  profes.sor  in  the  Department  of  Otorhino- 
laryngology at  the  University  of  Oklahoma  Health  Sciences 
Center,  retiring  in  1980.  He  then  practiced  in  Saudi  Arabia 
until  fully  retiring  at  age  65.  He  died  at  his  home  in  Nova 
Scotia.  Those  wishing  to  contribute  to  a memorial  lecture- 
ship in  Dr.  Walker’s  memory  may  .send  memorials  to:  E.A. 
Walker,  Jr.,  MD,  Memorial  Lectureship,  c/o  Jesus  Medina, 
MD,  Chairman,  Department  of  Otorhinolaryngology,  P.O.  Box 
26901, 3SP  410,  Oklahoma  City,  OK  73190. 

Kerri  Dianne  Williams,  MD 
1953  - 1996 

Kerri  Dianne  Williams,  MD,  Oklahoma  City  ophthalmolo- 
gist, died  January  9,  1996.  After  earning  an  undergraduate 
degree  in  biological  science  in  1975  and  working  as  a regis- 
tered medical  technologist,  she  entered  the  OU  College  of 
Medicine  in  1982.  She  graduated  in  1986,  completed  her 
residency  at  the  College  of  Medicine  and  the  Dean  A.  Mc- 
Gee Eye  Institute.  She  opened  a private  practice  in  1989  and 
was  appointed  to  the  clinical  faculty  of  the  University  of 
Oklahoma  Ophthalmology  in  1991.  In  1995  she  joined  the 
staff  of  the  McGee  Eye  Institute.  Memorial  donations  may 
be  sent  to  the  Oklahoma  State  Medical  Association,  c/o  Dr. 
Kerri  D.  Williams  Memorial  Fund,  601  Northwest  Express- 
way, Oklahoma  City,  OK  73118.  rji 


CLASSIFIEDS 


Classified  ads  are  50c  a word,  with  a minimum  of  $25  per  ad.  A word  is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned  upon 
request  and  will  add  6 words  to  the  total.  Payment  must  accompany  all  submissions.  Orders  will  NOT  be  accepted  via  telephone  or  fax.  Mail  ad  with  payment 
to  OSMA  Journal.  601  Northwest  Expressway,  Oklahoma  City,  OK  73118.  Deadline  is  the  first  of  the  month  preceding  the  month  of  publication. 


Physicians  Wanted 


' PRIMARY  CARE  PHYSICIANS:  JUST  STARTING  OUT?  SEEKING  A 
I CHANGE?  INTERESTED  IN  EXTRA  INCOME?  Numerous  Oklahoma 
1 ER  & Clinic  opportunities  available.  Residents  are  welcome  to  apply.  BCLS 

I & ACTS  required.  Flexible  schedules.  Malpractice  coverage  available.  For 
, specific  locations  and  information,  contact:  ANNASH  AE  CORPORATION, 

I Healthcare  Management  & Staffing;  1-800-245-2662. 

I 

GASTROENTEROLOGIST,  ORTHOPEDIC  SURGEON,  2 FAMILY 
PRACTICE  PHYSICIANS,  and  2 INTERNAL  MEDICINE  PHYSICIANS 
. needed  for  Southern  Plains  Medical  Center,  35  physician  multispecialty 
group.  Located  35  miles  southwest  of  Oklahoma  City  on  Interstate  44, 
I family  oriented  college  community  of  15.000  with  service  area  of  1 10,000 
:i  population.  1 56  bed  hospital  next  door.  Guarantee  first  year,  pension-prof- 
j'  it  sharing,  malpractice,  CME,  relocation  paid.  4-year  university,  excellent 
I public  schools,  hunting,  fishing,  water  sports.  Contact  Jeanie  Bledsoe, 
Southern  Plains  Medical  Center,  P.O.  Box  1069,  Chickasha,  OK  73023. 
'I  Phone  405-222-9583  or  405-224-5507. 

i 


PRIMARY  CARE  PHYSICIAN.  Opportunity  available  in  Oklahoma  City 
area  for  FP  in  a walk-in  ambulatory  care  clinic  with  X-ray  and  Lab  facil- 
ities. Competitive  salary  plus  incentive.  Benefit  package  includes  paid 
malpractice.  Contact  Darla  at  (405)  271-7310. 


For  Sale  or  Lea.se 


For  lease  in  Tulsa  3,000  square  feet  (two  offices)  available.  Third  office 
occupied  by  Plastic  Surgeon.  Located  near  Saint  Francis  Hospital.  Ample 
parking.  (918)  492-3964. 


FOR  SALE  by  owner:  Office  suite  in  Edmond  Regional  Medical  Building, 
adjacent  to  Edmond  Regional  Medical  Center,  corner  of  Second  and  Bry- 
ant. 1318  sq.  ft.  Close  to  both  1-35  and  Broadway  Ext.  Covered  parking. 
Terms  very  reasonable.  Call  today!  (405)  359-8005. 


Support  the  advertisers  who  support  your  Journal! 
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Program  Committee: 

Nazih  Zuhdi,  M.D. 

Chairman 

Eliezer  Katz,  M.D. 
Program  Director 


Bakr  Noiir,  M.D. 
Ramon  Torres-Pinedo,  M.D. 
Anthony  Sebastian,  M.D. 
Nathan  Kidsky,  M.D. 
Harlan  Wright,  M.D. 
Barbara  Kerwin,  D.O. 
Robert  McFadden,  M.D. 
Bart  [.  Borsky,  M.D. 
Ahmet  Gnrakar,  M.D. 
Brad  Gawey,  M.D. 
Robert  A.  Rankin,  M.D. 
Pam  Reynolds,  R.N.,  M.S.N. 
Johnny  Ciriggs,  M.D. 
Peggy  Kraft,  R.N.,  B.S.N. 
Beth  Slentz,  M.S.W.,  L.G.S.W. 


Oklahoma 

Transplantation 

Institute 

Abdominal  Organ 
Transplantation  Section 


Liver 

Transplantation 

Three-Year  Experience 
OE  Serving  Oklahoma 

Friday,  March  8,  1996 

Program  Announcement 

Place:  Integris  Baptist  Medical  Center 
Raymond  A.  Young  Conference 
Center  Auditorium 
Time:  11:30  a. m. -5:30  p.m. 

No  registration  fee  required. 

For  information  and  registration,  please  call 
405-949-3550  or  1-800-991-3349 
FAX:  904-945-5844 

Integris  logo 

/ki/)tisl  Medical  Center 

Oklahoma  City,  Oklahoma 


Department  of  Orthopedics 
“Stephen  Tkach,  M.D.,  F.A.C.S. 
“Joseph  F.  Messenbaugh,  III,  M.D.,  F.A.C.S. 
“J.  Patrick  Evans,  M.D.,  F.A.C.S. 
“Edwin  E.  Rice,  M.D.,  F.A.C.S. 
“Warren  G.  Low,  M.D.,  F.A.C.S. 
“Thomas  C.  Howard,  M.D.,  F.A.C.S. 

“David  L.  Holden,  M.D.,  F.A.C.S. 
“Brock  E.  Schnebel,  M.D.,  F.A.C.S. 
“Thomas  P.  Janssen,  M.D. 

“Thomas  K.  Tkach,  M.D. 

Department  of  Arthritis 
John  A.  Blaschke,  M.D. 

“Mary  L.  Duffy  Honick,  M.D. 

“Jon  W.  Blaschke,  M.D. 

“Larry  G.  Willis,  M.D.,  F.A.C.R. 

“R.  Eugene  Arthur,  M.D.,  F.A.C.R. 
“Robert  F.  Hynd,  M.D.,  F.A.C.R. 
“Robert  L.  McArthur,  M.D.,  F.A.C.R. 
“Mark  A.  Hulsey,  M.D.,  F.A  C R. 

Department  of  Occupational  Health 
Richard  J.  Hess,  M.D.,  F.A.C.P. 
552-9447  or  FAX  552-9391 

“Specialty  Board  Diplomates 


1111  N.  Dewey  Norman 

232-0341  900  N.  Porter,  Suite  1 400 

Appointments  552-9270  360-9390 


McBride  Clinic,  Inc. 

Orthopedic  & Arthritis  Center 


• Specializing  in  the  back  and  neck;  fractures  and  fracture 
complications;  shoulder  and  knee  disorders;  hip  disease; 
foot  problems;  sports  medicine;  occupational  medicine;  up- 
per extremity  surgery;  total  joint  replacement;  arthroscopic 
surgery;  and  pediatric  orthopedics. 

• Rheumatologists  treat  disorders  of  the  joints,  muscles  and 
bones  in  children  and  adults.  Arthritis  education  and  pain 
control  are  major  areas  of  emphasis. 

• The  McBride  Clinic  Bone  Bank  is  one  of  42  accredited  in 
the  U.S.,and  the  only  hospital-based  bone  bank  in  Oklahoma. 

• McBride  Clinic  physicians  comprise  the  majority  of  the  medi- 
cal staff  of  Bone  & Joint  Hospital. 

Bone  & Joint  Hospital 
One  of  U.S.  News  & World  Report’s 
“America’s  Best  Hospitals” 

St.  Anthony  Professional  Bldg.  Northwest 

608  N.W.  9th  St.,  Suite  2000  3435  N.W.  56th,  Suite  208 

272-7249  945-4248 


/ 


\ 


Oklahoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 

Kenneth  A.  Hieke,  M.D. 

Robert  S.  Unsell,  M.D. 

(405)945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 


/ 
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ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 


1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 


ORTHOPAEDIC  SURGERY 
SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 


HOUSHANG  SERADGE,  MD,  FIGS** 
MEHDI  N.  ADHAM,  MD,  FACS* 
WINFRED  PARKER,  PA 


SPORTS  MEDICINE 


“Diplomate:  American  Board  of  Orthopaedic  Surgery, 
Certified:  OrthopaedicSurgery,  Hand  Surgery 
Fellow:  AAOS,  ASSH,  AAHS 


* Board  certified  Plastic  Surgery 
Member:  American  Society  Of 
Plastic  8i  Reconstructive  Surgeons 


Em  Shawnee  Medical  Center  Clinic, 

B 2801  N.  Saratoga  / Post  Office  Box  849 
Shawnee,  Oklahoma,  74801 
Phone:  (405)  273-5801  • FAX:  (405)  273-2632 


Allergy 

Wallace  R.  Pratt,  m.d.,  ph.d. 

Aviation  Medicine 
D.A.  Mace,  m.d. 

Dermatology 
Basheer  a.  Badiei,  m.d. 

General  Surgery 
Frank  Howard,  m.d. 

Glen  R.  Hanson,  m.d. 

Industrial  Medicine 
A.H.  Shi,  m.d. 

Infectious  Disease 
William  A.  Chapman,  m.d. 

Neonatology 

R.K.  Mohan,  m.d. 


Internal  Medicine 
Stephen  L.  Banks,  m.d. 
Michael  W.  Butcher,  m.d. 
Merle  L.  Davis,  m.d. 
Larry  D.  Fetzer,  m.d. 
Eldon  V.  Gibson,  m.d. 
David  Holland,  Jr.,  m.d. 
Jerry  Brad  Jarrell,  m.d 
D.A.  Mace,  m.d. 

S.P.  Shetty,  m.d. 

A.H.  Shi,  m.d 

Obstetrics.  Gynecology 
Cynthia  A.  Alsup,  m.d. 
Richard  E.  Jones,  m.d. 
Stephen  E.  Trotter,  m.d. 

Ophthalmology 
David  K.  Linn,  m.d.,  ph.d. 

Optometry 

W.  Clay  McLaughlin,  o.d. 


Orthopedic  Surgery 

T.A.  Balan,  m.d.,  f.a.a.o.s. 

R. M.  Kamath,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

S. M.  Waingankar,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

Otorhinolaryngology 
Shrikant  Rishi,  m.d.,  m.s.,  f.a.c.s. 

Pediatrics 

William  A.  Chapman,  m.d. 
Debra  Katcher,  m.d. 

R.  K.  Mohan,  m.d. 

Kanwal  Obhrai,  M.d. 

Urology 

D.  Glen  Coles,  m.d. 

Pathology  Consultant 

S. N.  Levi  Jones,  m.d. 


Inc. 


Radiology  Consultants 
William  Phillips,  m.d. 
Robert  G.  Wilson,  m.d. 
Cranfill  K.  Wisdom,  m.d. 

Ancillary 
SMCC  Radiology 
SMCC  Laboratory 
SMCC  Physical  Therapy 
SMCC  Ultrasound 

Administrator 
Lee  Michael  Hilka 

Shawnee  AM+PM  Clinic 
1501  Airport  Dr. 

(405)  275-4931 

Chandler  Medical  Center 
414  Manvel  Avenue 
(405)  258-0650 


SOUTHERN  PLAINS  MEDICAL  CENTER  P.C. 

JU 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

A ACCREDITED  — 

ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

FAMILY  PRACTICE 

OBSTETRICS  AND 

ANESTHESIOLOGY 

RADIOLOGY 

NEUROSURGERY 

222-9550 

GYNECOLOGY 

222-9520 

224-8111 

(Part-time) 

J W McDoniel.  M O 

222-9550 

Gideon  Lau.  M D 

T J Williams.  M 0 

222-9520 

J O Wood.  Jr . M D 

Alan  J Weedn.  M D 

M M Vaidya.  M D 

R E Woosley.  M D 

Ernest  W Archer.  M D 

Kenneth  Priest,  M D 

SPEECH  PATHOLOGY 

Stepen  Cagle.  M D 

INTERNAL  MEDICINE 

222-9540 

222-9510 

GYNECOLOGY 

QUICKCARE  AND 

Collette  Elhs,  M Ed  . C C.C 

ONCOLOGY  (Part-time) 

D L Slehr.  M D 

222-9550 

OCCUPATIONAL  MEDICINE 

Debrah  A Morris,  M S . C C C 

222-9560 

Don  R Hess.  M D 

Nancy  W Dever.  M 0 

222-9560 

Kaysi  Edmonds,  M Ed  , C.F  Y 

R G.  Ganick.  M D 

R L.  Jenkins.  M D 

C R Gibson.  M D 

L M Bowen.  M D 

RC  Talley.  M D 

THORACIC  & VASCULAR 

D F Haslam.  M D 

DERMATOLOGY 

Thomas  W Essex.  D O 

SURGERY 

222-9530 

ANCILLARY  SERVICES 

H Sian  Wood.  D O 

222-9560 

UROLOGY 

Linda  A Reinhardt.  M 0 

224-8111 

Ralph  Kauley.  P A 

Jim  G Melton.  D 0 

222-9520 

• Ambulatory  Surgery 

Joseph  M McClintock.  M 0. 

ALLERGY 

• Laboratory 

CARDIOLOGY 

GENERAL  & VASCULAR 

222-9570 

• Radiology 

222-9510 

SURGERY 

ORTHOPEDIC  SURGERY 

R E Herndon.  M D 

Ultrasound 

Joe  T Bledsoe.  M D 

222-9560 

222-9520 

Mammography 

Linda  M Johnson.  M D 

J E Winslow,  Jr , M D 

PHYSICAL  MEDICINE 

Magnetic  Resonance 

GASTROENTEROLOGY 

Virginia  L Harr.  M D 

Robert  C Lesher.  M D 

& REHABILITATION 

Imaging  (MRI) 

222-9510 

John  T Gregg.  M D 

222-9520 

• EKG/Stress  Testing 

C.K  Su.  M D 

Jim  G Melton.  D O 

OTORHINOLARYNGOLOGY 

K M Vaidya.  M D 

• Physical  Therapy 

John  Hurd.  P A -C 

Gregg  S Govett.  M 0 

• Chemotherapy 

PEDIATRICS 

PSYCHOLOGY/COUNSELOR 

222-9500 

OPHTHALMOLOGY 

PSYCHIATRY 

222-9540 

ADMINISTRATION 

E Ron  Orr.  M D 

222-9530 

222-9560 

J M Ross.  Ph  D 

224-8111 

J E.  Freed.  M D 

John  R Gearhart.  M D 

Boyd  K Lester 

Jane  Ross.  M Ed  . L P C 

Daniel  N Vaughan 

Pilar  Escobar.  M D 

David  L Ward 

Fernando  A Fernandez.  M D 

Pamela  J.  Nix 

EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 

AMBULATORY  SURGERY  (SAME  DAY  IN  — 

OUT  SURGERY) 

MAIN  CLINIC- 

- 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 

If  No  Answer  Call  224-2300 

Call  Toll  Free  For  An  Appointment  1-800-522-3966 

Specializing  in  the  diagnosis  and  treatment 

Qi. 

of  asthma  and  other  allergic  diseases  in 

adults  and  children. 

Ti  rl 

4*  Founded  1925  4-  ^ 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

CENTRAL  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  1 3th  Street 

Lyle  W.  Burroughs,  MDf° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDt* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  f* 

(405)  235-0040 

Warren  V.  Filley,  MD,  t* 

MERCY  OFFICE 

James  R.  Claflin,  MDt° 
Patricia  1.  Overhulser,  MDf° 

The  Plaza  Physicians  Building 

Dean  A.  Atkinson,  MDt* 

4140  W.  Memorial  Road.  Suite  115 

Oklahoma  City,  Oklahoma 

Senior  Consultant: 

(405)  235-0040 

George  L.  Winn,  MDt 

SOUTH  OFFICE 
Southwest  Medical  Tower 
1044  S.W,  44th  St.,  Suite  210 

Oklahoma  City,  Oklahoma 

t Diplomate  American  Board  of  Allergy  and  Immunology 

(405)  235-0040 

■ Diplomate  American  Board  of  Internal  Medicine ' 

° Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Executive  Director: 

Norman,  Oklahoma 

G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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PROFESSIONAL  DIRECTORY 


ALLERGY 


GYNECOLOGIC  ONCOLOGY 


JAMES  A.  MURRAY,  MD,  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J.  SMITH,  MD,  FACOG,  FACS 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

71 1 Stanton  L.  Young  Blvd.  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


Deaconess  Medical  Offices 

NORTHWEST  ALLERGY  CLINIC,  INC. 

John  L.  Davis,  M.D. 

5701  N.  Portland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC,  INC. 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 

Robert  S.  Ellis,  MD  t’  Warren  V.  Filley,  MDf 

Lyle  W Burroughs,  MDf°  James  R.  Claflin,  MDf° 

Charles  D.  Haunschild,  MDt°  Patricia  I.  Overhulser,  MCt' 

James  H.  Wells,  MDt'  Dean  A.  Atkinson.  MDt' 

John  R.  Bozalis,  MDf 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 

T.V.  VENKATA  RAMAN.  MD.  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 

Classen  Professional  Bldg.  M.D.  Medical  Tower 

1110  N.  Classen  Blvd.,  #200  8121  National  Ave.,  #401 

Oklahoma  City,  OK  731 06  Midwest  City,  OK  731 10 

(405)  235-8229  (405)  733-9987 


OPHTHALMOLOGY 


JAMES  B.  MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 


Senior  Counsultant:  George  L.  Winn,  MDt 


tDiplomate  American  Board  of  Allergy  and  Immunology 
'Diplomate  American  Board  of  Internal  Medicine 
‘“Diplomate  American  Board  of  Pediatrics 


Southwest 

Central  Office;  Medical  Tower 

750  NE  1 3th  St.  1 044  SW  44th  St. 

Okla  City,  OK  73104  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 
Physicians  Building 
4140  W Memorial  Road 
Suite  115 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1 th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


CARDIOVASCULAR 


Galen  P,  Robbins,  MD 
William  S.  Myers,  MD 
William  J.  Fors,  MD 
Charles  F Bethea,  MD 
Fred  E.  Lybrand,  MD 


CARDIOVASCULAR  CLINIC 
Mel  Clark,  MD 
Jerome  L.  Anderson,  MD 
Santosh  T.  Prabhu,  MD 


Richard  T.  Lane,  MD 
Gary  L.  Worcester,  MD 
Jerry  L,  Rhodes,  MD 
Steven  J.  Reiter,  MD 
Matt  Wong,  MD 


OKLAHOMA  CITY  ORTHOPAEDICS.  P.C. 
Baptist  Medical  Center  - South  Building 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 


S.  Fulton  Tompkins,  MD,  DABOS 


John  F.  Tompkins,  MD,  DABOS 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty.  Stents,  and  Atherectomy 
Diagnostic  Stress  Testing  — Treadmill,  Echo,  and  Nuclear  Imaging 
Electrophysiology,  Pacemaker,  AlCD,  Diagnostic  Vascular  Lab 

BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla.  City,  Okla.  73112  • 947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W.  Memorial  Rd..  Suite  613,  Okla.  City,  Okla.  73120  • 947-3341 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


SKIN  & SKIN  CANCER  CENTER,  INC. 


Professional  directory  listings  are  available  to  OSMA 
members.  They  are  sold  in  vertical  increments  of  one- 
half  inch  at  the  rate  of  $60  per  half  inch  per  year. 


M Denise  Wiley,  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 


Clinic  Building  South  of  Baptisf  Hospifal 

3434  N W.  56,  Oklahoma  City  (405)  946-5678 
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OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


RADIOLOGY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH,  JR  . MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Cerlilied  - American  Board  of  Otolaryngology 
420aWest  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755- 1930 


PEDIATRIC  SURGERY 


WM  P TUNELL,  MO'  DAVID  W TUGGLE.  MD' 

P CAMERON  MANTOR  MD 

940  NE  13th  Street,  Oklahoma  City.  Oklahoma  73104 
Office  405-271 -4536  After  hours  405-523-6739  (then  enter  your  phone  no  ) 

'American  Board  of  Surgery  — Special  Qualification  in  Pediatnc  Surgery 


PSYCHIATRY 


PSYCHIATRY 

R Murali  Krishna.  M D , FAPA 
Diplomate.  American  Board  of  Psychiatry 
John  C.  Andrus,  M D . MAPA 
Diplomate.  American  Board  of  Psychiatry 
Shree  S Vinekar,  M D , FAACP 
Diplomate.  American  Board  of  Psychiatry  and  Child  Psychiatry 
Twyla  J.  Smith,  M D . Diplomate,  American  Board  of  Psychiatry 
Charles  E Smith,  M D . FAPA 
Diplomate,  American  Board  of  Psychiatry 
V.  Girijanand  Bhat.  M D . Diplomate.  American  Board  of  Psychiatry 
Bradley  Keller.  MD 
Barbara  Reaves.  M D 
CONSULTANTS 
Robert  J Outlaw,  M D , FAPA 
Diplomate,  American  Board  of  Psychiatry 
PovI  Toussieng,  M D . FAPA 

Thurman  E.  Coburn.  Ph  D . Licensed  Clinical  Psychologist 
David  Schwartz,  ACSW.  Clinical  Psychiatnc  Social  Worker 
Donna  D Smela,  ACSW.  Clinical  Psychiatric  Social  Worker 
Sally  Ray.  LCSW 
St.  Anthony  Professional  Building 
608  NW  9th,  Suite  6010 
Oklahoma  City.  OK  73102 
(405)  272-0734 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K IMES.  MD 
JOHN  E.  HUFF,  MD 
MATTHEW  J.  BRITT,  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N.W.  56th  Street,  Suite  212  (405)  947-3335 

Oklahoma  City,  Oklahoma  731 12 


George  N Barry.  Jr . MD 

Rose  C.  Gideon.  MD 

Justine  C Dautenhahn.  MD 

Robert  A Streight,  MD 

Richard  G Falk,  MD 

Eric  A Wollman,  MD 

NORMAN  RADIOLOGY  SERVICES 
Mammography  - Radiography  - Fluoroscopy  - Ultrasound 
Doctor's  Park,  500  E Robinson  #400.  Norman  73071 
405-360-2410 

Business  Office.  PO  Box  1387,  Norman  73070 
405-321  -8125  FAX  405-321-8514 
Norman  Medical  Plaza,  1125  N Porler  #100,  Norman  73071 
405-364-1071  FAX  405-329-9771 


SURGERY,  CARDIOVASCULAR  & THORACIC 


JAMES  E CHEATHAM,  JR  , M D , F A C S 
3435  NW  56th,  #900 
OKLAHOMA  CITY,  OK  731 1 2 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M RAYAN,  M D 

Diplomats  American  Board  of  Orthopaedic  Surgery 
Board  of  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity.  Hand  & Microsurgery 
3366  NW  EXPWY,  Suite  700  Oklahoma  City,  OK  731 12  (405)945-4888 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S.  BAJAJ,  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 
Certified  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic,  and  Hand  Surgery 

1110  N Classen  Blvd  . Suite  304 
Oklahoma  City,  OK  73106 
235-6671 


UROLOGY 


A de  QUEVEDO,  MD,  Inc. 

Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N.  Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 


Professional  directory  listings  are  available  to  OSMA 
members.  They  are  sold  in  vertical  increments  of  one- 
half  inch  at  the  rate  of  $60  per  half  inch  per  year. 
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Time  For  A Change? 

CONSIDER 

CUSHING  REGIONAL 
HOSPITAL! 


CRH  is  Seeking  Board  Certified/Eligible 
Physicians  in  the  Specialities  of: 

• PSYCHIATRY 

(Geriatric  Experience  Preferred) 

• UROLOGY 

(Solo  Practice) 

• PEDIATRICS 

(Group  Practice  with  4 FP,  2 IM,  Gen.  Surgeon) 

• FAMILY  PRACTICE 

(Solo  Practice) 

Employed  or  Independent 
Contractor  Basis  - Physician  Option 

Our  Facility  Offers: 

• 99-Bed  JCAHO  Accredited 

• 17-Member  Active  Medical  Staff 

• 7-Bed  Levei  III  Emergency  Room 

• New  18-Bed  Geriatric  Psych  Unit 

• Support  From  ICU,  M/S,  SNF,  Psych,  OB 

• Birthing  Suites  & C-Section  Room  in  OB 

• Experienced  Nursing  Staff 

• On-Cail  Physician  Assistance 
» Supportive  Administration 

• EMT,  Ambuiance  and  Life  Flight  Support 

For  Further  Information  Contact: 

PRISCILLA  HANCOCK, 

Physician  Recruiter 


s 


Cushing 


"your  healthcare  source..." 

Regional  cu’.°”a 

HOSpitBl  (91 8)  225-291 5 


A Service  of  Hillcrest  Healthcare  System 


OFFICERS  OF  THE 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


Larry  L.  Long,  MD,  President 

David  L.  Harper,  MD,  President-Elect 

David  M.  Selby,  MD,  Vice-President 

Carol  Blackwell  Imes,  MD,  Secretary-Treasurer 

Mary  Anne  McCaffree,  MD,  Speaker, 

House  of  Delegates 
Boyd  O.  Whitlock,  MD,  Vice-Speaker, 

House  of  Delegates 

Chester  L.  Bynum,  MD,  Chair,  Board  of  Trustees 
Robert  J.  Weedn,  MD,  Vice-Chair,  Board  of  Trustees 


INSTRUCTIONS  FOR  AUTHORS 


Contributions 

Articles  submitted  for  publication  become  the  sole  property  of  the 
Journal  and  must  not  have  been  published  elsewhere.  The  Edito- 
rial Board  reserves  the  right  to  edit  any  material  submitted.  Manu- 
scripts must  be  typewritten  or  printed  in  a standard  typeface,  dou- 
ble-spaced, and  submitted  in  quadruplicate  (original  and  three 
copies).  Pale  or  dirty  copy,  dot  matrix  fonts,  or  any  use  of  all  capital 
letters  is  not  acceptable.  In  addition,  authors  are  requested  to 
submit  their  manuscripts  on  computer  disk,  preferably  in  Word- 
Perfect (any  PC  version)  or  ASCil/.ANSl/DOS  text.  Disk  should  be 
clearly  labeled  with  the  manuscript’s  title,  author,  and  format.  The 
Journal  does  not  assume  responsibility  for  the  statements  or  opin- 
ions of  any  contributor. 

Any  material  reprinted  from  another  source  must  be  accompa- 
nied by  written  permission  from  that  source  to  use  the  material  in 
the  Journal. 

Style 

All  manuscripts  should  approximate  the  style  adopted  by  the  Amer- 
ican Medical  Association  as  illustrated  in  JAMA  and  detailed  in  the 
AMA's  Manual  of  Style.  An  abstract  of  150  words  or  less  should  ac- 
company each  paper  and  should  state  the  exact  question  considered, 
the  key  points  of  methodology  and  success  of  execution,  the  key  find- 
ings. and  the  conclusions  directly  supported  by  these  findings. 

Bylines  mily  contain  no  more  than  six  (6)  names  and  shall  include 
only  those  individuals  who  can  attest  that  they  have  contributed  to 
the  conception  and  design,  or  analysis  and  interpretation  of  data;  and 
to  drafting  the  article  or  revising  it  critically  for  important  intellectu- 
al content;  and  to  final  approval  of  the  version  to  be  published.  Other 
contributions  may  be  recognized  in  an  acknowledgment. 

References  are  to  be  listed  in  the  order  of  their  appearance  in  the 
article,  and  in  the  style  used  in  both  the  Journai.  and  in  JAM.A  (au- 
thor. title,  publication,  year,  volume  number,  pages).  Footnotes,  bib- 
liographies, and  legends  for  illustrations  should  be  on  separate  sheets. 

Illustrations 

Illustrations  other  than  the  author's  will  not  be  accepted  for  publi- 
cation unless  accompanied  by  written  permission  from  the  original 
source.  Illustrations  should  be  labeled  with  the  author’s  name  and 
must  be  numbered  in  the  order  in  w hich  they  are  referred  to  in  the 
article.  The  quality  of  all  illustrations  must  be  in  keeping  with  the 
quality  of  the  magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Transcript  Press, 
P.O.  Box  6440,  Norman.  OK  7.J()7()-644(),  with  their  galleys. 
Requests  for  reprints  must  be  made  to  the  Transcript  Press  within  .10 
days  after  publication. 
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Medical  Alliance  Month 


Medical  Alliance  Month  was  envisioned  as  a means  to  unify 
and  to  link  all  medical  alliances  across  the  nation.  The  pur- 
pose is  to  tell  “our  story”  to  the  public,  and  thus  to  enhance 
the  alliance  image  and  community  awareness  of  what  alli- 
ance members  do  to  improve  public  health  and  welfare  in 
their  communities.  The  focus  is  to  inform  the  public  about 
alliance  programs  and  to  demonstrate  how  the  medical  com- 
munity responds  to  public  needs  within  their  respective  com- 
munities via  these  alliance  volunteer  programs.  Medical  Al- 
liance Month  serves  as  recognition  of  physician  spouses’ 
contributions  to  society  by  intluencing  issues  that  matter  in 
today's  world. 


In  Oklahoma,  (iovernor  Frank  Keating  will  recognize 
Medical  Alliance  Month  with  a proclamation  and  photo  op- 
portunity at  the  State  Capitol  within  the  first  week  of  March. 
In  addition,  overtures  have  been  made  to  the  First  Lady’s  office 
for  an  appearance  at  one  of  the  alliance  events  which  supp- 
ports  local  community  health  needs.  Confirmation  of  the 
above  mentioned  public  recognition  activities  has  yet  to  be 
made. 

Questions  about  Medical  Alliance  Month  should  be  di- 
rected to  me  at  918-747-0668  or  918-747-8454. 

— Carol  Ashcraft 
Medical  Alliance  Month  Chair 
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■ Three  bills  sponsored  by  the  Oklahoma  State  Medical 

Association  have  been  introduced  in  the  Oklahoma  State  Leg- 
islature. Senators  Dave  Herbert,  D-Midwest  City,  and  Jim 
Maddox,  D-Lawton,  will  author  the  “Consumer  Choice  Act 
of  1 996.”  This  measure  would  prohibit  managed  care  organi- 
zations from  discriminating  against  otherwise  qualified  MD 
and  DO  physicians,  if  they  agreed  to  a plan’s  fee  schedule 
and  other  conditions.  The  OSMA’s  Fairness  in  Managed  Care 
Act  and  a measure  to  exempt  PLICO  from  certain  capital  re- 
quirements of  the  National  Association  of  Insurance  Com- 
missioners also  have  been  introduced.  While  .several  legisla- 
tors have  agreed  to  sponsor  these  bills,  the  names  of  specific 
authors  have  not  yet  been  determined.  The  OSMA  also  has  a 
“shell”  bill  in  place  to  deal  with  the  issue  of  pre.scribing  by 
advanced  practice  nurses. 

■ It’s  tax  time.  OSMA  members  are  reminded  that  the  per- 
centage of  their  professional  dues  used  for  lobbying  cannot 
be  deducted  from  income  taxes.  In  1995,  33%  of  ama  dues 
and  25%  of  OSMA  dues  were  used  to  lobby.  In  1996,  the  fig- 
ure for  both  is  25%. 

■ In  December,  the  Health  Care  Financing  Administra- 
tion (HCFA)  published  in  the  Federal  Register  the  final  rule 
containing  the  1996  Medicare  physician  fee  schedule.  The 
rule  announces  the  new  and  revised  relative  values  for  1996 
and  the  1 996  conversion  factor  updates.  As  in  previous  years, 
HCFA  placed  significant  value  on  the  recommendations  of  the 
American  Medical  Association/Specialty  Society  RVS  Up- 
date Committee  (RUC)  for  work-relative  values  for  140  new 
and  revised  codes  for  1996.  The  overall  level  of  acceptance 
of  the  RUC’s  recommendations  is  90%.  In  addition,  the  pro- 
posed relative  values  for  maxillofacial  prosthetic  services, 
which  were  previously  carrier  priced,  are  accepted  as  final. 
The  1 996  Medicare  Value  Performance  Standards  (MVP.S)  and 
conversion  factor  updates  are  based  on  the  default  formulas 
and  reflect  an  increase  in  the  Medicare  Economic  Index  of 
2.0%.  The  1996  conversion  factor  updates  and  conversion 
factors  are:  ( I ) surgery;  3.8%,  $40.7986;  (2)  primary  care:  - 
2.3%,  $35.4 1 37;  other:  0.4%,  $34.6293.  The  1 996  MVP.Ss  are 
-0.5%  for  surgery;  9.3%  for  primary  care;  and  0.6%  for  other 
services.  These  conversion  factors  are  expected  to  be  modi- 
fied if  and  when  Congress  and  the  President  reach  an  agree- 
ment on  the  budget. 

■ Kep.  Kay  Vaughn  (R-Kdmond)  has  introduced  two  bills 

in  the  Oklahoma  House  that  will  allow  the  state’s  cities  to 
devise  and  enforce  theirown  laws  regarding  the  use  of  tobac- 
co, particularly  by  children.  Current  Oklahoma  law  preempts 
the  right  of  communities  to  enact  laws  or  regulations  stron- 
ger than  existing  state  law.  HP  2493  would  repeal  the  exist- 
ing preemption.  Current  bill  authors,  in  addition  to  Rep. 
Vaughn,  are  a bipartisan  group.  Primary  Senate  authors  are 
Sen.  Ikl  Long  (D-Enid)  and  Sen.  Helen  Cole  (R-Moore). 


The  House  is  expected  to  pass  the  measure;  the  Senate  vote 
is  up  for  grabs.  Rep.  Vaughn  also  introduced  HB  2394.  This 
measure  would  increase  the  penalties  against  tho.se  who  sell 
tobacco  products  to  minors,  including  the  potential  to  lo.se 
their  license  to  sell  for  a certain  time. 

■ Doctor  of  the  Day  volunteers  are  still  needed  to  serve  at 

the  State  Capitol  during  February,  April,  and  May.  Volun- 
teers will  be  introduced  in  both  the  House  and  Senate  by  their 
respective  representative.  Physicians  should  bring  their  own 
prescription  pads  and  can  expect  to  see  perhaps  a dozen  pa- 
tients a day.  A Nurse  of  the  Day  will  be  present  to  as.sist.  To 
volunteer,  call  Bobby  Brown  at  the  OSMA,  405-843-9571  or 
1-800-522-9452. 

■ Several  OSMA  members  have  been  elected  to  positions 
on  the  Board  of  Directors  of  the  Oklahoma  Foundation  for 
Medical  Quality,  Inc.  (ofmq,  formerly  the  Oklahoma  Foun- 
dation for  Peer  Review).  Michael  E.  Aaron,  MD,  Weather- 
ford family  practitioner,  is  vice-chair;  Noble  L.  Ballard,  MD, 
Altus  family  practitioner,  is  secretary;  and  Jack  H.  Sommers, 
MD,  Tulsa  family  practitioner,  is  treasurer.  Serving  as  direc- 
tors will  be  Janet  G.  Rodgers,  MD,  Oklahoma  City  emergen- 
cy medicine  specialist;  William  H.  Oehlert,  MD,  Oklahoma 
City  internist;  and  James  R.  Rhymer,  MD,  Clinton  family 
practitioner. 

■ National  Poison  Prevention  Week  this  year  is  March 

1 7-23.  Physicians,  pharmacists,  nurses,  and  other  health  care 
professionals  are  encouraged  to  work  to  improve  the  public’s 
awareness  of  potential  hazards  in  the  home,  and  provide  ed- 
ucation regarding  the  management  of  poi.sonings.  Staff  mem- 
bers at  the  Oklahoma  Poison  Control  Center  will  continue 
their  program  of  live  education  programs  and  literature  dis- 
tribution. The  center  develops  poison  prevention  materials 
for  used  by  health  care  professionals  and  educators  who 
undertake  poison  prevention  programs  in  their  communities. 
Telephone  access  to  the  center  is  available  24  hours  a day  at 
405-27 1 -5454  in  the  greater  Oklahoma  City  area  and  1 -800- 
522-461!  statewide.  In  1995  alone,  the  Oklahoma  Poison 
Control  Center  responded  to  over  59,000  calls  from  all  77 
counties  in  the  state. 

■ Physicians  in  managed  care  plans  are  ethically  bound 

to  ignore  gag  rules  that  limit  what  they  can  tell  their  patients, 
according  to  AMA  Trustee  Ted  Lewers,  MD.  The  remark  was 
prompted  by  US  Healthcare’s  decision  to  drop  a physician 
from  its  Harvard  plan  who  publicly  accused  the  IIMO  of  put- 
ting financial  considerations  into  the  medical  decision-mak- 
ing process.  “The  physician  has  to  be  the  patient's  advocate,” 
said  Dr.  Lewers.  Patients  shouldn’t  have  to  wonder  if  the 
physician  is  working  for  them  or  for  someone  else.  Dr.  Lew- 
ers said  that  he  crossed  out  the  gag  rule  clause  before  he  signed 
his  I IMO  contract.  J' 
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If  you  spend  more  time 
in  your  car  than  you  do  with 
your  patients,  Telemedicine 
may  be  your  best  call. 

Physicians  are  oflen  limited  by  tlie  boundaries  of  fieography.  Their  ability 
to  reach  patients  eontrolled  by  time  and  travel.  Hut  thanks  to  a remarkable  new 
advance  in  technolofjy,  those  limits  no  longer  exist  in  southwestern  Oklahoma. 

Since  Comanche  County  Memorial  Hospital  introduced  interactive 
telemedicine  capabilities  from  Southwestern  hell  Telephone,  physicians  in 
Law  ton,  Waurika,  Frederick. 

Carnepie  and  Hobart  can  con- 
sult, as  well  as  transfer  files  and 
patient  records,  w hile  maintain- 
ing face-to-face  contact.  Soon 
they  w ill  be  joined  by  physi- 
cians at  other  First  Health  West 
hospitals  in  Cordell,  Hollis, 

Mangum  and  Meatherford. 

Speciahties  like  cardiology , 
radiology , psy  chology , psy  chiatry , 
pathology  and  patient  education  can  save  time  utilizing  telemedicine  for  infor- 
mation in  critical  situations.  .\nd,  as  Dr.  Raj  Parikh.  cardiologist  with 
Comanche  Countv  Memorial  Hospital  savs,  “That  time  can  be  used  for  faster 

If  . 

diagnosis  and  treatment.” 

Telemedicine  is  voice,  video  and  data  technology  applied  to  one  industry  . 

that  can  be  used  in  virtually  any  other  industry , too. 

@ Southwestern  Bell  Telephone 

This  ad  pad  for  by  ratepayers.  *TIl0  Oll0  lO  CflU  Oil  L- ! B R A P' 
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The  Things  That  Make  PLICO  Health 

DIFFERENT 

Are  The  Things  That  Make  PLICO  Health 


BETTEP 
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O 

Choosing  Health  insurance  for 
yourself,  your  family,  and  your 
employees  is  at  best  a confusing 
and  difficult  decision.  Not  all 
health  insurance  is  the  same.  ^ 

V- 


PLICO  Health  offers  features  that  are  seldom  available  with  other  plans,  such  [T 
Guaranteed  Insurability  - if  application  is  made  within  60  days  of  eligibil  > ^ g 

Guaranteed  Renewability  - as  long  as  premium  is  paid  and  eligibility  maintair  . . ^ 3 

==  r-4 

by  membership  in  the  OSMA,  Continued  Coverage  - coverage  continues  c.  U — 
retiring  physicians  as  long  as  they  remain  a member  of  the  OSMA,  retiring 
employees  coverage  also  continues  as  long  as  the  employee  worked  for  an  eligible 
physician  for  longer  than  7 years  and  does  not 
elsewhere.  Subject  to  provisions,  there  is 
No  Monetary  Limit  to  benefits. 

With  all  these  features,  as  well  as  OSMA  ownership 
and  direction,  the  differences  are  striking. 

The  things  that  make  PLICO  Health  different 
are  the  things  that  make  PLICO  Health  better. 


obtain  full-time  employment 


For  further  information  or  appointment: 
call , write,  or  fax,  PLICO  Health 

5005  N.  Lincoln  Oklahoma  City,  Oklahoma 
P.O.  Box  26727  Oklahoma  City,  Oklahoma 
73126  (405)  524-0802  Fax  (405)  528-3412 
In  Tulsa: 

(918)250-5117  Fax  (918)  250-5016 
Statewide  Toll  Free  I -800-522-92 19 


OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
MARCH  1996 


LEADERS  IN  MEDICINE 


Allen  £♦  Greer,  MD 


Aviation  Medicine 

Leslie  A.  Ameson,  M.D. 

Behavioral  Medicine 

Lucien  D.  Rose,  Ph.D, 
*William  J.  Shaw,  Psy.D. 

E.  Michael  Smith,  M.D. 

Cardiology 

William  A.  Collazo,  M.D. 
Paul  C.  Houk,  M.D. 
Thomas  F.  McGarry,  Jr.,  M.D. 
Alan  R.  Puls,  M.D, 
*Thomas  R.  Russell,  M.D. 


Cardiovascular- 
Thoracic  Surgery 

*R.  Mark  Bodenhamer,  M.D. 
Brian  R.  Boggs,  M.D. 

Dermatology 
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Beyond  Sibling  Rivalry 


Editorial 


During  the  past  few  years,  there  has  eome 
to  be  a new  and  fraetious  quality  to  physi- 
cian relationships  in  the  Oklahoma  medieal 
eomnuinity.  Physieians  have  always  been 
know  n to  be  eompetitory  and  somewhat  intrac- 
table, but  today  the  arguments  go  beyond  rhet- 
oric and  are  invested  with  a passion  and  hostil- 
ity that  tends  to  prevent  rational  solutions  to 
the  issues. 

“Times  are  changing,"  some  say,  and  there- 
fore the  old  ways  of  handling  medical  dis- 
agreements are  insulTicient;  changing  times 
justify  aggressive  action  it  is  said.  But  we 
remember  that  “times"  are  always  changing 
and  that  anger  begets  anger.  Sadly,  we  physi- 
cians are  now  into  such  intense  arguments  that 
we  no  longer  properly  address  the  profession’s 
problems  and  the  patients’  needs. 

It  is  time  to  pause  and  introspect  on  the 
changes  we  feel,  and  to  ask  ourselves  why  they 
are  so  divisive. 

The  obvious  change  in  the  medical  world  is 
the  startling  advances  in  the  technology  of  med- 
ical science;  however,  these  costly  improve- 
ments Justify  themselves  through  prolongation 
of  human  life  and  comfort.  But  another  revolu- 
tionary medical  change  has  been  the  creeping 
cataclysm  in  medical  economics,  and  we  have 
arrived  at  a state  when  patients  no  longer  con- 
duct the  spending  of  their  health  care  dollars. 
Go\  ernment  agencies,  union  stewards,  and 
insurance  contracts  have  etTectively  captured 
the  health  care  cash  flow.  Consequently,  physi- 
cians have  now  lost  the  control  of  physician 
income  to  the  nation’s  politicians  and  to  the 
accountants  of  the  insurance  industry. 

Never  have  physicians  been  more  anxious 
about  financial  security.  Never  before  has 
physician  income  been  more  disconnected 
from  personal  ability  and  more  dependent  on 
the  whims  and  connections  of  the  third  party 
payor  to  whom  the  physician  is  contracted. 
Never  before  has  the  capitalization  of  a medi- 
cal practice  been  so  costly  that  institutional 
capital  is  mandatory.  Never  before  has  the 
physician’s  portion  of  the  health  care  money 
been  determined  by  non-physicians  to  the 
extent  that  exists  today.  Medicine’s  financial 
options  have  been  taken  captive. 

The  resultant  pervasive  anxiety  about  mon- 
ey appears  to  energize  and  amplify  many  phy- 
sician arguments  today,  especially  in  medical 
association  and  medical  staff  disagreements. 
Whereas  formerly  physician  discussions  were 


primarily  about  medical  difl'crences  of  opin- 
ion, now  they  are  mostly,  even  though  some- 
times indirectly,  about  economic  or  financial 
issues. 

The  December  21,  1995,  New  England 
Journal  of  Medicine  article  entitled  “Hxtreme 
Risk  The  New  Corporate  Proposition  for 
Physicians”  analyzes  these  phenomena  and 
emphasizes  the  pervasiveness  and  universality 
of  these  worrisome  patterns  of  physician  be- 
havior.' Most  physicians  are  now  caught  in  the 
quicksand  of  declining  economic  indepen- 
dence, and  the  activities  of  the  medical  associ- 
ation seem  to  oft'er  the  only  possibility  of  suc- 
cor, or  of  a defense  against  the  many  economic 
threats.  Thus,  widespread  financial  anxiety  is 
probably  the  new  element  that  intensifies  the 
passions  of  medical  association  disagreements. 

During  this  time  of  decline  in  medical  au- 
tonomy and  in  the  significance  of  the  individu- 
al physician’s  ability,  the  value  of  delivered 
medical  care  as  a commodity  has  increased 
markedly.  Health  care  is  now  one  of  the  essen- 
tials of  life,  like  water,  food,  and  warmth,  and 
the  physician  remains  the  essential  agent  in  the 
delivery  of  this  vital  commodity. 

Regardless  of  the  level  of  physician  anxiety 
about  financial  matters,  we  remember  that 
there  are  things  in  human  affairs  that  have  not 
changed,  and  will  not  change.  The  human 
body  still  has  the  same  anatomy,  physiology, 
and  emotions.  All  patients’  reaction  to  injury 
and  disease  remain  unchanged,  and  the  pa- 
tients’ human  needs  are  the  same  as  ever.  We 
also  remember  that  we  physicians  still  have  the 
same  emotions  and  the  same  basic  needs  that 
we  had  thousands  of  years  ago  w hen  the  sha- 
man treated  the  cavemen.  Human  relationships 
have  not  been  changed  by  society’s  technolog- 
ical changes. 

So  let  us  physicians  become  aware  of  our 
own  money  anxieties,  and  our  inner  distress  at 
our  loss  of  control  to  the  medical  administra- 
tors. Then  let  us  establish  an  honest  and  honor- 
able relationship  with  our  fellow  physicians, 
and  work  together  to  help  the  citizens  of  Amer- 
ica reclaim  their  medical  freedom. 


Physicians  have 
now  lost  the 
control  of 
physician 
income  to  the 
nation's 
politicians  and 
to  the 

accountants  of 
the  insurance 
industry. 


1.  NEJM.  Vol  333,  No.  25.  p 1706. 
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Thanks,  Hope,  and  Other  Things 


President’s  Page 


A psychiatrist  friend  of  mine  recently 

shared  with  me  a bumper  sticker  which  he 
had  seen  on  the  bumper  of  an  old  pickup  in  the 
parking  lot  at  the  VA  Hos- 
pital. The  bumper  sticker 
said,  “1  feel  much  better 
now  since  I’ve  given  up  all 
hope.”  This  is  certainly  an 
interesting  reflection  in 
times  that  are  perceived  to 
be  ditTicult.  This  is  an  inter- 
esting reflection  when  we 
see  that  changes  that  have 
been  made  in  our  associa- 
tion have  been  made  at 
great  question  and,  oft  times,  with  great  pain. 
But  a broader  reflection  allows  me  to  express 
great  hope  in  the  future  of  our  association.  Un- 
der the  leadership  of  our  new  president.  Doctor 
David  Harper,  and  a new  executive  director 
that  will  be  named  in  the  month  of  April.  1 am 
extremely  encouraged  and  possess  great  hope 
that  the  future  of  our  association  will  be  one  of 
growth,  one  of  solid  principle,  and  one  of  a 
productivity  which  we  have  never  seen.  How- 
ever, one  word  of  caution  must  be  made.  Mem- 
bers in  our  association  of  fairness  and  good 


intent  must  stand  shoulder  to  shoulder  to 
counter  the  avaricious  behavior  of  a small 
group  of  our  membership.  Only  through  the 
militant  oversight  of  such  behavior  will  we 
guarantee  the  continued  strong  posture  of  our 
association. 

In  closing,  1 would  like  to  thank  the  mem- 
bers of  our  association  for  allowing  me  to 
serve  as  your  president  this  last  year.  I would 
also  like  to  thank  Mr.  David  Bickham  for  many 
years  of  distinguished  serv  ice  in  building  this 
association  into  one  of  the  most  outstanding 
as.sociations  of  any  kind  in  this  country.  I 
would  like  to  thank  the  executive  and  support 
statT  for  their  years  of  devotion  and  dedication 
to  the  principles  that  have  made  our  associa- 
tion great. 

Finally,  I would  like  to  wish  our  new  presi- 
dent, Doctor  David  Harper,  and  the  new  lead- 
ership of  our  association  fair  winds  and 
smooth  sailing. 
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Community-Acquired  Pneumonia  in  Oklahoma 
Characteristics  and  Management  of 
Hospitalized  Medicare  Beneficiaries 


Scientific 


Dale  W.  Bratzler,  DO;  Cynthia  K.  Murray,  PhD;  Lisa  J.  Bumpus,  RN;  Lori  L.  Moore,  RN 


The  Oklahoma  Foundation  for  Medical  Quality 
initiated  a cooperative  project  to  evaluate  the 
management  of  community-acquired 
pneumonia  in  Oklahoma  Medicare 
beneficiaries.  We  reviewed  the  medical  records 
of  767  patients  discharged  with  a principal 
diagnosis  of  pneumonia  during  fiscal  year 
1993  from  20  hospitals.  Of  the  757  cases  that 
met  criteria  for  analysis,  92  (12%)  died  during 
hospitalization.  There  were  significant 
differences  between  patients  who  survived  and 
those  who  died  with  respect  to  patient  age, 
admission  source,  and  absence  of  indicators  of 
severe  pneumonia.  Deviations  from  the 
American  Thoracic  Society  guidelines  for  the 
treatment  of  community-acquired  pneumonia 
were  demonstrated  with  regards  to  the 
collection  of  routine  sputum  gram  stains  and 
cultures,  blood  cultures,  and  thoracentesis.  We 
also  demonstrated  variations  between  hospitals 
in  the  timing  of  the  first  dose  of  antibiotic 
administered  after  admission  of  the  patient. 
Based  on  this  project,  there  appear  to  be 
opportunities  for  improvement  in  the  care 
provided  to  patients  admitted  to  the  hospital 
with  pneumonia. 


The  analyses  upon  which  this  publication  is  based  were  performed  under 
Contract  #500-92-0619,  entitled  “Fourth  Scope  Peer  Review  Organiza- 
tion Contract  for  the  period  from  1 October.  1993,  through  30  September. 
1994.”  awarded  under  Title  XI  of  the  Social  Security  Act  by  the  Health 
Care  Financing  Administration,  Department  of  Health  and  Human  Ser- 
vices. 

Direct  correspondence  to  Dale  W.  Bratzler,  DO.  Oklahoma  Founda- 
tion for  Medical  Quality,  Inc.,  5801  Broadway  Extension,  Suite  400, 
Oklahoma  City.  OK  73118-9984. 


Pneumonia  continues  to  represent  a major  health 
problem  in  the  United  States.  Up  to  4 million  new 
cases  of  pneumonia  arc  diagnosed  each  year,  with 
up  to  20%  of  these  patients  requiring  hospital- 
ization.' Although  pneumonia  is  not  a reportable 
disease,  the  combined  cause-of-death  category 
pneumonia  and  influenza  represents  the  sixth 
leading  cause  of  death  and  the  most  common  cause 
of  death  due  to  infectious  disease.^ 

The  incidence  of  pneumonia  and  its  associat- 
ed mortality  increases  with  age.  Reported  hospi- 
talization rates  vary  from  1 .0  admission  per  1 ,000 
population  in  the  United  States  for  people  ages 
1 5 to  44  to  rates  exceeding  1 1 admissions  per  1 ,000 
in  patients  aged  65  and  above.^  Pneumonia  rep- 
resents the  most  common  reason  for  hospitaliza- 
tion of  patients  older  than  85  years  of  age.'*  Al- 
though co-morbid  illness  and  pneumonia  etiology 
affect  the  outcome  of  patients  being  treated  for 
pneumonia,  the  results  of  several  studies  have 
demonstrated  that  age  itself,  independent  of  oth- 
er factors,  increases  the  risk  of  complications  or 
death  from  pneumonia.^-®  In  1989,  78%  of  all 
pneumonia  and  influenza  deaths  occurred  in  pa- 
tients aged  65  or  greater  and  in  1 992  this  rate  had 
risen  to  89%.^-’ 

In  1993  the  American  Thoracic  Society  (ATS) 
published  guidelines  for  the  initial  management 
of  adults  with  community-acquired  pneumonia.* 
These  guidelines  review  the  initial  assessment  of 
the  patient,  assessment  of  severity,  and  review  the 
use  of  initial  empiric  antibiotic  therapy  in  these 
patients.  The  guidelines  categorize  patients  based 
on  the  initial  evaluation  of  the  patient  including 
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need  for  hospitalization,  severity  of  illness,  pres- 
ence of  coexisting  disease,  and  the  patient’s  age. 

The  Health  Care  Quality  Improvement  Pro- 
gram (HCQIP)  represents  the  Health  Care  Financing 
Administration’s  new  approach  to  quality  improve- 
ment in  the  Medicare  program.  The  Oklahoma 
Foundation  for  Medical  Quality  (OFMQ)  initiat- 
ed a local  HCQIP  cooperative  project  to  evaluate 
the  management  of  community-acquired  pneu- 
monia in  Oklahoma  hospitals.  This  new  approach 
emphasizes  analysis  of  patterns  of  care  rather  than 
case-by-case  review  and  emphasizes  education- 
al feedback  rather  than  punitive  interactions  be- 
tween the  peer  review  organization  and  provid- 
ers.This  cooperative  project  evaluating  the 
management  of  pneumonia  was  based  on  the 
guidelines  published  by  the  ATS.  The  following 
review  summarizes  the  findings  of  this  coopera- 
tive project. 

Materials  and  Methods 

Utilizing  MEDPRO*  data  for  fiscal  year  1993  (Oc- 
tober 1,  1992  through  September  30,  1993),  in- 
formation was  collected  regarding  hospital  dis- 
charges with  a principal  diagnosis  of  pneumonia 
( 1CD-9-CM  codes  480.0  through  487.0).  A que- 
ry of  this  data  base  provided  1 1,538  discharges 
from  which  OFMQ  selected  a sample.  Hospitals 
selected  for  participation  in  the  project  varied  with 
respect  to  the  total  number  of  pneumonia  discharg- 
es, hospital  size  based  on  licensed  beds,  and  geo- 
graphic location.  All  hospitals  selected  for  par- 
ticipation in  the  project  had  fewer  than  200  licensed 
beds.  A random  sample  of  approximately  50% 
of  the  pneumonia  discharges  from  each  of  these 
hospitals  was  selected  for  review. 

The  data  collection  form  and  project  concept 
were  reviewed  and  modified  by  the  members  of 
a multidisciplinary  study  group  made  up  of  rep- 
resentatives from  some  of  the  study  hospitals. 
Along  with  administrative  and  demographic  data 
regarding  the  patient,  information  was  collected 
regarding  any  exclusion  criteria  (transfer  from 
another  facility,  documented  HIV  infection,  cy- 
totoxic treatment  within  the  previous  month,  his- 
tory of  organ  transplantation,  death  within  4 hours 
of  admission,  or  diagnosis  coding  error),  patient 
co-morbid  conditions,  and  initial  severity  of  ill- 
ness. In  addition,  information  regarding  initial 
diagnostic  testing  of  the  patient  including  spu- 
tum gram  stain,  sputum  culture,  blood  culture, 
and  serologic  tests  for  atypical  pathogens  was 
collected.  Information  regarding  the  results  of  the 

♦mfdpro  ongiiiJilcs  Irom  ihc  Ml  DPAR  (Medicare  Provider  Analysis  and 
Review)  file  which  contains  post-payment  information  on  all  hospital 
inpatient  Medicare  stays. 


initial  chest  x-ray  and  documentation  of  thora- 
centesis in  patients  with  pleural  effusions  were 
collected.  The  time  of  arrival  and  arrival  location 
(emergency  room,  intensive  care  unit,  or  routine 
floor  care)  were  noted  and  the  timing  of  the  first 
dose  of  antibiotic  and  choice  of  antibiotic  was 
recorded. 

Co-morbid  conditions  summarized  from  the 
medical  records  included  chronic  obstructive 
pulmonary  disease,  chronic  liver  disease,  chron- 
ic renal  failure,  diabetes  mellitus,  congestive  heart 
failure,  and  previous  hospitalization  within  the 
previous  year.  Indicators  of  severe  pneumonia 
included  a respiratory  rate  greater  than  30,  sys- 
tolic blood  pressure  less  than  90  mmHg  or  dias- 
tolic blood  pressure  less  than  60  mmHg,  blood 
urea  nitrogen  ( BUN ) greater  than  20  mg/dl,  Pa02 
of  less  than  60  mmHg  or  PaC02  greater  than  50 
mmHg,  mechanical  ventilation,  pulse  oximetry 
less  than  90%,  chest  x-ray  showing  bilateral  or 
multilobe  involvement,  use  of  vasopressors,  and 
the  presence  of  oliguria  or  documented  renal 
failure. 

To  ensure  reliability  of  the  information  col- 
lected from  the  medical  records,  1 00%  of  the  cases 
were  re-reviewed  by  a second  abstractor  regard- 
ing the  data  items  related  to  timing  of  the  first 
dose  of  the  antibiotic  and  performance  and  tim- 


Table 1 : Patient  Characteristics  at  Admission 

Characteristic 

n=757 

Average  Age 

79.2 

Race 

V/hite 

Black 

Native  American 

704  (93%) 
26  (3%) 
25  (3%) 
[2  NDJ* 

Sex 

Male 

Female 

367  (48%) 
390  (52%) 

Admit  Source 

Home 

Nursing  Home 

500  (66%) 
245  (32%) 

[12  ND]* 

Co-morbid  Condition 
(1  or  more) 

509  (67%) 

Indicator  of  Severe 

Pneumonia  (1  or  more) 

594  (78%) 

Hospitalization  within 
1 Year 

1 88  (25%) 

Prior  Antibiotic  Treatment 

2 1 9 (29%) 

* Nof  Documented 

es 
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ing  of  the  initial  diagnostic  studies  including 
sputum  gram  stain  and  culture,  and  blood  cul- 
tures. 

Patient  survival  time  was  calculated  as  the 
ditTerence  between  the  patient  s date  of  admis- 
sion and  death  date  as  reported  in  MEDPRO  or 
censored  at  March  22,  1 995  ( last  reported  death 
date).  The  product-limit  method  of  Kaplan-Mei- 
er"’  was  used  to  estimate  the  survival  distribu- 
tion and  from  this  distribution  the  median  sur- 
vival time  was  estimated.  Differences  between 
characteristics  of  those  patients  who  survived 
to  be  discharged  from  the  hospital  and  tho.se  w ho 
died  during  the  admission  were  determined  us- 
ing a two-tailed  t-test  or  a chi-square  analysis. 

Results 

Charts  were  re\  iewed  for  767  cases  selected  from 
20  hospitals.  There  were  1 0 cases  e.xcluded  from 
the  analysis  (7  transfers,  one  on  cytotoxic  drugs, 
one  that  died  w ithin  4 hours  of  admission,  and 
one  with  an  incorrect  diagnosis  coded)  result- 
ing in  a final  analysis  of  757  cases.  Patient  char- 
acteristics are  summarized  in  Table  1 . The  av- 
erage age  of  the  patients  was  79.2  years  and  704 
(93%)  of  the  patients  were  white.  The  most  com- 
mon admission  source  for  this  sample  w as  home 
(66%)  w hile  32%  of  the  patients  were  admitted 


Figure  1:  Initial  Management  of  Pneumonia* 
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Interventions  within  4 hours  of  arrival  to  the  hospital  Represents 
aggregate  data  for  all  20  hospitals  in  the  project 


from  a nursing  home.  Almost  25%  of  the  patients 
had  at  least  one  prior  hospitalization  within  the 
previous  year. 

The  majority  of  the  patients  admitted  to  the 
hospital  first  presented  to  the  ernergency  room 
(68%)  and  were  admitted  to  routine  floor  care 
(94%).  Prior  antibiotic  therapy  was  documented 


Figure  2:  Timing  of  First  Antibiotic  Dose 
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Table  2:  Empiric  Antibiotics 
Mostly  Commonly  Utilized* 

Ceftriaxone 

Cefotaxime 

Cefozolin 

Ticorcillin-clovulonic  acid 

Ampicillin-sulbactam 

Ceftazidime 

Aztreonam 

Erythromycin 

Ciprofloxacin 

Cefoperozone 

Gentamicin 

Ampicillin 

* In  order  of  frequency 


Table  3:  Demographics  with  Respect  to  In-hospital  Mortoltiy 

Lived 

(n=665) 

Died 

(n=92) 

p-value 

Age 

Mean 

SD 

78.9 

10.0 

81.6 

9.2 

p = .01 

Sex 

Male 

Female 

3 1 9 (48%) 
346 

48  (52%) 
44 

p = .45 

Race 

White 
Other 
[2  ND]* 

614  (93%) 
49 

90  (98%) 
2 

p = .06 

Admission  Source 

Home 

Nursing  Home 
[12  ND]* 

458  (70%) 
196 

42  (46%) 
49 

p < .001 

Co-morbidity 

None  or  only  age 
> 1 

220  (33%) 
445 

28  (30%) 
64 

p = .61 

Severity  Indicator 

None 
> 1 

1 60  (24%) 
505 

3 (3%) 
89 

p < .001 

Antibiotic 

< 4 hours 
> 4 hours 

383  (58%) 
282 

50  (54%) 
42 

p = .56 

* Not  Documenled 

in  29%  of  the  patients.  At  least  one  indicator  of 
severe  pneumonia  was  present  in  78%  of  the 
patients  on  admission.  An  elevated  BUN  was  the 
most  common  indicator  present  followed  by  tac- 
hypnea, hypotension,  and  hypoxemia.  Chest  ra- 
diograph reports  were  suggestive  of  pneumonia 
in  85%  of  the  patients  within  48  hours  of  admis- 
sion and  in  24%  of  the  patients,  the  chest  radio- 
graph report  suggested  the  presence  of  a pleural 
effusion. 

The  initial  diagnostic  tests  performed  on  pa- 
tients admitted  with  pneumonia  are  demonstrat- 
ed in  Figure  1 . Sputum  cultures  were  ordered  in 
70%  of  the  patients  within  four  hours  of  arrival 
to  the  hospital  with  only  60%  of  these  patients 
having  a sputum  specimen  obtained.  In  those 
patients  in  whom  the  sputum  was  obtained  58% 
had  a gram  stain  performed.  Blood  cultures  were 
obtained  in  only  34%  of  the  patients.  Of  those 
patients  with  chest  radiograph  evidence  of  a pleural 
effusion,  only  3%  had  documentation  of  a thora- 
centesis. An  organism  was  identified  in  314(63%) 
of  the  495  patients  who  had  a sputum  culture 
collected.  The  most  commonly  cultured  organ- 
ism in  this  group  of  patients  was  H.  influenza  fol- 
lowed by  S.  pneumoniae  and  5.  aureus.  Serolog- 
ic testing  for  atypical  organisms  was  performed 
in  5%  of  the  patients. 

The  initial  dose  of  antibiotics  was  administered 
within  four  hours  of  hospital  arrival  to  57%  of 
the  patients  admitted  with  pneumonia.  The  me- 
dian time  to  administration  of  the  first  dose  of 
antibiotic  was  3.5  (range  1.6  to  6.1)  hours  with 
considerable  variation  demonstrated  between  pro- 
viders (Fig.  2).  Only  9%  of  the  patients  who  pre- 
sented to  the  emergency  room  received  their  first 
dose  of  antibiotic  in  the  emergency  room.  The 
most  commonly  administered  antibiotics  on  ad- 
mission included  ceftriaxone  and  cefotaxime,  w ith 
a wide  variety  of  antibiotics  being  utilized  (Ta- 
ble 2). 

Demographics  with  respect  to  in-hospital  mortal- 
ity for  the  patients  arc  demonstrated  in  Table  3 . Of  the 
757  cases  reviewed,  92  ( 1 2%)  died  during  hospitaliza- 
tion. Significant  differences  between  patients  who 
survived  and  died  were  demonstrated  w ith  rc.spect  to 
the  patient  s age,  admission  source,  and  the  absence  of 
indicators  of  severe  pneumonia. 

During  fiscal  year  1993  there  were  1 1,538 
patient  discharges  ( 1 0,22 1 patients)  from  hospi- 
tals in  Oklahoma  with  a principal  diagnosis  of 
pneumonia.  Of  the  10,221  patients,  1,351  (13%) 
died  during  their  la.st  ho.spitalization  and  at  one 
year,  4,0 1 5 (39%)  of  the  patients  were  dead  (Fig. 
3).  The  estimated  median  survival  for  all  patients 
was  23.4  months  based  on  Kaplan-Meicr  surviv- 
al analysis  (Fig.  4). 


90 


J Okla  Stale  Med  Assoc,  Vol  89,  Morch  1996 


Discussion 

I This  project  was  undertaken  to  profile  current 
I practice  patterns  and  variations  between  hospi- 
tals in  the  management  of  patients  admitted  with 
community-acquired  pneumonia.  The  guidelines 
published  by  the  ATS  suggest  a variety  of  routine 
diagnostic  studies  in  patients  admitted  with  com- 
munity-acquired pneumonia.  These  include  rou- 
tine PA  and  lateral  chest  radiograph,  sputum  gram 
I stain  and  culture,  two  sets  of  blood  cultures,  and 
I a variety  of  routine  laboratory  tests.  Our  review' 
demonstrated  that  chest  radiographs  were  com- 
pleted in  the  majority  of  the  patients  and  were 
usually  consistent  with  pneumonia  based  on  re- 
ported infiltrates.  Routine  gram  stains  or  cultures 
of  sputum  were  obtained  less  consistently.  The 
ATS  guidelines  recommend  a diagnostic  thoracen- 
l tesis  in  patients  with  a pleural  effusion,  however, 
this  procedure  was  performed  in  only  6 of  the  1 79 
patients  with  a pleural  effusion  noted  in  the  chest 
radiograph  report. 

Blood  cultures  were  obtained  on  admission  in 
only  34%  of  the  cases  reviewed.  When  positive, 
blood  cultures  usually  provide  a definitive  etio- 
logic  diagnosis  in  addition  to  providing  valuable 
information  about  the  patient’s  severity  of  illness 
and  prognosis.  Up  to  30%  of  blood  cultures  may 
be  positive  in  elderly  patients  with  gram-nega- 
tive pneumonia  or  pneumococcal  pneumonia." 
Routine  serologic  testing  and  cold  agglutinin 
measurements  are  not  recommended  during  the 
initial  evaluation  of  the  patient  with  community- 
acquired  pneumonia  by  the  ATS  and  these  tests 
w'ere  not  commonly  performed  in  the  sample  we 
reviewed. 

The  most  commonly  cultured  organism  in  our 
sample  was  H.  influenza  which  was  isolated  in 
21%  of  positive  sputum  cultures.  S.  pneumoniae 
was  present  in  14%  of  positive  specimens.  Other 
organisms  including  5.  aureus,  K.  pneumoniae, 
methicillin-resistant  S.  aureus,  P.  aeruginosa,  M. 
catarrhalis,  and  E.  coli  were  commonly  report- 
ed on  sputum  cultures.  The  high  prevalence  of 
infection  with  H.  influenza  in  the  cases  review'ed 
is  consistent  with  reports  of  increasing  incidence 
of  this  organism  in  elderly  patients  and  patients 
with  co-morbid  conditions.'^  " 

We  demonstrated  considerable  variation  be- 
tween hospitals  in  the  timing  of  the  administra- 
tion of  the  first  dose  of  an  antibiotic.  In  1993  the 
Forbes  Health  System  reported  significant  reduc- 
tions in  hospital  length  of  stay,  mortality,  and 
hospital  costs  when  they  implemented  a clinical 
pathway  for  patients  with  community-acquired 
pneumonia. '■’The  pathway  included  routine  stand- 
ing orders  for  patients  admitted  with  pneumonia 
and  made  provisions  for  prompt  collection  of 


sputum  specimens,  blood  cultures,  and  prompt 
administration  of  antibiotics  (within  4 hours  of 
the  arrival).  Other  authors  have  shown  similar 
reductions  in  patient  length  of  stay  and  hospital 
costs  by  focusing  on  quality  improvement  strat- 
egies to  reduce  variation  in  the  treatment  of  pneu- 
monia or  by  identifying  those  patients  at  low  risk 
of  complications  of  their  pneumonia.'^  ''' 

In  the  first  edition  of  his  textbook  of  medi- 
cine, Sir  William  Osier  described  pneumonia  as 
the  “special  enemy  of  old  age.”'"’  The  associa- 
tion between  pneumonia  and  mortality  remains 
strong,  based  on  our  review.  Advanced  age,  ad- 
mission from  a nursing  home,  and  the  presence 


Figure  3:  Statewide  Pneumonia  Mortality 
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of  indicators  of  severe  pneumonia  were  all  sig- 
nificantly associated  with  death  during  the  hos- 
pital admission.  This  data  is  consistent  with  iden- 
tified prognostic  factors  for  death  with  pneumonia 
that  have  been  previously  reported. Our 
retrospective  review  did  not  demonstrate  signif- 
icant differences  in  mortality  between  patients 
based  on  administration  of  antibiotics  within  4 
hours  of  arrival  to  the  hospital;  however,  the  out- 
comes of  this  review  cannot  be  compared  to  the 
results  of  studies  that  report  prospective  and  mul- 
tidisciplinary interventions  for  patients  admitted 
with  pneumonia. 

Conclusion 

Pneumonia  represents  a common  reason  for  hos- 
pital admission  of  Medicare  beneficiaries  in  Okla- 
homa and  is  associated  with  a high  mortality  rate. 
This  review  demonstrated  variations  between  hos- 
pitals in  the  management  of  pneumonia  and  devi- 
ations from  the  guidelines  for  management  of 
community-acquired  pneumonia  as  published  by 
the  American  Thoracic  Society.  Based  on  this  re- 
view, there  appear  to  be  opportunities  for  improve- 
ment in  the  care  provided  to  patients  admitted  to 
the  hospital  with  pneumonia.  T 
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MRI  of  Lightning  Injury:  Early  White  Matter  Changes 
Associated  with  Cerebral  Dysfunction 


Walter  J.  Milton,  MD;  R.  Hal  O'Dell,  MD;  Ernest  G.  Warner,  MD 


A previously  healthy  male  was  struck  by 
lightning.  He  developed  neurologic  deficits, 
including  mild  cerebral  brain  dysfunction. 
Magnetic  resonance  imaging  (mri)  showed 
numerous  foci  of  hyperintensity  on  long  TR 
images,  scattered  throughout  the  supratentorial 
white  matter.  To  our  knowledge,  the  early  MRI 
findings  of  lightning  injury  have  not  been 
previously  reported. 

Case  Report 

A previously  healthy  46-year-old  male  was  work- 
ing on  a mobile  storm  tracking  unit  when  he  was 
struck  by  lightning.  He  was  thrown  backward 
violently,  but  did  not  lose  consciousness,  strike 
his  head,  or  suffer  any  focal  bums  to  indicate  entry 
or  exit  points  of  electrical  current.  Pain  in  the  left 
arm  as  w'ell  as  paresis  in  the  left  leg  developed 
immediately.  He  was  initially  treated  at  a nearby 
hospital. 

Eight  days  following  the  injury,  the  patient  was 
transferred  to  our  institution  for  rehabilitation. 
The  pain  and  paresis  had  resolved  although  an 
ataxic,  broad-based  gait  persisted.  His  speech  was 
slurred  but  appropriate.  He  had  difficulty  in  pro- 
cessing and  in  obeying  simple  one-step  commands. 
MRI  was  done  at  this  time.  The  long  TR  images 
demonstrated  multiple  small  foci  of  hyperinten- 
sity in  the  supratentorial  white  matter,  predomi- 
nately in  the  immediate  subcortical  region  (Fig.  1 ). 
They  demonstrated  no  evidence  of  mass  effect 
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or  enhancement.  They  were  not  apparent  on  the 
short  TR  images.  The  study  was  otherwise  unre- 
markable. The  patient  was  previously  a healthy 
individual  and  had  no  history  of  diabetes,  heart 
disease,  prior  head  trauma  or  any  other  past  medical 
problems  to  account  for  the  abnormal  MRI  find- 
ings. 

The  gait  abnormality  subsequently  resolved. 
He  continued  to  have  difficulty  with  abstract  rea- 
soning, attention,  and  concentration.  He  also  ex- 
perienced some  episodes  of  transient  confusion. 


Figure  l.TE  90,  TR 
2500.  Numerous  foci  of 
increased  signal  are 
present,  predominately 
in  a subcortical 
distribution. 
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Formal  neuropsychological  testing  indicated  mild 
cerebral  dysfunction  and  cognitive  impairment 
(Halstead-Reitan  impairment  0.3). 

Discussion 

Lightning  injuries  are  a complex  and  poorly  un- 
derstood form  of  trauma.  In  the  United  States, 
approximately  300  persons  are  struck  by  light- 
ning every  year  with  approximately  two-thirds 
surviving.'  Depending  on  the  entry  site  and  path 
of  current,  almost  any  organ  system  may  be  af- 
fected. Various  neurologic  sequelae  have  been 
reported  secondary  to  electrical  injury,  includ- 
ing hemiplegia,  paresthesia,  aphasia,  seizures, 
ataxia,  personality  changes,  coma,  and  death. 

At  the  time  of  lightning  strike  an  intense  system- 
ic vasoconstriction  occurs.'*'''  Central  nervous  sys- 
tem injury  in  lightning  may  be  caused  by  either 
injury  to  local  blood  vessels,  producing  ischemia 
and/or  hemorrhage,  or  global  hypoxia  associat- 
ed with  transient  cardiac  and  respiratory  failure. 
Other  postulated  mechanisms  have  included:  ther- 
mal injury,  direct  electrolytic  effect  of  a current 
passing  through  tissue,  and  direct  mechanical 
effects  of  a strong  current  passing  through  the 
brain.'’  Histologic  findings  have  included  cere- 
bral edema,  perivascular  hemorrhage,  demyeli- 
nation,  reactive  gliosis,  and  neuronal  death.’  A 
large  intracranial  hemorrhage  secondary  to  light- 
ning injury  has  previously  been  shown  with  com- 
puted tomography.'-* 

A review  of  the  literature  shows  only  one  pub- 
lished case  of  electrical  injury  with  MRI  correla- 
tion.* In  that  case,  the  patient  was  recovering  (with- 
out neurologic  deficit)  four  months  after  a high 
voltage  (power  line)  injury  when  he  acutely  de- 
veloped headache,  hallucinations,  and  a seizure 
leading  to  respiratory  and  cardiac  arrest.  An  MRI 
obtained  shortly  after  the  event  demonstrated 
“diffuse  bilateral  damage,  which  was  mainly 
subcortical,  in  the  temporal,  parietal  and  frontal 
lobes.” The  symptoms  completely  resolved  within 
seventy-two  hours,  following  the  institution  of 
antihypertensive  and  anticonvulsive  medications. 


A second  MRl  examination  six  weeks  later  showed 
“almost  complete  resolution  of  the  abnormal  find- 
ings.” The  patient  had  undergone  a twenty-one 
day  course  of  cyclosporine  therapy  early  in  his 
clinical  course.  At  four  months  he  experienced 
acute  hypertension  with  extreme  fluctuations  (up 
to  290/220  mmHg).  This  clinical  scenario  sug- 
gests hyperintensive  encephalopathy,  cyclospo- 
rine toxicity,  and/or  postanoxic  ischemic  change 
as  possible  causes  of  the  imaging  abnormalities 
rather  than  the  late  onset  electrical  injury  postu- 
lated by  the  authors. 

With  respect  to  lower  voltage  injuries,  we  can 
find  no  documented  evidence  of  MRl  abnormal- 
ity. A prospective  MRl  study  performed  before  and 
after  electroconvulsive  therapy  demonstrated  no 
evidence  of  acute  MRI  changes.’ 

In  conclusion,  to  our  knowledge  this  is  the  first 
report  to  describe  early  white  matter  changes  on 
MRI  following  lightning  injury,  with  good  corre- 
lation between  the  mri  finding  and  the  nature  of 
the  neurologic  deficit.  T 
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Unfortunately  for  managed  care,  physicians  are  still 
indispensable  to  the  health  care  system 

MisnifliHiN  (are 

Joe  D.  Haines,  Jr.,  MD 


Qne  of  the  most  famous  works  of  art 
to  grace  saloons  of  the  1 9th  Century 
American  West  was  entitled  “Custers 
Last  Fight.”  The  prints  were  generously  provid- 
ed by  the  Anheuser  Busch  Brewing  Company  to 
their  loyal  customers.  1 have  a framed  copy  hanging 
behind  my  desk  and  occasionally  consider  the  em- 
battled General  Custer,  hopelessly  surrounded  as 
he  makes  his  famous  last  stand. 

One  day  it  occurred  to  me  that  Custer  and  his 
troops  were  a metaphor  for  today  s medical  pro- 
fession. In  recent  years  physicians  seem  to  have 
been  constantly  under  siege,  dodging  arrows  from 
lawyers,  administrators,  insurance  companies  and 
now  the  most  formidable  opponent  of  all,  big 
business.  The  managed  care-HMO  industrial  com- 
plex represents  very  big  business  to  the  medical 
community. 

A revealing  article  in  the  Wa//  Street  Journal 
recently  reported  that  the  five  largest  HMOs  have 
encountered  a serious  problem.  They  are  taking 
in  such  enormous  sums  of  cash  that  they  are  hav- 
ing difficulty  finding  ways  to  invest  it.  One  HMO 
is  profiting  around  1 00  million  dollars  per  month! 
The  New  York  Times  reported  this  year  that  CEOs 
of  managed  care  organizations  were  receiving 
paychecks  of  up  to  $7  million.  Of  course,  it  would 
be  unthinkable  to  ask  the  HMOs  to  consider  low- 
ering their  premiums  to  the  consumer  or  increas- 
ing their  reimbursement  to  the  providers.  That  is 
because  health  care  is  now  simply  about  making 
profits. 
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1 f good  health  care  happens  to  be  delivered  along 
the  way,  well  then,  that  is  okay  too,  but  not  at  the 
expense  of  profits.  If  the  consumer  is  unhappy,  the 
physician  remains  the  convenient  target  for  a law- 
suit. And  just  to  make  sure,  many  physicians  un- 
knowingly sign  contracts  with  hold-harmless  clauses 
which  release  the  HMO  from  any  liability  should 
there  be  a malpractice  judgment  against  the  HMO 
for  say...  refusing  to  authorize  a diagnostic  test 
the  physician  has  recommended. 

Unfortunately  for  managed  care,  physicians 
are  still  indispensable  to  the  health  care  system. 
Physicians  tend  to  forget  this  in  the  rush  to  sign 
away  more  and  more  of  their  rights  and  privileg- 
es. Nothing  will  ever  replace  the  sanctity  of  the 
doctor-patient  relationship.  Physicians  must  never 
think  of  themselves  as  mere  providers.  Physicians 
are  members  of  an  ancient  and  noble  profession, 
recognized  and  set  apart  by  society  for  some  1 0,000 
years.  Believe  me,  nobility  and  sanctity  are  to- 
tally alien  concepts  in  the  cut-throat  world  of 
American  business. 

ome  have  advocated  an  old-fashioned 
revolt,  but  physicians  are  a notoriously 
independent  group  and  big  business  has 
capitalized  on  this  lack  of  solidarity  on  our  part, 
so,  unfortunately,  physicians  have  turned  out  to 
be  their  own  worst  enemy.  In  the  stampede  not  to 
be  left  out,  physicians  are  selling  their  professional 
souls  to  the  devil.  And  now  we  have  a new  breed 
with  a ready  bow  and  quiver  full  of  arrows,  the 
so-called  physician-executive.  These  “doctors” 
will  readily  negotiate  away  their  colleagues’  in- 
dependence since  their  allegiance  is  to  the  man- 
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aged  care-HMO  entity  that  employs  them.  The  best 
advice  is  to  be  wary  and  look  out  for  yourself, 
because  if  you  don’t,  it’s  likely  that  no  one  will. 

Until  physicians  band  together  to  seek 
a solution,  we  will  continue  to  be 
viewed  as  part  of  the  problem.  Health 
care  should  not  be  marketed  like  potato  chips.  Big 
business  is  setting  the  stage  for  a flood  of  mal- 
practice litigation  by  promising  perfectionistic 
health  care  which  gives  consumers  unreasonably 
high  expectations.  When  something  goes  wrong, 
the  consumer  will  be  much  more  likely  to  sue  since 
the  marketing  department  of  the  health  plan  prom- 
ised all  these  wonderful  things.  And  very  likely, 
the  traditional  physician-patient  bond  will  be 
weakened,  since  insurance  plans  and  thus  providers 


change  so  frequently.  And  who  will  be  the  scape- 
goat? The  physicians,  of  course,  especially  the 
ones  imprudent  enough  to  sign  contracts  with  hold- 
harmless  clauses. 

So  what’s  a doctor  to  do?  If  you’re  near  re- 
tirement, now  might  be  a good  time  to  bow  out. 
If  not,  some  sacrifices  will  surely  need  to  be  made 
in  the  “do  more  for  less’’  atmosphere  in  which 
we  now  operate.  While  physicians  are  bloodied, 
they  are  not  yet  beaten.  They  are  a resourceful 
and  resilient  group  used  to  making  tough  sacri- 
fices. Let’s  hope  that  our  patients,  the  consum- 
ers, are  as  willing  to  make  the  sacrifices  big  busi- 
ness will  ask  of  them.  ij 
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Allen  E.  Greer,  MD 


Equilibrium:  A condition  in  which  all 
acting  influences  are  canceled  by  others, 
resulting  in  a stable,  balanced  system. 


No  matter  the  complexity  of 
the  surgery  or  the  out- 
come, whether  he  had  re- 
stored the  patient’s  health  or 
lost  the  patient  on  the  table,  Allen 
Greer’s  behavior  seldom  varied.  He 
never  got  too  high  or  low.  He  showed 
up  and  worked  long,  hard,  and  well, 
sometimes  brilliantly,  never  ostenta- 
tiously, and  although  there  was  plenty 


of  potential  in  his  line  of  work  to  de- 
velop a God  complex,  he  remained 
low-key  but  up-beat. 

Long-time  colleagues  say  that  was 
so  from  the  beginning  of  his  career  in 
the  early  1950s,  when  his  specialty, 
cardiovascular  surgery,  was  in  its  in- 
fancy and  the  obstacles  to  good  out- 
comes were  daunting.  And  it  was  still 
so  after  technology  had  enabled  Greer 
to  improve  the  life  of  virtually  every 
patient. 

This  unflappability  also  applied  to 
his  interpersonal  relationships.  As  the 


Story  by  Richard  Green 
Photography  by  Robert  Taylor 


senior  man  in  partnership  with  two 
other  extremely  talented  heart  sur- 
geons with  big  egos,  Nazih  Zuhdi  and 
John  Carey,  Greer  kept  the  team  to- 
gether doing  an  incalculable  amount 
of  good  for  very  ill  people  for  nearly 
thirty  years.  That  doesn’t  mean  they 
didn’t  and  wouldn’t  have  made  im- 
portant contributions  individually,  but 
the  total  of  their  collaboration  was 
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always  greater  than  the  sum  of  its 
parts.  Without  Greer’s  stabilizing  in- 
fluence, the  partnership  would  not 
have  survived  let  alone  flourished. 

The  major  contributions  to  the  devel- 
opment of  an  effective  heart-lung  ma- 
chine would  not  have  been  made  in 
Oklahoma. 

It  seems  cruelly  ironic,  then,  that 
after  a lifetime  of  exercising  such  re- 
markable equilibrium,  he  should  lose 
so  much  of  it  in  just  one  day  last 
April.  He  fell  to  the  kitchen  floor  and 
a vessel  in  his  brain  ruptured.  Perhaps 
it  was  the  other  way  around.  He  found 
he  couldn’t  get  up  but  remained  con- 
scious for  most  of  the  next  twelve 
hours  until  he  was  discovered  after 
not  showing  up  for  surgery.  During  all 
those  hours,  Greer  says  he  thought  his 
problem  was  a broken  hip;  the  notion 
of  a stroke  never  entered  his  mind. 

His  left  side  was  partially  para- 
lyzed, a condition  that  has  improved 
bit  by  bit  through  rigorous  physical 
therapy.  He  can  walk  a little  now,  but 
it  was  not  only  his  physical  equilibri- 
um that  was  damaged. 

The  stroke  akso  impaired  the  part 
of  the  brain  that  holds  emotional  feel- 
ings in  check.  Sitting  in  his  wheel- 
chair in  his  home,  hard  by  the  Okla- 
homa C'ity  Golf  and  Country  C lub, 
recalling  persons  and  events  from  his 
pa.st,  he  mentions  the  .sacrifices  that 


his  parents  made  for  him,  and  weeps. 
Later,  in  describing  how  open-heart 
surgery  had  transformed  an  invalid 
into  a robust,  productive  person,  he 
again  is  overcome. 

He  says  he  has  made  much 
progress  since  April  and  hopes  to  re- 
cover enough  to  operate  again.  But 
why  would  a 78-year-old  stroke  vic- 
tim even  want  to  operate  again?  “Be- 
cause I’ve  always  enjoyed  it,”  he  says. 
Greer  uses  an  economy  of  speech  that 
suggests,  under  the  circumstances, 
that  he  is  saving  his  strength.  But  as 
Juanita,  his  wife  of  more  than  50 
years,  notes,  he  doesn’t  enjoy  talking 
about  himself  It’s  not  becoming.  That 
attitude  is  characteristic  of  his  De- 
pression-era upbringing  in  rural  Okla- 
homa. Or  as  the  local  chamber  of 
commerce  undoubtedly  must  have 
said:  You  can  take  the  boy  out  of 
Kingfisher,  but  you  can’t  take  King- 
fisher out  of  the  boy. 

Significantly,  Greer  says  his  great- 
est honor  wasn’t  being  inducted  into 
the  Oklahoma  Hall  of  Fame  in  1992 
or  receiving  any  of  the  clo.set  full  of 
awards  from  his  medical  peers.  The 
honor  he  esteemed  the  mo.st  was  in- 
duction into  the  Kingfisher  High 
School  Hall  of  Fame.  Although  this 
remark  may  seem  disingenuous,  later 
he  says  one  of  his  most  prized  posses- 
sions is  a post-surgery  photograph 


Allen  Greer  and  his  wife  Juanita  go  over 
some  correspondence  at  home. 


taken  several  years  ago  of  himself  and 
a 3-  or  4-year-old  boy.  Greer  had  re- 
paired his  congenital  heart  defect  and 
the  boy’s  parents  wanted  a commemo- 
rative snapshot.  Later,  they  sent  Greer 
a copy.  In  1994,  the  boy’s  father  visit- 
ed Greer  in  his  office  and  gave  him 
another  snapshot  of  the  boy,  now  a 
robust-looking  young  man.  “You 
made  this  possible,”  said  the  man.  In 
recounting  this  story,  Allen  Greer 
struggles  to  maintain  his  equilibrium, 
and  loses.  But  who  is  to  say  that  these 
tears  are  stroke-related? 

* ♦ * 

Allen  Greer  was  born  in  Lin- 
coln, Nebraska,  in  1918, 
but  he  didn’t  hang  around 
long.  After  his  father,  Van- 
cil  Greer,  graduated  from  law  school 
there,  he  packed  up  his  family  and. 
full  of  idealism  and  optimism,  headed 
west  seeking  his  fortune;  he  wound 
up  in  Hennessey,  Oklahoma.  Actually, 
the  move  was  purposeful.  Hennessey 
was  where  he  had  met  his  wife,  Hetta 
Carol,  and  both  sets  of  parents  still 
lived.  The  action,  however,  seemed  to 
be  18  miles  down  U.S.  81  in  Kingfish- 
er and  that  is  where  Vancil  and  Hetta 
Carol  raised  their  four  children,  Van- 
cil, Jr.,  Allen,  Janet,  and  Carroll. 

Vancil  ran  for  Kingfisher  county 
judge  and  was  elected  but  didn’t  cot- 
ton to  the  work  and  served  only  one 
term.  He  started  a law  practice  and 
served  as  attorney  for  some  insurance 
companies.  He  enjoyed  serving  his 
clients  except  during  the  Depression 
when  he  had  to  foreclose  on  farms 
owned  by  the  insurance  companies. 
Allen  remembers  his  father  telling 
him  how  painful  these  actions  were. 
Once,  some  of  the  desperate  dispos- 
sessed farmers  kidnaped  Vancil  and 
an  insurance  company  official.  After  a 
long  drive  north  during  which  the  vic- 
tims were  repeatedly  told  that  they 
would  be  killed,  they  were  left  on  the 
(jieat  Salt  Plains.  Vancil  was  relieved 
but  not  angry.  Such  acts  of  despera- 
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i tion  were  eommon,  a product  of  the 
times  and.  as  John  Steinbeck  wrote,  a 
system  that  ground  up  a lot  of  hard- 
working honest  people.  While  the 
Cireers  got  through  the  Depression 
better  than  most,  v irtually  no  one  was 
unscathed. 

Always  interested  in  politics.  Van- 
cil  met  Robert  Kerr  and  became  an 
enthusiastic  supporter.  “I  think  he  and 
mother  both  spent  considerable  time 
helping  Mr.  Kerr  feather  his  nest.” 
Allen  says.  After  Kerr  was  elected 
governor.  Vancil  was  rewarded  with  a 
seat  on  the  state  Corporation  Com- 
mission. “At  fir.st  Dad  liked  it.”  says 
Greer,  but  his  father  soon  learned  that 
corruption  was  the  lubricator  of  the 
squeaky  wheel.  When  the  unexpired 
term  he  had  been  appointed  to  fill  was 
up.  he  announced  he  would  not  be  a 
candidate  for  the  job. 

Still,  the  family  was  happy  and  ac- 
tive; the  children  were  smart  and.  as 
they  all  knew,  college  bound.  Their 
parents  were  prepared  to  sacrifice,  to 
do  w hatever  was  necessary  to  get 
them  through  college. 

Unlike  his  older  brother.  Vancil.  Jr., 
who  was  known  as  a “brain,”  Allen 
was  an  indifferent  student.  “I  was  seri- 
ous about  girls  and  sports.”  At  five- 
ten  and  145  pounds.  Allen  was  on 
both  the  wrestling  and  football  teams. 
On  the  gridiron,  he  was  the  center  be- 
cause “I  was  the  only  one  who  could 
remember  the  snap  count.” 

Though  the  two  brothers  were  dif- 
ferent in  many  ways,  they  were  only 
15  months  apart  in  age  and  were  “ex- 
traordinarily close.”  One  summer  day 
when  Vancil  was  17  and  Allen  was  15, 
the  older  boy  stopped  to  swim  in  a 
farm  pond.  Since  he  apparently  was 
alone,  no  one  knows  what  happened, 
but  his  body  subsequently  was  pulled 
from  the  pond.  The  impact  on  the 
close-knit  family  was  devastating,  but 
may  have  had  a longer-lasting  effect 
on  Allen.  In  addition  to  grieving  and 
mourning  for  his  best  friend,  he  prob- 
ably grappled  at  least  subconsciously 
with  imponderables  such  as:  Why 
Vancil?  Why  not  me? 

Allen  drifted  through  high  school, 
miserable  from  frustrating  and  disap- 
pointing his  parents  but  unable  to  reform. 


Iletta  Carol  was  the  strong  one, 
Allen  says,  the  one  who  held  the  fami- 
ly together.  In  the  mid- 1930s,  she 
started  a library  in  Kingfisher.  Janet 
was  studying  library  sciences  at  Okla- 
homa A&M  and  helped  her  mother 
catalog  the  books.  Thereafter,  Iletta 
Carol  and  other  volunteers  kept  the 
library  open.  Her  picture  is  displayed 
there  today,  commemorating  her  role 
as  the  founder. 

.Allen  enrolled  at  Oklahoma  A&M 
in  1936,  primarily  because  his  older 
sister  Janet  was  there  working  at  the 
agricultural  library  and  he  could  live 
with  her  and  her  husband.  As  soon  as 
he  arrived  in  Stillwater,  something 
positive  kicked  in.  Maybe  it  was  the 
change  of  setting,  but  his  grades  and 
MCAT  were  so  good  that  he  was  ac- 
cepted to  the  University  of  Oklahoma 
Medical  School  after  only  two  years 
of  college. 

Why  did  Greer  w ant  to  become  a 
physician?  He  says  he  can’t  remember 
what  he  told  the  admissions  commit- 
tee or  what  the  real  reasons  w ere  ei- 
ther. “I  just  sort  of  drifted  into  it.”  Per- 
haps. He  wasn't  thinking  about 
becoming  a doctor  until  he  decided  to 
major  in  pre-med.  But  studies  have 
shown  that  a major  factor  in  the  deci- 
sion to  attend  medical  school  is  a 
death  having  occurred  in  the  immedi- 
ate family. 


He  liked  the  “orderliness”  of 
science  and  didn’t  doubt 
that  doctoring  would  be  a 
good  profession  for  him. 
But  he  was  unprepared  for  the  ava- 
lanche of  material  directed  his  way  by 
the  good  professors.  “1  never  got 
caught  up.”  Apparently,  neither  did 
anyone  else;  Greer  finished  first  in  his 
class  as  a freshman  and  sophomore. 

He  did  so  despite  a disruption  to 
his  routine  during  his  sophomore 
year:  his  wedding  to  Juanita  Pappe. 
They  had  grown  up  together  in  King- 
fisher, and  fell  in  love  while  they  were 
in  college.  Still,  they  waited  until  their 
lives  were  a bit  more  settled.  Each 
family  gave  them  S50  a month,  and 
they  sold  blood  regularly.  It  was  1940 
and  the  conflagrations  in  Europe  and 
Asia  were  beginning,  but  Allen  and 
Juanita  were  handling  one  day  at 
a time. 

“1  liked  best  whatever  clinical  rota- 
tion I was  in  at  the  time,”  says  Greer. 
After  a moment  of  reflection,  his 
memory  clarifies;  “Except  for  psychi- 
atry. Very  little  could  be  done  for 
those  patients  at  Central  State  (a  state 
mental  hospital  in  Norman)  and  that 
bothered  me.  The  only  thing  1 liked 
about  it  was  they  arranged  to  have 
class  there  on  the  morning  of  game 
days  in  the  fall.” 

Come  to  think  of  it,  Greer  says,  he 
didn’t  like  internal  medicine  that 
much,  either.  “Not  enough  action.”  He 


Allen  and 
grandson  Chuck 
Streich  celebrate 
the  bagging  of 
Chuck's  first  quail 
in  1992.  Behind 
them,  Pat,  the 
Brittany  who  made 
it  all  possible, 
prefers 
to  watch  for 
more  birds. 
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Allen  and  Juanita  celebrate  their  50th 
wedding  anniversary  on  January  25,  1990. 
With  them  are  daughter  Pam  Greer, 
grandchildren  Chuck  and  Greer  Streich, 
daughter  Janet  Streich  and  her 
husband  Fred. 


liked  delivering  babies,  anything  pedi- 
atric, and  surgery.  But  the  main  attrac- 
tion for  him  wasn’t  the  discipline  so 
much  as  it  was  the  good  teachers,  like 
Burt  Mulvey  and  “Cowboy”  Keltz,  so 
named  because  he  “rode  everybody  so 
hard.”  When  he  graduated  in  1942, 
Greer  thought  he’d  probably  go  into 
general  practice  but  it  seemed  almost 
ridiculous  to  say  so.  He  had  to  intern 
first  and  then,  the  way  things  looked, 
he’d  be  in  the  war. 

His  class  standing  (second  to  Jack 
Gable  over  the  four  years)  opened 
doors  to  internship  programs  every- 
where. He  chose  Colorado  General 
Hospital  in  Denver.  From  there  in  the 
summer  1943,  he  went  into  active 
duty  in  the  Army  and  was  assigned  to 
a hospital  in  Greenland.  From  there, 
bombers  and  ground  troops  embarked 
for  the  European  theater,  as  that  part 
of  the  war  was  known.  Greer  worked 
with  about  sixty  other  doctors  in  the 
station  hospital.  He  says  he  was  either 
very  busy  or  very  bored.  Sometimes 
both.  “To  pass  the  time  we  used  to  go 
up  the  Ijord  and  ice  fish  for  sea  trout. 
We  often  caught  enough  to  feed  the 
entire  hospital.” 

In  the  winter,  there  was  skiing  but 
it  was  dangerous  owing  to  the  absence 
of  regular  ski  trails.  One  day  Greer 
saw  a surgeon  friend  of  his  plunge  to 
his  death.  Conditions  were  such  that  it 


took  rescuers  more  than  an  hour  to 
reach  the  man. 

At  times,  fatalism  seemed  to  hang 
in  the  air.  “Troops  about  to  see  action 
got  into  high-stakes  crap  games  and 
an  astounding  amount  of  money 
changed  hands,”  recalls  Greer.  After  a 
few  months  in  Greenland.  Capt.  Greer 
asked  to  be  reassigned  to  Europe. 
However,  his  superiors  denied  his  re- 
quest and  told  him  he  was  crazy  for 
asking. 

After  eighteen  months,  his  duty 
assignment  was  changed,  to  Brook 
General  Hospital,  a service  separation 
center  in  San  Antonio,  Texas.  He  did 
some  surgery  and  had  good  teachers 
who  encouraged  him  to  enter  a sur- 
gery residency  program.  His  experi- 
ence at  Brook  was  good  enough  to 
substitute  for  a year  of  residency.  He 
applied  and  was  accepted  to  a surgery 
residency  at  the  Cleveland  Clinic. 

Before  moving  his  family  from 
Oklahoma  to  Cleveland,  he  stopped  by 
the  OU  medical  school  to  visit  a plas- 
tic surgeon,  John  Burton,  who  had 
been  one  of  his  favorite  instructors. 
“He  told  me,  ‘I’m  going  to  give  you 


In  Denver,  Allen  and  Juanita  attend  the 
1992  high  school  graduation  of 
granddauther  Greer  Streich. 


some  advice  you’re  not  going  to  pay 
any  attention  to,  but  eventually  you 
will  see  that  I was  right.  You  will 
spend  four  or  five  years  in  a residency 
and  when  you  get  through  you  won’t 
have  anything,  and  all  of  these  years 
will  be  very  hard  on  you  and  your 
family.  What  you  should  do  is  take 
some  refresher  courses  and  go  to  a 
small  town  and  practice.  You'll  make 
more  money  and  you  and  your  family 
will  be  happier.’” 

Sitting  in  his  wheelchair  in  the  sun 
room  of  his  home  nearly  fifty  years 
after  not  following  that  advice,  Greer 
says  Dr.  Burton  was  right.  And  lest  his 
visitor  think  this  is  some  sort  of  post- 
stroke musing,  he  says  he  came  to  that 
conclusion  several  years  ago.  Dr.  Karl 
Boatman,  a surgeon  and  friend,  says 
Greer  had  mentioned  that  several 
times  in  the  past  but  Greer's  view  was 
academic  because  it  had  had  no  im- 
pact on  his  career  as  one  of  the  state’s 
premier  surgeons.  “With  Al’s  superb 
rapport  with  his  patients,  he  would 
have  been  an  excellent  family  physi- 
cian,” Boatman  says. 

However,  if  Greer  had  cho.sen  that 
path.  Boatman  suggests  the  history  of 
thoracic  and  cardiovascular  surgery  in 
Oklahoma  would  be  altogether  difler- 
ent.  “He  was  not  only  a pioneering 
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surgeon,  but  through  his  example  and 
teaehing  he  intlueneed  so  many  of  us 
in  important  and  indelible  ways.  He 
was  as  good  as  the  Good  Lord  makes." 

♦ * * 

lien  (jreer’s  surgieal  train- 
ing eame  at  an  auspieious 
time.  During  those  five 
years,  as  he  foeused  more 
and  more  on  cardiovaseular  surgery,  it 
was  clear  to  him  that  the  field  would 
come  of  age  only  when  some  means 
had  been  devised  to  stop  the  heart 
while  keeping  the  patient  alive  and 
well  for  the  duration  of  the  operation. 
News  was  that  at  least  two  small 
groups  at  academic  centers  w ere  be- 
ginning to  work  diligently  toward  that 
goal.  Meanwhile,  Greer  was  training 
at  the  Cleveland  Clinic,  including  a 
year  of  surgical  pathology  and  two 
years  of  general  surgery.  He  could  see 
he  had  genuine  facility  for  the  work 
and  realized  that  he  was  technically 
superior  to  the  senior  residents.  In 
1949,  Dr.  Don  Effler,  the  clinic's  first 
thoracic  surgeon  was  hired  and  Greer 
became  his  first  resident.  Also,  by  this 
time,  the  Greer  family  was  complete. 
Allen  and  Juanita  had  a son,  Allen,  Jr., 
and  daughters  Janet  and  Pam. 

With  such  responsibilities,  Greer 
must  have  been  tempted  to  start  prac- 
ticing in  1950.  But  he  knew  he  needed 
another  year  of  chest  surgery  and,  to 
really  benefit,  that  final  year  of  train- 
ing would  have  to  be  someplace  else. 
The  clinic’s  head  of  surgery  had  a 
brother  who  was  chief  of  cardiovascu- 
lar surgery  at  two  teaching  hospitals 
in  Los  Angeles.  Greer  spent  his  fifth 
and  final  year  of  residency  there,  and 
especially  enjoyed  his  time  at  Chil- 
dren’s Hospital. 

Actually,  working  w'ith  the  kids 
was  a mixed  blessing.  He  loved  being 
with  them;  their  absence  of  guile,  and 
honesty  and  innocence  appealed  to 
him  and  he  was  learning  some  new 


During  World  War  II,  Allen  Greer  was 
stationed  at  a hospital  in  Greenland.  When 
they  weren't  deluged  with  patients,  the  60 
doctors  at  the  base  often  spent  time 
skiing  or  ice  fishing. 


surgical  techniques  that  enabled  him 
to  repair  some  congenitally  damaged 
hearts.  Sometimes,  he  could  widen  a 
constricted  heart  valve  with  a knife 
attached  to  his  finger  as  the  child’s 
heart  continued  to  beat.  In  these  few 
cases,  he  was  literally  curing  children 
who  otherwise  would  have  continued 
to  sutTer  and  die. 

But  these  were  anxious  if  not  terri- 
fying instances  for  (ireer  because  he 
could  not  see  the  defect.  He  couldn’t 
be  sure,  operating  blindly,  that  he 


w'ouldn’t  make  things  worse.  His  goal 
was  to  help  develop  a heart-lung  ma- 
chine. By  1951,  he  was  a superbly 
trained  thoracic  and  cardiovascular 
surgeon;  he  was  the  ninety-ninth 
board  certified  thoracic  surgeon  in  the 
U.S.  He  had  his  choice  of  positions 
and  if  events  had  been  different,  he 
might  have  chosen  to  lead  or  align 
himself  with  a major  research  team. 

But  his  parents  and  Juanita’s  par- 
ents w'cre  elderly  and  ill  and  the 
young  couple  wanted  to  be  close  to 
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The  Greers  prepare  for  a big  night  out— Allen's  induction  into  the  Oklahoma  Hall  of  Fame  on 
November  13,  1992.  Between  Juanita  and  Allen  ore  daughters  Pam  and  Janet,  and  Janet's 
son  Chuck. 


them.  So,  Dr.  Greer  started  his  prac- 
tice in  Oklahoma  City  in  the  summer 
of  1 95 1 . He  was  the  first  board  certi- 
fied thoracic  and  cardiovascular  sur- 
geon in  the  state,  but  when  he  arrived 
it  wasn’t  much  of  an  overstatement  to 
say  that  his  certificates  and  a nickel 
would  get  him  a cup  of  coffee. 

* * ♦ 

Since  most  doctors  in  the  state 
didn’t  know  what  Allen  Greer 
could  do,  he  didn’t  get  many 
referrals.  A couple  of  general 
surgeons  were  doing  some  chest  sur- 
geries in  1951,  but  Greer  says  they 
had  little  to  offer  to  patients  or  to  him 
(as  prospective  partners.)  He  made 
himself  readily  available  for  emergen- 
cies even  in  outlying  areas  and  began 
giving  talks  about  his  specialty  to 
doctor  groups  around  the  state. 

Most  of  his  early  work  involved 
pulmonary  problems.  He  operated  on 
fii  patients  at  the  sanitarium  in  C'lin- 
ton  every  week;  he  suctioned  .secre- 


tions patients  couldn’t  expel;  he  treat- 
ed aspirations  and  removed  foreign 
bodies  (often  beans,  which  he  grew  to 
hate)  from  the  airways  of  children. 
“The  first  time  I saw  him  in  1952,  he 
was  walking  down  the  hall  at  Mercy 
Hospital,  leaning  way  over  against  the 
weight  of  carrying  his  instruments, 
his  bronchoscope,  in  a big  box,”  says 
Shirley  Howard,  who  was  the  hospi- 
tal’s surgical  secretary.  “Surgeons  car- 
ried their  instruments  with  them  in 
those  days.” 

Karl  Boatman  met  him  that  same 
year,  when  he  was  an  intern  at  St.  An- 
thony Hospital.  “1  was  drawn  to  him 
immediately  for  a number  of  reasons. 
He  was  cool  and  totally  committed  to 
the  patient.  Later,  when  1 was  a sur- 
gery resident  at  Wesley  Hospital,  he 
and  1 scrubbed  together  a good  deal 
and  1 learned  that  he  was  both  an  arti- 
san technically  and  a great  teacher. 

“I  le  also  was  determined  to  deliver 
better  patient  care.  Every  Wednesday 
afternoon,  he  did  research  on  the  rudi- 
ments of  a pump  oxygenator  system 


in  a lab  at  the  Oklahoma  Medical  Re- 
search Foundation.  I also  assisted  him 
with  several  closed-heart  surgeries, 
mainly  on  children  with  mitral  valve 
or  patent  ductus  impairments,  and 
when  we’d  lose  one.  I’d  swear  that  was 
it  for  me.  I didn’t  handle  those  very 
well.  With  Al,  though,  you  couldn’t 
tell  he  was  affected.” 

According  to  Boatman,  Greer  was 
philosophical,  not  emotional.  He 
knew  he  was  the  child’s  only  hope 
anyway  and  he  had  to  keep  trying  to 
progress.  He  also  knew  that  things 
were  going  to  change  for  the  better 
soon.  After  the  war,  residency  pro- 
grams began  expanding  to  accommo- 
date the  MDs  who  wanted  more  train- 
ing or  to  specialize. 

Already  in  the  early  1950s,  he  was 
getting  referrals  from  Oklahoma’s 
first  and  only  board  certified  cardiol- 
ogist, Wiley  T.  McCollum.  Over  the 
next  few  years,  other  well-trained  car- 
diologists like  John  Donnell  and  Ga- 
len Robbins  sent  patients  to  Greer.  In 
1955,  cardiovascular  surgeon  John 
Carey  arrived  from  the  Mayo  Clinic 
and  soon  became  Greer’s  partner,  and 
although  Greer  did  not  have  a full 
practice,  they  benefitted  from  one  an- 
other by  almost  always  assisting  at  the 
other’s  operation. 

Still,  most  of  their  surgical  load 
was  not  cardiovascular.  It  was  peril- 
ous, to  say  the  least,  to  operate  on  the 
inside  of  a closed  beating  heart.  There 
was  one  other  alternative:  hypother- 
mia and  Greer  used  it  to  do  the  first 
open-heart  surgery  in  Oklahoma.  Af- 
ter anesthetizing  the  patient,  the  body 
temperature  would  be  decreased  by 
submerging  the  patient  in  ice  water. 
After  cardiac  arrest  had  been  induced, 
Greer  would  have  about  eight  minutes 
to  repair  defects  inside  the  heart.  “It 
was  nerve  wracking  because  diagnos- 
tic imaging  was  so  poor  that  1 never 
knew  what  I was  going  to  find.”  CJreer 
says.  “Sometimes  eight  minutes 
wasn’t  nearly  enough.  It  was  terribly 
frustrating  to  discover  defects  that 
could  be  repaired  if  1 had  the  time. 

But  even  so,  hypothermia  was  very 
dangerous  to  other  organs.  I used  it 
only  a handful  of  times.” 

(irecr  paid  the  expenses  for  most 
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of  his  animal  studies  on  the  pump- 
oxygenator  system,  according  to  Peg- 
gy Johnson,  his  scrub  nurse,  lab  assis- 
tant, and  “girl  Friday”  from  1953  to 
1962.  “That’s  how  dedicated  he  was 
to  improving  patient  eare,”  she  says. 
But  as  good  as  his  training  had  been, 
Greer  had  not  been  exposed  to  them 
first-hand  and  his  research  progress 
was  slow.  Since  there  were  only  two 
or  three  sites  in  the  nation  working 
diligently  on  these  models,  only  a few 
people  had  any  in-depth  research  ex- 
perience. 

One  who  did  was  recruited  by  sur- 
geon John  Schilling  to  the  University 
of  Oklahoma  Medical  Center  in  1958. 
He  was  Dr.  Nazih  Zuhdi,  who  had 
been  working  on  experimental  pump 
oxygenators  in  the  group  of  Dr.  Clar- 
ence Dennis  since  1951.  Much 
progress  had  been  made  by  1958; 
more  experimental  animals  as  well  as 
patients  were  surviving  open-heart 
surgery,  but  until  about  1960,  accord- 
ing to  Zuhdi,  there  were  fewer  than 
than  seventy-five  open-heart  surgeries 
annually  performed  across  the  coun- 
try. Despite  still  formidable  obstacles. 


investigators  believed  they  were  clos- 
ing in  on  developing  a safe,  reliable 
cardiopulmonary  bypass  apparatus. 

Schilling  introduced  Zuhdi  to 
Greer  and  almost  immediately  they 
saw  the  mutual  benefit  of  working 
together.  With  John  Carey,  they 
formed  a partnership.  Greer  and 
Carey  would  do  most  of  the  operating 
while  Zuhdi  was  continuing  his  re- 
search on  the  pump  oxygenator  and 
producing  the  scientific  papers.  On 
the  other  hand,  Zuhdi  would  perform 
or  assist  at  some  surgeries  and  Greer 
and  Carey  would  assist  with  the  re- 
search. According  to  their  agreement, 
the  income  from  their  surgeries  would 
be  split  equally  three  ways  and  a por- 
tion would  fund  the  research.  Further- 
more, all  three  names  would  be  listed 
as  authors  of  the  published  research 
papers. 

Both  Zuhdi  and  Greer  say  the  ar- 
rangement proved  to  be  satisfactory 
and  quite  productive.*  “Our  first 
years  were  our  happiest  times  togeth- 


er,” (ireer  says.  “We  spent  more  time 
together  than  we  did  with  our  wives.” 

Shirley  Howard  left  Mercy 
Hospital  to  be  their  office 
manager  in  1960.  “The  three 
men  were  very  different,”  she 
says.  “As  the  senior  man  and  leader. 
Dr.  (ireer  was  a model  of  calm  in 
those  hectic  days.  No  days  were  alike; 
schedules  were  adjusted  and  rear- 
ranged all  the  time.  Emergencies  were 
almost  routine.  Dr.  Carey  was  more 
excitable  but  quite  personable.  He 
loved  to  talk  about  all  kinds  of  things 
and  had  a great  sense  of  humor.  Dr. 
Zuhdi  was  way  ahead  of  his  time  on 
the  importance  of  diet.  We  used  to  eat 
lunch  together  a lot  and  he  insisted 
that  we  eat  tuna  or  salmon.  He  bought 
other  food  from  the  health  food  store 
on  Tenth  Street  and  we’d  all  sit  around 
eating  Tiger  Milk  bars  and  carob 
bars.” 

During  such  times,  the  partners 
\yould  discuss  the  research,  Peggy 
Johnson  says.  Zuhdi  would  explain 
what  he  had  been  doing  or  thinking 
about  and  Carey  and  Greer  would 
comment  or  make  suggestions.  “Al- 
though Nazih  was  doing  most  of  the 
research,  A1  still  played  an  important 
role,  but  we’ll  probably  never  know 
the  true  extent  because  he  was,  is,  so 
modest.” 

Karl  Boatman  says  each  man 
brought  remarkable  strengths  to  the 
partnership.  “They  were  all  excellent 
surgeons,  very  confident  in  their  abili- 
ty, and  each  in  his  own  way  was  bril- 
liant. John  Carey  was  an  intellectual 
and  exuded  self-confidence.  Nazih 
was  always  very  creative,  egocentric, 
and  arrogant.  And  yet  they  deferred  to 
Allen  out  of  respect.  He  was  the  stabi- 
lizing influence,  and  it  is  a testament 
to  him  that  such  strong  personalities 
stayed  partners  and  were  enormously 
productive  for  so  many  years.” 

Zuhdi  says,  “Allen  was  a great  fa- 
cilitator of  the  research.  He  gave  me 
the  stability  and  protection  1 needed 
to  do  the  work  and  progress.”  He  says 
after  University  Hospital  turned  them 
out  and  St.  Anthony  turned  them 
down,  “Allen  convinced  Sister  Mary 
Coletta,  the  administrator  of  Mercy 


•John  Carey  declined  to  be  interviewed  for  this  story. 


Wearing  the  medallion  indicative  of  his  membership  in  the  Oklahoma  Hall  of  Fame,  Allen 
Greer  shares  the  moment  v/ith  colleagues  John  Chaffin,  Christiaan  Barnard,  and  David 
Vanhooser. 
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Hospital,  to  take  us  on.  Our  lab  was 
on  the  first  floor  of  the  hospital.” 

Mercy  turned  out  to  be  an  excellent 
location  because  cardiologist  Wiley 
McCollum  had  set  up  the  state’s  first 
heart  catheterization  lab  there.  This 
diagnostic  lab,  Greer  notes,  was  es- 
sential to  realizing  the  group’s  goal  of 
providing  safe  and  effective  open- 
heart  surgeries  and  coronary  artery 
bypass  surgeries  not  just  performed 
by  them  at  Mercy  but  by  cardiovascu- 
lar surgeons  who  would  be  practicing 
across  the  state  in  future  years. 

As  Zuhdi  got  his  pump  oxygenator 
up  and  running,  he  would  test  the  var- 
ious parameters,  such  as  pump  pres- 
sure, to  see  what  worked  and  what 
didn’t.  Refinements  in  the  equipment 
were  necessary  and  for  help  the  team 
recruited  Carman  Kimmell,  president 
of  Oklahoma  City-based  Kim-Ray 
Corporation,  which  designed  and 
made  valves,  pumps,  and  other  stain- 
less steel  parts  for  industry,  most  no- 
tably the  oil  industry. 

Kimmell  says  he  was  fascinated 
with  their  research  and  volunteered  to 
add  his  expertise  in  mechanics  and 
hydrodynamics.  He  says  he  spent 
about  twenty  percent  of  his  time  on 
the  project  and  never  charged  the 
team  anything  for  the  parts  he  made 
or  his  participation.  By  I960,  the  team 
was  using  a heart-lung  machine  that 


Above,  working  hard  to 
recover  fully  from  o recent 
stroke,  Allen  Greer 
concentrates  on  instructions 
from  physical  therapist 
Deidre  Robinson.  Greer  goes  to 
the  grueling  sessions  five 
days  a week. 


Right,  Juanita  Greer  helps  her 
husband  work  through  his 
hand  therapy. 
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may  have  looked  like  hell  (two  insu- 
lated thirty  gallon  garbage  cans  con- 
tained the  hot  and  cold  water  for  heat- 
ing and  cooling  the  blood),  but 
worked  just  fine. 

.All  the  major  problems  had  been 
solved  and  patients  could  be  hooked 
up  to  the  machine  safely  for  the  dura- 
tion, howe\  er  lengthy,  of  the  opera- 
tion. Physicians  and  scientists  from 
around  the  nation  and  some  foreign 
countries  came  to  Oklahoma  City  for 
a look.  One  of  them,  according  to  Zu- 
hdi,  a Dr.  Malmo  from  Sweden,  said 
they  should  get  rid  of  the  unsightly 
! garbage  cans  (for  storing  warm  and 
I cool  water)  and  as  a result  Garman 
Kimmell  designed  an  aesthetically 
pleasing  set  of  reservoirs,  w hich  made 
the  heart-lung  machine  marketable. 
Kimmel  says  researchers  at  other  sites 
were  furious  that  the  Oklahoma  City 
team  included  somebody  “w  ho  made 
parts  for  oil  wells.”  Greer  recalls  at- 
tending an  early  sixties  meeting  at 
which  Houston  heart  surgeon  Denton 
Cooley  opined  that  the  Oklahoma 
group  didn't  know  what  it  was  doing. 
But  the  documentation  to  the  contrary 
had  been  published  in  several  journal 
articles  over  the  life  of  the  project. 

More  than  thirty  years  later,  the 
versions  of  how  this  accomplishment 
was  achieved  vary  appreciably.  The 
full  story  of  the  team’s  work  is  very 
detailed  and  compelling,  and  should 
be  published  because  the  Oklahoma 
investigators  have  never  gotten  the 
universal  credit  that  they  deserved  for 
the  critical  role  they  played  in  the  de- 
velopment of  the  machine  that  revolu- 
tionized cardiovascular  surgery.  Zuhdi 
says  he  clearly  played  the  pivotal  role 
in  the  problem  solving  and  describes 
it  step  by  step,  but  the  research  papers 
he  published  in  scientific  journals 
don't  usually  delineate  individual 
roles  or  merit.  He  says  Kimmell  just 
did  what  he  was  told  to  do.  Kimmell 
provides  many  examples  of  improve- 
ments he  made  and  says  some  of  the 
ideas  that  were  adapted  to  the  heart- 
lung  machine  date  back  to  1939,  to 
his  original  designs  for  gas  and  oil- 
field work. 

Although  Greer  was  often  present 
during  those  sessions,  he  says  it  was 


impossible  to  know  the  origin  of  all 
the  improvements  and,  characteristi- 
cally, he  doesn't  much  care.  But  he 
does  credit  Zuhdi  with  the  idea  and 
research  for  perhaps  the  group’s  sin- 
gle most  important  innovation:  he- 
modilution.  Priming  the  heart-lung 
machine  with  sugar  water  almost 
eliminated  the  need  for  cross-matched 
blood  and  turned  out  to  be  beneficial 
to  the  surgical  patient. 

Inevitably,  Zuhdi  and  Kimmell  had 
a falling  out  in  the  early  1960s  and 
Kimmell  left  the  group,  to  Greer’s 
regret,  but  both  men  still  agree  that 
the  project  would  not  have  been  pos- 
sible without  the  steadying  intluence 
of  Allen  Greer.  When  Zuhdi  published 
a book  on  heart  transplantation,  he 
dedicated  it  to  Allen  Greer.  And  when 
Kimmell's  wife  needed  cancer  sur- 
gery several  years  ago,  Cireer  did  the 
operation. 

* ♦ ♦ 

Through  the  sixties  and  seven- 
ties the  three  partners  stuck 
together  even  as  their  indi- 
vidual practices  changed  and 
moved  north  to  the  new'  Baptist  Medi- 
cal Center.  They  were  doing  more 
coronary  artery  bypass  surgeries  and 
as  pediatric  heart  surgeons  emerged 
fewer  operations  on  children  with 
congenital  heart  defects.  Excellent 
cardiovascular  surgeons  were  emerg- 
ing from  residency  programs  in  Okla- 
homa City  and  elsew'here  and  Greer 
favored  amalgamating  the  best  ones 
into  the  practice.  First,  there  was  Bill 
Haw  ley,  then  Jim  Hartsuck,  Darryl 
Fisher,  Marvin  Peyton,  and  Scott  Lu- 
cas. As  the  group  got  bigger,  things 
got  more  complicated;  it  was  no  long- 
er possible  to  just  divide  up  time  and 
money  equally. 

John  Carey  retired  in  1984  and 
Zuhdi  says  he  was  anxious  to  move 
on  to  heart  transplantation.  He  was 
named  by  the  Baptist  Medical  Center 
to  establish  and  direct  a transplanta- 
tion service.  Greer  w'anted  to  partici- 
pate as  the  transplant  surgeon  for  his 
patients  but  not  give  up  his  surgical 
practice.  Meanwhile,  the  program  was 
launched  with  great  fanfare  as  Zuhdi 


announced  that  Dr.  Christiaan  Bar- 
nard who  performed  the  world’s  first 
heart  transplant,  was  joining  the  team, 
(ireer  thought  it  was  an  astute  public 
relations  move,  but  didn’t  realize  that 
Barnard  no  longer  performed  surgery. 

Zuhdi  and  Cireer  did  the  state’s  first 
heart  transplants  and  then  heart-lung 
trdnsplants,  but  when  Zuhdi  wouldn’t 
permit  Greer  to  care  for  his  own 
transplant  patients,  he  resumed  his 
surgical  practice  full  time. 

By  1990,  Greer  w'as  72  years  old 
and  w'hile  he  sold  the  cattle  business 
he  had  started  in  1975,  he  had  no 
thought  of  giving  up  his  practice, 
even  after  he  suffered  a slight  stroke 
one  day  on  a golf  course.  “They 
cleaned  out  my  carotids  and  1 was 
good  as  new.”  He  could  still  restore 
health  and  vigor  to  the  lives  of  his 
patients  and  that,  as  always,  was  a 
great  feeling.  Moreover,  he  believed 
he  was  as  good  or  better  technically 
than  ever.  He  also  enjoyed  helping  his 
younger  partners,  especially  with 
ung  surgeries. 

Greer’s  second  stroke,  a hemor- 
rhage in  the  brain,  left  him  with  debil- 
itating, possibly  irreversible  physical 
damage.  His  five-day-a-week  physical 
therapy  sessions  have  been  grueling, 
and  limited  function  of  his  left  side 
has  returned.  His  goal  has  been  and  is 
to  return  to  his  practice,  but  as  Christ- 
mas of  1995  approached,  he  was  be- 
ginning to  talk  about  enjoying  what 
he  has  right  now.  He  and  Juanita  were 
looking  forward  to  the  visit  of  their 
two  daughters  and  two  grandchildren. 
The  daughters  are  Janet,  a former  pe- 
diatric nurse  now  studying  accounting 
and  Pam,  who  recently  served  with 
the  Peace  Corps  in  the  Caribbean.  The 
grandkids,  Janet’s  two  children,  are 
Chuck  and  Greer.  Son  Allen,  Jr.,  a 
herpetologist  (“Growing  up,  my  son 
always  had  snakes  in  our  house”),  is 
curator  of  the  natural  history  museum 
in  Sydney,  Australia. 

Sitting  by  the  Christmas  tree,  Greer 
says,  “A  guy  my  age  (77)  who  has  had 
two  strokes,  well,  the  odds  of  living 
another  five  years  aren’t  too  good.  My 
neurologist  argues  with  me  about  that, 
saying  the  two  strokes  weren’t  related, 
but  I’ve  never  had  high  blood  pressure. 
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Leaders  in  Medicine 


Juanita  and  Allen  Greer  share  some  quiet  time  at  home  together. 


SO  that  blowout  in  my  brain,  I think, 
probably  means  arterial  disease.” 

Whether  he  can  resume 
his  practice  or  not, 

Greer  has  other  goals, 
which  involve  a bank  in 
his  old  hometown  of  Kingfisher.  He 
took  a seat  on  the  board  in  1960  when 
the  bank  had  assets  of  six  million  dol- 
lars. Today  that  bank,  with  Greer  as 
part-owner  and  still  on  the  board,  has 
assets  exceeding  350  million  dollars. 
During  that  time,  Greer’s  bank  ac- 
quired control  of  seven  other  financial 
institutions  in  western  Oklahoma. 
When  a merger  with  a company  that 
owns  three  other  banks  occurs  early  in 
1996,  the  combined  assets  will  total 
one  billion  dollars.  Greer  wants  to  see 
that  merger  through  and  help  with  a 
plan  proposed  to  his  bank  by  two 
Oklahoma  City  Baptist  ministers  that 
would  help  empower  members  of  ra- 
cial minorities. 

The  idea  is  to  take  a dedicated  por- 
tion of  the  money  donated  every  Sun- 
day from  a large  network  of  Southern 
Baptist  churches  and  put  it  into  an 
earning  fund  for  the  benefit  of  minori- 
ties to  help  develop  businesses.  “We 
are  working  on  developing  adequate 
internal  controls  for  the  fund  and 
when  that  has  been  completed,  we  will 
be  ready  to  go,”  Greer  says.  “It’s  very 
exciting  and  1 hope  to  be  around  to 
see  the  first  recipients.  They  need  a 
chance  and  this  can  make  a great  dif- 
ference in  their  lives.”  r 
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Resolutions  and  elections  fill  Annual  Meeting  agenda 


The  Oklahoma  State  Medieal  As- 
sociation I louse  of  Delegates  will 
meet  on  April  26-28,  1996,  at  the 
Southern  Hills  Marriott  in  Tulsa.  Reso- 
lutions to  be  considered  by  the  House 
of  Delegates  must  be  received  by  the 
OSMA  30  days  prior  to  the  Opening  Ses- 
sion. The  deadline  for  resolutions  is 
March  26,  1996.  Late  resolutions  will 
be  considered  at  the  discretion  of  the 
OSM  A Board  of  Trustees. 

Resolutions  may  be  submitted  by  any 
OSMA  member  or  component  society. 
Resolutions  and  other  reports  will  be  dis- 
cussed during  reference  committee 
meetings  on  the  afternoon  of  April  26. 
Any  OSM.A  member  may  testify  before 
a reference  committee.  Reference  com- 
mittee reports  will  then  be  presented  for 
further  debate  at  the  Closing  Session  of 
the  House  of  Delegates  on  Sunday  morn- 
ing, April  28.  Those  eligible  to  vote  in 
the  house  are  OSMA  general  officers 
(president,  president-elect,  immediate 
past  president,  vice-president,  secretary- 
treasurer,  speaker  and  vice-speaker  of 
the  House  of  Delegates,  and  chair  and 
vice-chair  of  the  Board  of  Trustees); 
delegates  and  alternate  delegates  to  the 
AMA;  trustees  and  alternate  trustees; 
delegates  and  alternate  delegates  elect- 
ed by  the  component  county  societies, 
the  Young  Physician  Section,  the  Med- 
ical Student  Section,  the  Resident  Phy- 
sician Section,  and  the  Hospital  Medi- 
cal Staff  Section;  all  past  presidents  of 
the  association;  and  the  deans  of  the 
recognized  medical  schools  in  Oklaho- 
ma, provided  they  are  members  of  the 
association,  are  eligible  to  vote. 

OSMA  staff  is  available  to  assist  phy- 


sicians in  researching  and  preparing  res- 
olutions and  putting  them  in  proper  form. 
Send  resolutions  to  the  oSMA  to  the  at- 
tention of  Mary  Anne  McCatfree,  MD, 
Speaker  of  the  House. 

In  addition,  the  OSMA  will  elect  of- 
ficers, trustees,  ama  delegates,  and  mem- 
bers of  the  Physicians  Liability  Insur- 


ance Company  Board  of  Directors  dur- 
ing the  meeting. 

OSMA  President  Larry  L.  Long,  MD, 
Oklahoma  City,  will  become  immedi- 
ate past  president  after  the  meeting. 
Tulsa’s  David  Harper,  MD,  now  presi- 
dent-elect, will  automatically  become 
president.  Elective  positions  to  be  filled 
are  president-elect  and  vice-president. 
David  M.  Selby,  MD,  Enid,  is  the  cur- 
rent vice-president  and  Carol  B.  Imes, 
MD,  Oklahoma  City,  is  in  the  first  year 
of  a two-year  term  as  secretary/treasur- 
er. Mary  Anne  McCaffree,  MD,  Okla- 
homa City,  speaker  of  the  house,  and 
Boyd  O.  Whitlock,  MD,  Tulsa,  vice- 
speaker of  the  house,  also  are  in  the  first 
year  of  two-year  terms. 

Three  delegate  slots  in  the  ama  del- 
egation are  up  for  election.  Incumbents 
eligible  for  reelection  are  Jay  A.  Grego- 
ry, MD,  Muskogee  surgeon;  Sara  R. 


DePersio,  MD,  Oklahoma  City  preven- 
tive medicine  specialist;  and  Perry  A. 
Lambird,  MD,  Oklahoma  City  pathol- 
ogist. Any  physician  wishing  to  run  for 
an  AMA  delegate  post  must  have  served 
at  least  one  term  as  an  AMA  alternate 
delegate  or  as  a general  officer  of  the 
association. 

Four  alternate  ama  delegate  slots  also 
are  open.  Incumbents  eligible  for  reelec- 
tion are  Dr.  Mary  Anne  McCaffree,  MD, 
Oklahoma  City  neonatologist;  Larry  L. 
Long,  MD,  Oklahoma  City  surgeon;  Gary 
L.  Paddack,  MD,  Ada  internist;  and  Greg 
Ratliff,  MD,  Tulsa  plastic  surgeon. 

All  candidates  for  ama  delegate  and 
alternate  delegate  positions  run  on  an  “at 
large”  basis.  There  must  be  at  least  twice 
as  many  candidates  for  alternate  dele- 
gate positions  as  there  are  available  slots 
( e.g.,  if  there  are  four  [4]  slots  open,  there 
must  be  at  least  eight  [8]  candidates).  If 
25  days  prior  to  the  election  there  are 
not  twice  as  many  candidates  as  open 
positions,  the  OSMA  Executive  Commit- 
tee shall  solicit  candidates  to  run  for  the 
positions. 

All  candidates  for  ama  delegate 
and  alternate  delegate  positions 
must  be  active  members  of  the 
association.  Active  members  are  defined 
in  the  OSMA  Bylaws  as  “members  of  com- 
ponent societies  whose  dues  and  assess- 
ments are  fully  paid.” 

All  candidates  for  ama  delegate  and 
alternate  delegate  positions  must  provide 
a letter  of  nomination  signed  by  a member 
of  the  OSMA  House  of  Delegates.  The 
letter  of  nomination  must  arrive  at  OSMA 
headquarters  25  days  prior  to  the  elec- 
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Suba€uie  tare  responsibilities  set  by  ama 

At  its  interim  meeting  in  December,  the  American  Medical  Association’s 
House  of  Delegates  approved  for  distribution  the  following  Guidelines  for 
Physician  Responsibilities  for  Subacute  Care: 

1.  Physicians  are  responsible  to  their  patients  for  delivery  of  care  in  all 
subacute  care  settings  24  hours  a day,  7 days  a week. 

2.  Patients  who  might  benefit  from  subacute  care  should  be  admitted  to 
and  discharged  under  the  orders  of  the  physician  who  is  responsible  for 
the  continuous  medical  management  needed  to  meet  the  patient’s  needs 
and  safety  and  maintaining  quality  of  care. 

3.  Physicians  are  responsible  for  coordinating  care  for  their  patients  with 
other  physicians  including  medical  directors,  primary  care  physicians, 
and  appropriate  specialists,  to  optimize  the  quality  of  care  in  subacute 
settings. 

4.  Physicians  are  responsible  for  supervision  and  coordination  of  the  med- 
ical care  for  their  patients  and  providing  leadership  for  all  other  health 
care  providers  in  subacute  care. 

5.  Physicians  should  guide  procedures  for  their  patients  performed  within 
integrated  practices  and  direct  other  health  care  providers,  consistent 
with  federal  and  state  regulations. 

6.  Physicians  are  responsible  for; 

• Fulfilling  their  roles  and  identifying  the  medical  skills  needed  lo  de- 
liver care  in  subacute  facilities  and  for  creating  and  developing  continu- 
ing medical  education  to  meet  the  special  needs  of  patients  in  subacute 
care 

• Identifying  and  appropriately  utilizing  subacute  care  facilities  in  their 
communities. 

• Oversight  of  physician  credentialing  in  subacute  settings 

• Promoting  medical  staff  organization  and  by-laws  that  may  be  needed 
to  support  peer  evaluations 

• Planning  care  of  their  patients  with  acute  and  chronic  conditions  in 
subacute  care,  as  well  as  pursuing  efforts  to  restore  and  maintain  func- 
tions for  quality  of  life. 

7.  Subacute  units  and/or  programs  need  physician  medical  directors  to  as- 
sure quality  of  medical  care,  provide  peer  group  liaisons,  and  coordinate 
and  supervise  patients  and  families  input  and  needs. 

8.  Physicians  provide  a plan  of  care  for  medically  necessary  visits  after 
completing  an  initial  assessment  within  24  hours  of  admission  that  iden- 
tifies the  medical  services  expected  during  subacute  care. 

9.  Attending  physicians  should: 

• Make  an  on-site  visit  to  review  the  interdisciplinary  care  plan  within 
seventy-two  hours  of  admission 

• Determine  the  number  of  medically  necessary  follow-up  visits;  these 
may  occur  daily  but  never  less  often  than  weekly 

• Document  active  involvement  of  physicians  in  interdisciplinary  care 
and  all  major  components  of  the  patient  care  plan  including  completing 
a progress  note  for  each  patient  visit. 

10.  Physicians  should  implement  these  guidelines  through  organized  med- 
ical staff  bylaws  in  subacute  settings  to  assure  quality  patient  care,  ij 

Kcfcrciicc  AMA  Hoard  of  Iruslccs  Kcporl  2l-l-d.‘> 


Annual  Meeting  (tonfinued) 

tion.  Elections  will  be  held  on  Sunday, 
April  28.  Therefore  letters  of  nomina- 
tion must  be  received  by  the  osma  by 
April  3,  1996. 

AMA  delegates  and  alternates  serve 
two-year  terms  and  are  required  to  at- 
tend two  national  meetings  a year,  one 
in  June  in  Chicago  and  another  in  late 
November/early  December  at  other  sites. 
Delegates  and  alternate  delegates  elect- 
ed in  April  will  be  expected  to  attend  the 
AMA  House  of  Delegates  meeting  in  June. 

Six  (6)  positions  are  open  on  the  PLI- 
CO  Board  of  Directors.  John  A.  McIn- 
tyre, MD,  chair  of  the  PLICO  Board  of 
Directors,  has  announced  he  will  not 
stand  for  reelection.  Incumbents  eligi- 
ble for  reelection  are  Shelby  D.  Barnes, 
MD,  Oklahoma  City  urologist;  Billy  Dale 
Dotter,  MD,  Okeene  family  physician; 
James  D.  Funnell,  MD,  Oklahoma  City 
obstetrician/gynecologist;  Tim  K.  Smal- 
ley, MD,  Stillwater  internist;  and  Ken- 
neth W.  Whittington,  MD,  Bethany  fam- 
ily physician.  PLICO  board  members  serve 
three  (3)  year  terms  and  are  expected  to 
attend  bi-monthly  board  meetings. 

Several  trustee  positions  also  must  be 
filled. 

From  Oklahoma  County,  Trustee 
Clarence  Robison,  Jr.,  MD,  is  eligible 
for  reelection,  as  is  Alternate  Trustee 
Royice  B.  Everett,  MD. 

From  District  XI  (Atoka,  Bryan, 
Choctaw,  Coal,  McCurtain,  and  Push- 
mataha counties).  Trustee  Robert  H. 
Hayes,  MD,  is  eligible  for  reelection,  as 
is  Alternate  Trustee  Jonc  Kendrick,  MD. 

In  District  Xll  (Carter,  Garvin,  John- 
ston, Love,  Marshall,  Murray,  and  Pon- 
totoc counties).  Trustee  Gary  L.  Padd- 
ack,  MD,  is  ineligible  for  re-election. 
Alternate  Trustee  James  V.  Miller,  MD, 
is  eligible  for  re-election.  J 


April  is 

Neural  Tube  Deficit 
Prevention  Month  in 
Oklahoma 
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Schedule  of  Business  Events  for  90th  Annual  Meeting 

The  9()th  Annual  Meeting  ofthe  Oklahoma  State  Medical  Association  House  of  Delegates  will  be  held  April  26-28, 

1996,  at  the  Southern  Hills  Marriott 

in  Tulsa.  The  OSMA  Board  of  Trustees  will  meet  on  Thursday,  April  25.  The 

meeting  is  open  to  all  OSMA  members  and  attendance  is  encouraged  at  this,  the  oSMA’s  largest  annual  gathering. 

The  luncheon  on  Friday  promises  to  be  informative,  with  the  osMA  planning  to  demonstrate  its  new  on-line 

communication  system  entitled  ()K.-Med()NK.  This  new  serv  ice  will  offer  physicians  the  chance  to  browse  the  Inter- 

net  and  will  provide  yet  another  line  of  communication  among  OS.MA  members. 

This  year’s  osma/osmaa  Presidents’  Reception  and  Banquet  will  honor  President  Larry  L.  Long,  MD,  and 

President-Elect  David  L.  Harper,  MD,  as  well  as  osmaa  President  “K”  Caldwell  and  President-Elect  Barbara  .lett. 

OSMA  members  will  receive  ticket  order  forms  in  the  mail  and  are  urged  to  order  prior  to  the  meeting.  Enclosed 

in  the  same  mailing  will  be  a hotel  registration  form  for  members’  convenience  in  making  reservations  directly  with 

the  Southern  Hills  Marriott. 

For  OU  College  of  Medicine  Alumni  events,  call  Carol  Modisette  at  405-27 1-3500. 

The  following  is  a tentative  schedule  of  events: 

I'hursday,  .April  25,  1996 

10:00  am 

Registration 

1 1 :00  AM 

OSMA  Executive  Committee  — Salon  E 

1:30  PM 

OSMA  Board  of  Trustees — Salon  E 

Friday,  .April  26,  1996 

6:00  AM 

Hospitality 

7:00  AM 

Registration 

7:30  am 

OSMA  Hospital  Medical  Staff  Section  Breakfast — Dogwood 

7:30  AM 

Oklahoma  County  Medical  Society  Caucus — Redbud  B 

7:30  AM 

Tulsa  County  Medical  Society  Caucus — Magnolia 

7:30  AM 

Rural  County  Caucus — Salon  D 

9:00  AM 

OSMA  House  of  Delegates  Opening  Session — Salon  A/B 

Noon 

OSMA  Luncheon  (Internet  presentation) — Sequoyah 

1:30  PM 

OSMA  Candidates  Forum — Birch 

2:30  PM 

OSM.A  Reference  Committees  1,  11,  and  III — Salons  A,  B,  <&  C 

Saturday,  April  27,  1996 

6:00  AM 

Hospitality 

7:00  AM 

Registration 

7:30  AM 

OSMA  Council  on  Rural  Health  Breakfast — Dogwood 

8:00  AM 

PLICO  Loss  Prevention  Seminar — Sveamore 

8:00  AM 

OSMA  Past,  County  Society,  and  Specialty  Society  Presidents’  Breakfast — Birch 

9:00  AM 

Open  Forum  to  Discuss  the  ama  Federation  Study — Pecan 

9:00  AM 

OMPAC  Meeting — Redbud  B 

10:00  AM 

Council  on  Governmental  Activities — Salon  C 

6:00  PM 

OSMA/OSMAA  Presidents’  Reception — Ballroom  Foyer 

7:00  PM 

OSMA/OSMAA  Presidents’  Inaugural  Banquet  (black  tie  optional) — Salon  A/B 

Sunday,  April  28,  1996 

6:00  AM 

Hospitality 

7:00  AM 

Registration 

7-9  AM 

Voting — Salon  C 

7:30  AM 

Oklahoma  County  Medical  Society  Caucus — Redbud 

7:30  AM 

Tulsa  County  Medical  Society  Caucus — Birch 

7:30  AM 

Rural  County  Caucus — Sycamore 

9:00  AM 

OSMA  House  of  Delegates  Closing  Session — Salon  A/B 

1 1:30  AM 

PLICO  Forum  (immediately  following  OSMA  House  of  Delegates) — Cedar 

1 1:30  AM 

AMA  Delegation  Caucus  and  Lunch 

(immediately  following  OSMA  House  of  Delegates) — Pecan 
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Health  Depardient 

Child  Bearing  Age  Women  and  Folic  Acid— What's  the  Connection? 


Neural  tube  defects  (ntds),  spi- 
na bifida,  and  anencephaly  are 
devastating  birth  defects  which 
negatively  affect  families  and  society. 
NTDS  occur  when  the  embryonic  neural 
tube  fails  to  close  at  26  to  28  days  post- 
conception, before  many  women  real- 
ize they  are  pregnant.  Infants  with  anen- 
cephaly die  shortly  after  birth.  With  the 
help  of  medical  care,  babies  bom  with 
spina  bifida  reach  adulthood,  but  usual- 
ly suffer  from  varying  degrees  of  dis- 
ability related  to  paralysis,  bowel  and 
bladder  incontinence,  and  hydroceph- 
alus. Based  on  provisional  statewide  data 
from  the  Oklahoma  Birth  Defects  Reg- 
istry, there  were  4 1 cases  of  ntds  in  1 994 
for  a rate  of  0.89  per  1 ,000  births  in  Okla- 
homa. The  national  cost  of  medical  and 
nonmedical  care  related  to  spina  bifida 
has  been  estimated  at  $324,000  per  case. 

A study  published  in  the  mid  1960s 
suggested  defective  folate  metabolism 
in  the  mother  could  lead  to  fetal  mal- 


formations, including  central  nervous 
system  malformations.'  Laurence  et  al 
conducted  a randomized  controlled  dou- 
ble-blind trial  to  study  the  effect  of  fol- 
ic acid  supplementation  on  the  preven- 
tion of  the  recurrence  of  NTDs  among 
women  treated  with  4 mg  of  folic  acid 
before  and  during  early  preg- 
nancy. Smithells  et  al  conduct- 
ed a multicenter  non-random- 
ized  study  of  the  effects  of  folic 
acid  on  preventing  subsequent 
NTDS  and  found  similar  results.^ 

The  Medical  Research  Council 
Vitamin  Study,  which  began  in  July  1 983, 
was  conducted  at  33  centers  in  seven 
countries."  Women  at  increased  risk  of 
having  a pregnancy  with  an  ntd,  because 
of  a previous  affected  pregnancy,  were 
assigned  to  one  of  four  groups:  folic  acid 
(4  mg),  a mixture  of  seven  other  vita- 
mins, both,  or  neither.  With  folic  acid 
providing  a 72%  protective  effect,  the 
results  were  conclusive  enough  to  end 


the  trial  early,  allowing  all  women  in  the 
study  to  benefit  from  the  protective  ef- 
fect of  folic  acid.  The  results  of  this  study 
led  the  Centers  for  Disease  Control  (CDC) 
of  the  United  States  Public  Health  Ser- 
vice (PHS)  to  issue  interim  recommen- 
dations for  women  who  have  given  birth 
to  an  infant  or  had  a fetus  with 
an  NTD.^ 

While  the  risk  of  an  NTD- 
affected  pregnancy  is  greater  in 
women  with  a previously  affect- 
ed pregnancy,  95%  of  NTD-af- 
fected  pregnancies  occur  in 
women  with  a negative  history.  The  Hun- 
garian Family  Planning  Program  trial, 
which  began  in  1984,  found  that  peri- 
conceptional  vitamin  supplementation 
(containing  0.8  mg  folic  acid)  reduced 
the  incidence  of  a first  occurrence  of 
NTDs.^  Preliminary  results  from  this  study, 
as  well  as  results  from  the  previous  stud- 
ies, led  the  PHS  to  issue  a recommenda- 
tion for  all  women  of  child-bearing  age 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


• Individual  Disability  Protection 

• Business  Overhead  Expense  Insurance 

• Group  Term  Life 

• Full  Time  Accident  Insurance 


In  Oklahoma  City 
P.O.Box  26967  73126 

Phone  (405)  524-781  1 
Fax  (405)  525-2909 


In  Tulsa 

2021  S.  Lewis  n 570 
Phone  (918)  743-9703 
Fax  (918)  743-9723 


•Hospital  Indemnity  Plan 
• Long  Term  Care 
•Workers  Compensation 


C.  L.  PRATES  AND  COMPANY 

INTCRNATIONAI.  INSURANCE  FACILITIES 


Toll  Free  1 -800-  522-92 1 9 


110 


J Okla  State  Med  Assoc,  Vol  89,  March  1996 


who  are  capable  of  becoming  pregnant 
I to  consume  0.4  milligrams  (400  micro- 
' grams)  of  folic  acid  per  day.’  The  daily 
consumption  throughout  childbearing 
years  is  critical,  because  half  of  all  preg- 
nancies are  unplanned,  f he  Centers  for 
Disease  C ontrol  and  Prevention  estimate 
50%  of  all  NTlxs  can  be  prevented  through 
this  recommendation.  Presently,  the  only 
way  for  women  to  achieve  this  recom- 
mendation is  through  the  use  of  multi- 
vitamins containing  0.4  mg  of  folic  acid 
and  the  consumption  of  foods  high  in 
folate.  A multi-centered  case-control 
study,  published  in  1993,  found  a 60% 
I reduction  in  occurrence  of  ntds  in  wom- 
en who  used  vitamins  containing  folic 
acid.**  This  study  provides  the  first  di- 
rect e\  idence  that  0.4  mg  of  folic  acid, 
the  dose  in  most  over-the-counter  mul- 
tivitamins, reduces  the  risk  of  Nil)  oc- 
currence. 

I 

The  CTuincil  on  Scientific  Affairs 
of  the  American  Medical  Asso- 
ciation (.AMA)  developed  a report 
I on  folic  acid. '"The  follow  ing  recommen- 
I dations  relating  to  folic  acid  and  ntd  pre- 
\ention  were  proposed  by  the  council: 

1 .  The  AM.A  encourages  broad-based 
public  education  about  the  need  for 
women  with  childbearing  potential  to 
consume  an  adequate  level  of  folic  acid 
(400  micrograms  per  day)  through  in- 
take of  a well-balanced  diet  and  through 
supplemental  vitamins  to  reduce  the  risk 
of  a child  with  an  NTD.  Women  with  a 
prior  history  of  pregnancy  affected  by 
an  NTD  should  consult  closely  w ith  their 
physician  on  appropriate  prevention  steps 
before  considering  another  pregnancy. 

2.  The  AMA  encourages  the  Food  and 
Drug  Administration  (FDA)  to  continue 
its  rulemaking  process  expeditiously  to 
require  fortification  of  cereal  grain  prod- 
ucts with  folic  acid  at  an  appropriate  level 
to  reduce  the  risk  of  ntds.  Based  on 
available  data,  the  AMA  believes  an  ap- 
propriate fortification  level  for  cereal 
grain  products  is  350  micrograms  per 
1 00  grams  of  cereal  grain. 

3.  The  AMA  encourages  the  Centers 
for  Disease  Control  and  Prevention  and 
state  health  departments  to  give  priori- 
ty to  establishing  monitoring  programs 
to  assess  the  implementation  and  effect 
of  the  ntd  prevention  programs. 


The  Oklahoma  State  Department  of 
I lealth  (OSDII ) has  the  capacity  to  assess 
both  the  occurrence  of  ntds  in  the  state 
and  the  effectiveness  of  ntd  prevention 
programs.  The  Oklahoma  Birth  Defects 
Registry  utilizes  active  surveillance 
methodology  to  monitor  birth  defects  and 
other  adverse  reproductive  outcomes  in 
stillborn  infants  and  children  up  to  two 
years  of  age.  The  statewide  registry  has 
modeled  its  surveillance  procedures  af- 
ter those  developed  by  the  Metropoli- 
tan Atlanta  Congenital  Defect  Program 
at  the  fix'.  Sur\eillance  of  multivitamin 
usage  by  women  of  childbearing  age  is 
a\  ailable  through  the  Oklahoma  Behav- 
ioral Risk  Factor  Surveillance  System, 
begun  in  January  1996.  This  project 
conducts  monthly  telephone  surveillance 
in  Oklahoma  and  49  other  states.  The 
questions  were  developed  and  are  still 
supported  by  the  CDC  in  the  Office  of 
Surveillance  and  Analysis.  The  OSDII  will 
begin  monitoring  multivitamin  use  in  the 
periconceptional  period  for  1996  births 
through  the  Pregnancy  Risk  Assessment 
Monitoring  System  (PRAMS).  PRAMS  is 
a population-based  surveillance  system 
used  to  collect  data  on  a sample  of  women 
delivering  a live  birth  in  Oklahoma. 

In  1 995,  the  Gallup  Organization  con- 
ducted a national  telephone  survey  of 
women  between  the  ages  of  1 8 and  45 
years." The  women  were  asked  questions 
regarding  knowledge  and  consumption 
of  folic  acid.  Of  the  nonpregnant  wom- 
en surveyed.  25%  reported  taking  a daily 
vitamin  supplement  containing  folic  acid. 
Women  who  had  been  pregnant  during 
the  two  years  before  the  survey  report- 
ed only  20%  usage  of  vitamins  before 
their  pregnancy.  The  majority  (70%)  of 
women  reported  receiving  information 
on  health  and  pregnancy  from  their  phy- 
sician. Flowever,  of  the  15%  of  women 
who  were  aw'are  of  the  PHS  recommen- 
dation on  folic  acid,  44%  learned  of  the 
recommendation  from  a magazine  or 
newspaper  article  and  21%  cited  radio 
or  television,  while  only  17%  reported 
hearing  the  information  form  their  doc- 
tor. Physicians,  regardless  of  their  spe- 
cialty, encounter  women  of  child-bear- 
ing age  daily  in  their  practice.  Con- 
sidering the  credibility  women  give  ad- 
vice from  their  physicians,  the  PHS  rec- 
ommendation to  consume  0.4  milligrams 


(400  micrograms)  of  folic  acid  per  day 
would  be  a critical  prevention  message 
Oklahoma  physicians  could  share  with 
their  child-bearing  age  patients. 

The  OSDH  and  the  March  of  Dimes 
Birth  Defects  Foundation  are  col- 
laborating in  a statewide  campaign 
to  inform  women  of  the  need  to  increase 
folic  acid  consumption.  Through  a proc- 
lamation from  Governor  Frank  Keating, 
April  has  been  named  “Neural  Tube 
Defect  Prevention  Month”  in  Oklaho- 
ma. The  March  of  Dimes  annual  walk 
to  prevent  birth  defects,  entitled  “Walk 
for  Someone  You  Love  - Walk  Ameri- 
ca,” will  highlight  the  PHS  recommen- 
dation through  the  “Folic  Acid  (jreen 
Ribbon  Campaign.”  Each  member  of  the 
walk  will  receive  a card  with  a green 
ribbon  attached.  The  card  states  the  PHS 
recommendation,  identifies  foods  high 
in  folate,  and  instructs  the  ribbon  be  worn 
for  30  days;  then  the  card  and  ribbon  are 
to  be  passed  to  another  person.  The 
Oklahoma  State  Department  of  Health 
and  March  of  Dimes  invite  all  physicians 
to  assist  in  eliminating  this  devastating 
birth  defect  through  encouraging  all 
women  of  child-bearing  age  to  follow 
the  PHS  recommendation.  go 
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In  Memorum 


Deaths 


1995 

Robert  M.  Wienecke,  MD January  3 

Mason  Russell  Lyons,  MD January  6 

Wallace  Byrd,  MD January  25 

Herbert  Victor  Lewis  Sapper,  MD January  26 

Addison  Bowling  Smith,  MD January  31 

Cliflford  Jennings  Blair,  MD February  10 

John  Richard  Danstrom,  MD March  5 

Elmer  William  Taylor,  MD March  5 

Othal  Blair  Cunnyngham,  MD March  14 

George  S.  Bozalis,  MD March  21 

William  Gerald  Rogers.  MD March  21 

Charles  Wesley  Letcher,  MD March  26 

John  Frederick  Bolene,  MD March  27 

John  B.  Miles,  MD March  3 1 

Elvus  Jene  Allgood,  MD May  6 

Wiley  T.  McCollum,  MD May  13 

Gerald  Leon  Honick,  MD May  24 

William  G.  Husband,  Jr.,  MD May  25 

Henry  Washington  Harris,  MD June  2 

Joan  Kazanjian  Leavitt,  MD June  13 

Lucien  Michael  Pascucci,  MD July  2 

Glen  M.  Floyd,  MD July  8 

Marvin  Homer  Hird,  MD July  18 

Yale  Eugene  Parkhurst,  MD July  27 

Joe  Leslie  Duer,  MD August  25 

William  Earl  Van  Pelt.  MD August  26 

William  Martin  Benzing,  Jr.,  MD September  2 

Thomas  Lee  Moffeit,  MD September  19 

Avery  Bruce  Wight,  MD September  21 

George  Burley  Gathers,  Jr.,  MD October  2 

Malcolm  Millison,  MD October  8 

Ralph  William  Murphy,  MD October  13 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel,  MD October  31 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody,  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard,  MD December  24 

1996 

Gerald  LcRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 

Ted  Samuel  Edward  Lewis,  MD lanuary  31 

Elbert  Henderson  Shuller,  MD January  26 

Earl  1.  Mulmcd,  MD February  2 


Ted  Samuel  Edward  Lewis,  MD 
1942- 1996 

Henryetta  physician  Ted  S.E.  Lewis,  MD,  died  January  31, 
1 996.  Dr.  Lewis  was  born  in  New  Mexico  and  graduated  from 
the  University  of  Oklahoma  School  of  Medicine  in  1976.  He 
had  a family  practice  in  Henryetta  for  a number  of  years. 

Earl  I.  Mulmed,  MD 
1915- 1996 

Earl  1.  Mulmed,  MD,  retired  Tulsa  internist  and  OSMA  Life 
Member,  died  February  2,  1 996.  A native  of  Oklahoma  City, 
Dr.  Mulmed  was  graduated  from  the  University  of  Oklaho- 
ma School  of  Medicine  in  1937.  He  completed  his  internship 
in  Los  Angeles  and  Oklahoma  City  and  then  a fellowship  in 
internal  medicine  at  the  Mayo  Clinic  in  Rochester,  Minn.  He 
served  in  the  US.  Army  during  World  War  II,  attaining  the 
rank  of  lieutenant  colonel.  He  established  his  private  prac- 
tice in  Tulsa  in  1 947.  Dr.  Mulmed  was  a past  president  of  the 
Oklahoma  State  Heart  Association,  past  vice-president  of  the 
Oklahoma  State  Diabetes  Association,  and  a member  of  the 
board  of  directors  of  the  Tulsa  County  Heart  Association.  In 
1986  he  was  named  Doctor  of  the  Year  by  the  Tulsa  County 
Medical  Society  Auxiliary. 

Elbert  Henderson  Shuller,  MD 
1902- 1996 

OSMA  Life  Member  Elbert  H.  Shuller,  MD,  died  January  26, 
1996,  in  McAlester.  He  was  born  in  Ozark,  Ark.,  and  was 
graduated  from  the  University  of  Arkansas  School  of  Medi- 
cine in  Little  Rock  in  1929.  After  serving  a two-year  intern- 
ship in  Oklahoma  City,  he  established  his  medical  practice  in 
McAlester.  In  1936,  Dr.  Shuller  was  a co-founder  of  the 
McAlester  Clinic.  He  was  the  clinic’s  chief-of-staff  for  14 
years  prior  to  his  retirement  in  1979.  Dr.  Shuller  was  a past 
president  of  the  Pittsburg  County  Medical  Society,  past  vice- 
president  and  trustee  of  the  Oklahoma  State  Medical  Associ- 
ation, and  an  alternate  delegate  to  the  American  Medical 
Association  for  several  years.  ij 


Classifieds 


Classified  ads  arc  50  cents  a word,  with  a minimum  of  $25  per  ad.  A word 
is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  as- 
signed upon  request  and  will  add  6 words  to  the  total.  Payment  must  ac- 
company all  submissions.  Orders  will  NOT  be  accepted  via  telephone  or 
fax.  Mail  ad  with  payment  to  OSMA  .louRNAL,  601  Northwest  Express- 
way, Oklahoma  City,  OK  73118.  Deadline  is  the  first  of  the  month  pre- 
ceding the  month  of  publication. 

Physicians  Wanted 
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FAMILY  PRACTICE  PHYSICIAN 
FOR  STATE-OF-THE-ART 
MEDICAL  CENTER 


At  physician-owned  Liberty 
Healthcare  Corporation,  we  have 
formed  a partnership  with  one  of 
the  nation’s  largest  corporations. 
Located  in  SW  Kansas,  our  new 
ambulatory  care  clinic  provides  high 
quality  family  medicine  to  both  em- 
ployees and  families  of  this  pro- 
gressive Fortune  500  corporation. 
Join  our  group  of  dedicated  profes- 
sionals and  enjoy  excellent  com- 
pensation, generous  paid  time  off 


and  the  stability  of  a 40-hr.,  Mon-Fri 
schedule.  Call  Connie  Grazel 
(800)  331-7122,  ext  157  or  24-hr. 
line,  (610)617-3699,  ext  157.  For 
immediate  consideration,  fax  CV  to 
(610)  667-5559  or  send  to; 


^*JLiberty 
/ w Healthcare 

^Corporation 


401  City  Ave.,  Suite  820 
Bala  Cynwyd,  PA  19004 


Physicians  Wanted  (continued) 


Medical  Director  (Family  Practitioner  or  Full-Service  Pediatrician).  Fast 
growing,  20-year-old,  urban  community  health  center,  serving  a diverse 
patient  population  in  a medically  underserved  area,  seeking  a full-time 
Medical  Director  to  provide  ambulatory  medical  care  and  clinic  manage- 
ment. Bilingual  (Englisb'Spanish)  ability  helpful;  board  certification  pre- 
ferred; board  eligible  required.  Competitive  salary,  benefits,  malpractice 
paid,  CME  paid,  cross-trained  support  staff,  and  a new  health  center  fa- 
cility by  December  1996.  Send  CV  and  references  to:  Ron  Toth,  Execu- 
tive Director,  Southeast  Area  Flealth  Center,  6801  S.  Western,  Suite  205, 
Oklahoma  City,  OK  73139.  405/632-9911.  EOE 


Several  BE/BC  general  pediatricians  needed  for  university-affiliated  pe- 
diatric practices.  Position  is  on  a non-tenured  clinical  tract,  at  the  instructor 
or  assistant  professor  level.  Applicant  will  have  dedicated  time  for  teach- 
ing/scholarly activities.  Salary  is  commensurate  with  experience  and  is 
incentive-based  on  clinical  and  educational  productivity.  The  University 
of  Oklahoma  is  an  Equal  Opportunity/Affirmative  Action  Employer.  Re- 
sponses should  be  sent  to:  Terrence  L.  Stull,  M.D.,  Chairman,  Department 
of  Pediatrics,  The  Children’s  Hospital  of  Oklahoma,  P.O.  Box  26901, 
Oklahoma  City,  OK  73190. 


Tahlequah,  OK:  Emergency  medicine  practice  opportunity  located  70 
miles  east  of  Tulsa.  60-bed  facility.  36,000  annual  ED  volume.  12  hour 
shifts.  No  on-call,  flexible  schedules  and  professional  liability  insurance 
procurement  program.  SI 50,000  annual  remuneration.  For  further  infor- 
mation please  contact  Doreen  Waxon,  Coastal  Physician  Services  of  the 
West,  Inc.  at  1-800-745-5402  or  mail  CV  to  3010  LBJ  Freeway,  Suite  1300, 
Dallas,  TX  75234  or  fax  to  214-241-4917. 


PRIMARY  CARE  PHYSICIANS:  SEEKING  A CHANGE?  INTER 
ESTED  IN  EXTRA  INCOME?  Numerous  Oklahoma  ER  & Clinic  oppor 
tunities  available.  Residents  are  welcome  to  apply.  BCLS  & ACES  re 
quired.  Flexible  schedules.  Malpractice  coverage  available.  For  specifi( 
locations  and  information,  contact:  ANNASHAE  CORPORATION 
Healthcare  Management  & Staffing;  1-800-245-2662. 


PRIMARY  CARE  PHYSICIAN.  Opportunity  available  in  Oklahoma  Cit; 
area  for  FP  in  a walk-in  ambulatory  care  clinic  with  X-ray  and  Lab  facili 
ties.  Competitive  salary  plus  incentive.  Benefit  package  includes  pai( 
malpractice.  Contact  Darla  at  (405)  271-7310. 


For  Sale  or  Lease 


Stillwater  National  Bank  is  accepting  bids  for  a Digital  Voice,  Inc.,  si: 
port,  40  hour,  digital  dictation  machine  with  two  transcribe  stations,  in 
temal  voice  mail  and  an  Ancer  color  video  monitor.  Practically  new,  stat( 
of  the  art  equipment.  Over  $17,000.00  new,  will  consider  all  bids.  Cal 
Don  Lyon  at  1-800-727-2230,  ext.  353  between  9:00  and  3:00,  M-F.  SNI 
reserves  the  right  to  accept  or  reject  any  bid. 


For  lease  in  Tulsa  3,000  square  feet  (two  offices)  available.  Third  offici 
occupied  by  Plastic  Surgeon.  Located  near  Saint  Francis  Hospital.  Ampli 
parking.  (918)  492-3964. 


FOR  SALE  by  owner:  Office  suite  in  Edmond  Regional  Medical  Build 
ing,  adjacent  to  Edmond  Regional  Medical  Center,  corner  of  Second  am 
Bryant.  1318  sq.  ft.  Close  to  both  1-35  and  Broadway  Ext.  Covered  park 
ing.  Terms  very  reasonable.  Call  today!  (405)  359-8005. 
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ii: 


What 

Antitrust  Relief.  Patient  Protection  Act  II.  Professional  Liability  Reform. 

Have  You 

Bylaws  as  Contracts.  Joint  Commission  Medical  Staff  Standards. 

Done  For  Me 

National  Coalition  of  Physicians  Against  Family  Violence. 

Lately? 


The  Organized  Medical  Staff  Section. 

A forum  to  help  you  take  control  of  your  future. 


The  American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA  OMSS)  is  an  expansion  of 
the  Hospital  Medical  Staff  Section. 

It  embraces  the  growing  number 
of  physicians  in  managed  care. 

The  OMSS  offers  assistance,  repre- 
sentation, and  a strong,  unified  voice 
within  these  organized  settings. 

You  are  invited  to  participate. 

Any  medical  staff  of  a hospital, 
integrated  delivery  system,  or  health 
care  plan  may  designate  an  OMSS 
ref)resentative,  who  must  be  an  AMA 
member  with  active  medical  privileges. 


If  you  are  interested  in  attending  an 
upcoming  meeting  and/or  designating 
an  AMA  OMSS  representative  call 
800  AMA-3211  and  ask  for  the  AMA 
Department  of  Organized  Medical 
Staff  Services. 

We  cannot  begin  to  confront  the 
unique  challenges  facing  us  without 
you.  Call  800  AMA-3211  today. 

The  Voice  of  Grassroots  Physicians. 


American  Medical  Association 

I’hysicians  ricdicatcd  to  the  healt  h of  America 


/ 


\ 


OklaKoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 
Kenneth  A.  Hieke,  M.D. 
Robert  S.  Unsell,  M.D. 


(405)  945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 


Em  Shawnee  Medical  Center  Clinic,  Inc. 

B 2801  N.  Saratoga  / Post  Office  Box  849 
Shawnee,  Oklahoma,  74801 
Phone:  (405)  273-5801  • FAX:  (405)  273-2632 


Allergy 

Wallace  R.  Pratt,  m.d.,  ph.d. 

Aviation  Medicine 
D.A.  Mace,  m.d. 

Dermatology 
Basheer  a.  Badiei,  m.d. 

General  Surgery 
Frank  Howard,  m.d. 

Glen  R.  Hanson,  m.d. 

Industrial  Medicine 
A.H.  Shi,  m.d. 

Infectious  Disease 
William  A.  Chapman,  m.d. 

Neonatology 
R.K.  Mohan,  m.d. 


Internal  Medicine 
Stephen  L.  Banks,  m.d. 
Michael  W.  Butcher,  m.d. 
Merle  L.  Davis,  m.d. 

Larry  D.  Fetzer,  m.d. 
Eldon  V.  Gibson,  m.d. 
David  Holland,  Jr.,  m.d. 
Jerry  Brad  Jarrell,  m.d 
D.A.  Mace,  m.d. 

S.P.  Shetty,  m.d. 

A.H.  Shi,  m.d 

Obstetrics.  Gynecology 
Cynthia  A.  Alsup,  m.d. 
Richard  E.  Jones,  m.d. 
Stephen  E.  Trotter,  m.d. 

Ophthalmology 
David  K.  Linn,  m.d.,  ph.d. 

Optometry 

W.  Clay  McLaughlin,  o.d. 


Orthopedic  Surgery 
T.A.  Balan,  m.d.,  f.a.a.o.s. 

R. M.  Kamath,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

S. M.  Waingankar,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

Otorhinolaryngology 
Shrikamt  Rishi,  m.d.,  m.s.,  f.a.c.s. 

Pediatrics 

William  A.  Chapman,  m.d. 
Debra  Katcher,  m.d. 

R.  K.  Mohan,  m.d. 

Kanwal  Obhrai,  M.d. 

Urology 

D.  Glen  Coles,  m.d. 

Pathology  Consultant 

S. N.  Levi  Jones,  m.d. 


Radiology  Consultants 
William  Phillips,  m.d. 
Robert  G.  Wilson,  m.d. 
Cranfill  K.  Wisdom,  m.d. 

Ancillary 
SMCC  Radiology 
SMCC  Laboratory 
SMCC  Physical  Therapy 
SMCC  Ultrasound 

Administrator 
Lee  Michael  Hilka 

Shawnee  AM-i-PM  Clinic 
1501  Airport  Dr. 

(405)  275-4931 

Chandler  Medical  Center 
414  Manvel  Avenue 
(405)  258-0650 


SOUTHERN  PLAINS  MEDICAL  CENTER  P.C. 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

A ACCREDITED  — 

ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

FAMILY  PRACTICE 

OBSTETRICS  AND 

ANESTHESIOLOGY 

RADIOLOGY 

NEUROSURGERY 

222-9550 

GYNECOLOGY 

222-9520 

224-8t 1 1 

(Part-time) 

J.W.  McDoniel,  M.D. 

222-9550 

Gideon  Lau,  M.D. 

T.J.  Williams.  M.D. 

222-9520 

J O Wood,  Jr.,  M D. 

Alan  J.  Weedn,  M.D. 

M.M.  Vaidya,  M.D. 

R.E.  Woosley,  M.D. 

Ernest  W.  Archer.  M.D. 

Kenneth  Priest,  M.D. 

SPEECH  PATHOLOGY 

Stepen  Cagle.  M.D. 

INTERNAL  MEDICINE 

222-9540 

222-9510 

GYNECOLOGY 

QUICKCARE  AND 

Collette  Ellis,  M.Ed.,  C.C.C. 

ONCOLOGY  (Part-time) 

D L.  Stehr,  M D. 

222-9550 

OCCUPATIONAL  MEDICINE 

Debrah  A.  Morris,  M S..  C.C  C. 

222-9560 

Don  R.  Hess,  M.D 

Nahcy  W.  Dever,  M.D 

222-9560 

Kaysi  Edmonds,  M.Ed.,  C.F.Y. 

R.G.  Ganick,  M D. 

R L.  Jenkins.  M D, 

C.R.  Gibsoh,  M.D. 

L.M.  Bowen,  M D. 

R.C.  Talley,  M.D. 

THORACIC  & VASCULAR 

D F Haslam,  M D. 

DERMATOLOGY 

Thomas  W.  Essex,  D O 

SURGERY 

222-9530 

ANCILLARY  SERVICES 

H Stan  Wood,  D O. 

222-9560 

UROLOGY 

Linda  A.  Reinhardt,  M.D 

224-8111 

Ralph  Kauley,  P.A. 

Jim  G.  Melton,  D O. 

222-9520 

• Ambulatory  Surgery 

Joseph  M.  McClintock,  M.D. 

ALLERGY 

• Laboratory 

CARDIOLOGY 

GENERAL  & VASCULAR 

222-9570 

• Radiology 

222-9510 

SURGERY 

ORTHOPEDIC  SURGERY 

R E.  Herndon,  M.D. 

Ultrasound 

Joe  T Bledsoe.  M.D 

222-9560 

222-9520 

Mammography 

Linda  M.  Johnson,  M.D. 

J.E.  Winslow,  Jr.,  M.D. 

PHYSICAL  MEDICINE 

Maghetic  Resonance 

GASTROENTEROLOGY 

Virginia  L.  Harr,  M.D 

Robert  C.  Lesher,  M.D. 

& REHABILITATION 

Imaging  (MRI) 

222-9510 

John  T.  Gregg,  M D. 

222-9520 

• EKG/Stress  Testing 

C.K.  Su,  M D. 

Jim  G.  Melton,  D O. 

OTORHINOLARYNGOLOGY 

K.M.  Vaidya,  M.D. 

• Physical  Therapy 

John  Hurd,  P.A.-C. 

Gregg  S.  Govett,  M.D 

• Chemotherapy 

PEDIATRICS 

PSYCHOLOGY/COUNSELOR 

222-9500 

OPHTHALMOLOGY 

PSYCHIATRY 

222-9540 

ADMINISTRATION 

E Ron  Orr,  M.D. 

222-9530 

222-9560 

J.M.  Ross,  Ph  D. 

224-81  It 

J.E.  Freed,  M.D. 

John  R.  Gearhart,  M.D. 

Boyd  K.  Lester 

Jane  Ross.  M.Ed.,  L.P.C. 

Daniel  N.  Vaughan 

Pilar  Escobar.  M.D. 

David  L.  Ward 

Fernando  A.  Fernandez,  M D. 

Pamela  J.  Nix 

UU  EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 

AMBULATORY  SURGERY  (SAME  DAY  IN  — 

OUT  SURGERY) 

MAIN  CLINIC 

- 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 

If  No  Answer  Call  224-2300 

Call  Toll  Free  For  An  Appointment  1-800-522-3966 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

^ 4*  Founded  1925  4> 

MAILING  ADDRESS;  RO.  Box  26827,  Oklahoma  City,  OK  73126 

CENTRAL  OFFICE 

Robert  S.  Ellis,  MDf 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDt° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 

MERCY  OFFICE 

Patricia  1.  Overhulser,  MDt° 

The  Plaza  Physicians  Building 
4140  W.  Memorial  Road,  Suite  115 

Dean  A.  Atkinson,  MDt* 

Oklahoma  City,  Oklahoma 

Senior  Consultant: 

(405)  235-0040 

George  L.  Winn,  MDt 

SOUTH  OFFICE 

Southwest  Medical  Tower 
1044  S.W.  44th  St„  Suite  210 

Oklahoma  City,  Oklahoma 

t Diplomale  American  Board  of  Allergy  and  Immunology 

(405)  235-0040 

* Diplomale  American  Board  of  Internal  Medicine 
° Diplomale  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Executive  Director; 

Norman,  Oklahoma 

G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 


1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 


ORTHOPAEDIC  SURGERY 
SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 


HOUSHANG  SERADGE,  MD,  FIGS** 
MEHDI  N.  ADHAM,  MD,  FACS* 
WINFRED  PARKER,  PA 


SPORTS  MEDICINE 


“Diplomate:  American  Board  of  Orthopaedic  Surgery, 
Certified:  OrthopaedicSurgery,  Hand  Surgery 
Fellow;  AAOS,  ASSH.  AAHS 


* Board  certified  Plastic  Surgery 
Member:  American  Society  Of 
Plastic  & Reconstructive  Surgeons 


Em  Shawnee  Medical  Center  Clinic,  Inc. 

B 2801  N.  Saratoga  / Post  Office  Box  849 
Shawnee,  Oklahoma,  74801 
Phone:  (405)  273-5801  • FAX:  (405)  273-2632 


Allergy 

Wallace  R.  Pratt,  m.d.,  ph.d. 

Aviation  Medicine 
D.A.  Mace,  m.d. 

Dermatology 
Basheer  a.  Badiei,  m.d. 

General  Surgery 
Frank  Howard,  m.d. 

Glen  R.  Hanson,  m.d. 

Industrial  Medicine 
A.H.  Shi,  m.d. 

Infectious  Disease 
William  A.  Chapman,  m.d. 

Neonatology 

R.K.  Mohan,  m.d. 


Internal  Medicine 
Stephen  L.  Banks,  m.d. 
Michael  W.  Butcher,  m.d. 
Merle  L.  Davis,  m.d. 
Larry  D.  Fetzer,  m.d. 
Eldon  V.  Gibson,  m.d. 
David  Holland,  Jr.,  m.d. 
Jerry  Brad  Jarrell,  m.d 
D.A.  Mace,  m.d. 

S.P.  Shetty,  m.d. 

A.H.  Shi,  m.d 

Obstetrics.  Gynecology 
Cynthia  A.  Alsup,  m.d. 
Richard  E.  Jones,  m.d. 
Stephen  E.  Trotter,  m.d. 

Ophthalmology 
David  K.  Linn,  m.d.,  ph.d. 

Optometry 

W.  Clay  McLaughlin,  o.d. 


Orthopedic  Surgery 

T.A.  Balan,  m.d.,  f.a.a.o.s. 

R. M.  Kamath,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

S. M.  Waingankar,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

Otorhinolaryngology 
Shrikant  Rishi,  m.d.,  m.s.,  f.a.c.s. 

Pediatrics 

William  A.  Chapman,  m.d. 
Debra  Katcher,  m.d. 

R.  K.  Mohan,  m.d. 

Kanwal  Obhrai,  M.d. 

Urology 

D.  Glen  Coles,  m.d. 

Pathology  Consultant 

S. N.  Levi  Jones,  m.d. 


as 

Radiology  Consultants 
William  Phillips,  m.d. 
Robert  G.  Wilson,  m.d. 
Cranfill  K.  Wisdom,  m.d. 

Ancillary 
SMCC  Radiology 
SMCC  Laboratory 
SMCC  Physical  Therapy 
SMCC  Ultrasound 

Administrator 
Lee  Michael  Hilka 

Shawnee  AM+PM  Clinic 
1501  Airport  Dr. 

(405)  275-4931 

Chandler  Medical  Center 
414  Manvel  Avenue 
(405)  258-0650 


PROFESSIONAL  DIRECTORY 


ALLERGY 


JAMES  A MURRAY,  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa.  Oklahoma  74177 


Deaconess  Medical  Offices 


NORTHWEST  ALLERGY  CLINIC.  INC. 


John  L.  Davis,  M.D. 

5701  N.  Portland.  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC,  INC. 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


Robert  S.  Ellis.  MD  t' 

Lyle  W,  Burroughs,  MDt‘ 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells.  MDf 
John  R Bozalis,  MDf 


Warren  V.  Filley,  MDf 
James  R.  Claflin,  MD|° 
Patricia  I.  Overhulser,  MDt° 
Dean  A.  Atkinson.  MDf 


Senior  Counsultant:  George  L.  Winn,  MDf 


tDiplomate  American  Board  of  Allergy  and  Immunology 
■Diplomate  American  Board  of  Internal  Medicine 
"Diplomate  American  Board  of  Pediatrics 


Southwest 

Central  Office:  Medical  Tower 

750  NE  13th  St.  1044  SW  44th  St. 

Okla  City,  OK  73104  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 
Physicians  Building 
4140  W Memorial  Road 
Suite  115 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


CARDIOVASCULAR 

Galen  P Robbins.  MD 
William  S.  Myers.  MD 
William  J.  Fors,  MD 
Charles  F Bethea,  MD 
Fred  E.  Lybrand,  MD 

CARDIOVASCULAR  CLINIC 
Mel  Clark.  MD 
Jerome  L.  Anderson.  MD 
Sanlosh  T.  Prabhu,  MD‘ 

Richard  T.  Lane,  MD 
Gary  Worcester,  MD 
Jerry  L Rhodes.  MD 
Steven  J.  Reiter,  MD 
Matt  Wong,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  anteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Oklahoma  City,  OK  73112  Telephone  947-3341 
4200  W Memorial,  Suite  704,  Oklahoma  City,  OK  73120  Telephone  945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE.  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


SKIN  & SKIN  CANCER  CENTER,  INC. 

M Denise  Wiley.  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56,  Oklahoma  City  (405)  946-5678 


ENDOCRINOLOGY 


Modhi  Gude,  MD,  MRCP(UK),  FACP.  FACE 
Diplomate.  American  Boards  of  Internal  Medicine  and 
Endocrinology,  Diabetes  and  Metabolism 
South  Office:  1552  S.W.  44th,  OKC,  OK  73119:  Phone  405  681-1100 
North  Office:  6001  N.W.  120th  Ct  #6.  OKC.  OK  73163:  Phone  405  728-7329 
Practice  limited  to  ENDOCRINOLOGY.  DIABETES,  THYROID 
Special  Procedures:  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


GYNECOLOGIC  ONCOLOGY 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J.  SMITH,  MD.  FACOG,  FACS 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

71 1 Stanton  L.  Young  Blvd  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


NEPHROLOGY 


Practice  of  Internal  Medicine  and  Nephrology 


T.V.  VENKATA  RAMAN.  MD.  FACP 
Diplomate  American  Board  of  Internal  Medicine  and  Nephrology 


Classen  Professional  Bldg. 
1110  N.  Classen  Blvd.,  #200 
Oklahoma  City.  OK  73106 
(405)  235-8229 


M.D.  Medical  Tower 
8121  National  Ave.,  #401 
Midwest  City,  OK  73110 
(405)  733-9987 


OPHTHALMOLOGY 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON.  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


OKLAHOMA  CITY  ORTHOPAEDICS.  P C. 
Baptist  Medical  Center  - South  Building 
3435  N W 56lh  Street  - Suite  404 
Oklahoma  City,  Oklahoma  731 12 
(405)  945-4242 


S.  Fulton  Tompkins.  MD,  DABOS 


John  F Tompkins.  MD.  DABOS 


Professional  directory  listings  are  available  to  OSMA 
members.  They  are  sold  in  vertical  increments  of  one- 
half  inch  at  the  rate  of  $60  per  half  inch  per  year. 
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ORTHOPEDICS  (continued) 


RADIOLOGY 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomale  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  63 1 -4263  631  HAND 


OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  . MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  ■ American  Board  of  Otolaryngology 
42(X)  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


WM  P.  TUNELL.  MD‘  DAVID  W TUGGLE.  MD' 

P CAMERON  MANTOR.  MD 

940  NE  13th  Street.  Oklahoma  City.  Oklahoma  73104 
Office:  405-271-4536  After  hours:  405-523-6739  (then  enter  your  phone  no  ) 

‘American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453 

1 1 10  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K IMES.  MD 
JOHN  E.  HUFF.  MD 
MATTHEW  J BRITT.  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56th  Street.  Suite  212  (405)  947-3335 

Oklahoma  City.  Oklahoma  73112 


George  N Barry.  Jr  MD  Rose  C.  Gideon.  MD 

Justine  C.  Dautenhahn.  MD  Robert  A Straight.  MD 

Richard  G Falk.  MD  Eric  A Wollman.  MD 

NORMAN  RADIOLOGY  SERVICES 
Mammography  - Radiography  - Fluoroscopy  - Ultrasound 
Doctor's  Park.  500  E.  Robinson  4400.  Norman  73071 
405-360-2410 

Business  Office.  PO  Box  1387.  Norman  73070 
405-321-8125  FAX  405-321-8514 
Norman  Medical  Plaza.  1 125  N Porter  4100.  Norman  73071 
405-364-1071  FAX  405-329-9771 


SURGERY,  CARDIOVASCULAR  & THORACIC 


JAMES  E.  CHEATHAM.  JR  . M D..  F A C S 
3435  NW  56th.  4900 
OKLAHOMA  CITY.  OK  731 12 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M RAYAN.  M D 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  of  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity.  Hand  S Microsurgery 
3366  NW  EXPWY.  Suite  700  Oklahoma  City.  OK  731 12  (405)945-4888 


HOUSHANG  SERADGE.  MD.  FICS 
Diplomale  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44lh  Street.  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631-4263  631  -HAND 


UROLOGY  > 


A de  QUEVEDO.  MD.  Inc. 

Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N Shartel  Oklahoma  City.  Oklahoma  73103  232-1333 


Professional  directory  listings  are  available  to  OSMA 
members.  They  are  sold  in  vertical  increments  of  one- 
half  inch  at  the  rate  of  $60  per  half  inch  per  year. 
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Capsules 

■ The  Oklahoma  Board  of  Medical  Licensure  and  Supervi- 
sion (BMLS)  explains  in  its  January  newsletter  that  it  was  not 
their  intent  to  rule  state  doctors  guilty  of  unprofessional  con- 
duct in  prescribing  any  drugs  for  immediate  family  members. 
They  point  out  that  a reading  of  OAC  435: 10-7-4  Unprofes- 
sional Conduct  #26  states  the  prohibition  concerns  only  con- 
trolled substances  and  addictive  and  dangerous  drugs,  not  all 
medications.  It  allows  such  prescriptions  in  case  of  emergen- 
cy when  no  other  physician  is  available. 

The  next  meeting  of  the  Oklahoma  Board  of  Medical  Li- 
censure and  Supervision  will  be  March  22  and  23,  1996. 
Members  of  the  public  are  welcome  to  attend  and  copies  of 
the  agenda  may  be  obtained  by  writing  to  Kathy  Plant  at  the 
BMLS,  P.O.  Box  1 8256,  Oklahoma  City,  OK  73 1 54-0256.  The 
BMLS  offices  are  located  at  5104  N.  Francis,  #C,  in  Oklaho- 
ma City. 

■ The  Jackson  County  Memorial  Hospital  Foundation  has 
established  a medical  education  scholarship  fund  in  memory 
of  Malcolm  “Mac”  Mollison,  MD.  A former  member  of  the 
governing  board  of  the  Physician  Manpower  Training  Com- 
mission, Dr.  Mollison  worked  throughout  his  career  to  en- 
courage students  to  enter  the  fields  of  medicine  and  nursing. 
Tax  deductible  contributions  to  the  fund  will  be  used  to  es- 
tablish an  endowment  to  perpetuate  medical  education  schol- 
arships for  medical  students  and  postgraduate  nursing  stu- 
dents who  are  Jackson  County  residents.  Mail  contributions 
to  JCMH  Foundation,  P.O.  Box  8190,  Altus,  OK  73521. 

■ The  American  Journal  of  Psychiatry  reported  in  February 
that,  for  the  first  time,  psychiatric  researchers  using  brain 
imaging  techniques  have  actually  seen  inadequate  activity 
involving  the  brain  chemical  serotonin  in  people  who  suffer 
from  major  depression.  A causal  link  between  depression  and 
serotonin  activity  had  been  hypothesized  by  researchers  for 
over  a quarter  of  a century,  and  research  has  proceeded  based 
on  this  hypothesis,  despite  the  absence  of  direct  visual  evi- 
dence. In  the  new  study,  doctors  from  the  New  York  State 
Psychiatric  Institute,  Columbia  University,  and  the  Universi- 
ty of  Pittsburgh  compared  six  healthy  individuals  to  six  peo- 
ple diagnosed  with  major  depression  who  had  not  been  med- 
icated for  at  least  two  weeks.  Using  ^//-fenfluramine,  a 
serotonin-releasing  drug,  doctors  observed  significant  increas- 
es, as  well  as  decreases,  in  metabolic  activity  in  the  left  and 
right  regions  of  the  brain  in  the  healthy  subjects  but  not  in 
those  suffering  from  depression. 

■ Cultures  from  200  stethoscopes  from  Houston  clinics  and 

ho.spitals  suggest  that  alcohol  wipes  between  patients  might 
be  in  order.  Eighty  percent  of  the  stethoscope  cultures  grew 
identifiable  microorganisms,  of  which  83%  were  species  of 
Staphlyococcus  and  58%  of  the  staph  .species  were  resistant 
to  methicillin.  Physicians’  stethoscopes  were  more  often  con- 
taminated that  those  of  nurses,  medical  students,  physical 
therapists,  or  respiratory  therapists.  The  report  appeared  in 
the  January  8,  1996,  Archives  of  Internal  Medicine.  J' 
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Alliance 


OSMA  Alliance  sets  Annual  Meeting  schedule 


Once  again  the  Oklahoma  State  Medical  Association  Alli- 
ance (OSMAA)  will  meet  in  conjunction  with  the  Oklahoma 
State  Medical  Association  for  the  annual  meeting  to  be 
held  April  25th  to  the  28th  at  the  Southern  Hills  Marriott 
Hotel,  Tulsa,  Oklahoma. 

This  year  the  pre-convention  board  meeting  will  begin 
at  10:30  am  Thursday,  April  25.  After  the  meeting,  at 
12:30  PM,  there  will  be  a luncheon  and  a cooking  demon- 
stration given  by  Tulsa  Alliance  Member  Judy  Miller  at 
her  home.  Luncheon  and  class  size  will  be  limited  to  40 
people. 

At  3:30  in  the  afternoon,  Toni  Dobbins  from  Toni’s 
Flowers  will  give  a flower  arranging  demonstration  at  the 
hotel.  The  arrangements  will  then  be  given  away  as  door 
prizes.  At  the  same  time  the  “Make  It,  Bake  It,  Grow  It, 

[ Sew  It,  and  Show  It”  auction  to  benefit  ama-ERF  (Ameri- 
can Medical  Association-Education  Research  Foundation) 
will  be  open  for  silent  bidding.  The  bidding  hours  will  be 
from  3 PM  to  6 PM  Thursday  and  9 AM  to  4 PM  Friday.  Bid- 
ding is  open  to  everyone:  alliance  members,  nonmembers, 
and  physicians. 

Thursday  evening  at  6 PM  busses  will  be  available  to 
transport  guests  to  the  Jarrett  Farm  Country  Inn,  Ramona, 
Oklahoma,  for  an  outdoor  picnic,  weather  permitting.  Oth- 


erwise, food  will  be  served  indoors.  This  picnic  is  open  to 
alliance  members  and  spouses  and  there  is  a limit  of  50 
people.  Drinks  will  be  available  for  an  additional  charge. 
We  should  return  to  the  hotel  by  10  PM. 

Friday  morning  will  begin  with  breakfast  honoring  our 
county  presidents,  presidents-elect,  state  past  presidents, 
and  our  American  Medical  Association  Alliance  officers 
and  Southern  Medical  Association  guest.  After  breakfast, 
the  General  Session  will  begin.  There  will  be  a luncheon 
for  alliance  members  only  with  installation  of  officers  and 
entertainment.  Health  Education  Foundation  scholarships 
will  also  be  presented  at  this  time. 

Later  Friday  afternoon  in  the  home  of  OSMAA  President 
“K”  Caldwell,  members-at-large  will  be  honored  at  tea. 
Transportation  will  be  provided.  Friday  evening  the  OU 
Alumni  Association  will  have  their  function. 

Saturday  morning  the  alliance  adjourns  the  business 
portion  of  its  annual  meeting  after  the  post  convention 
board  meeting  and  breakfast.  Saturday  evening  the  OSMA 
and  OSMAA  presidents’  reception  and  dinner  will  be  held  at 
the  hotel. 

— Nora  H.  White 
OSMAA  State  Convention  Chair,  1995-96 
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The  Last  Word 


■ William  L.  Hughes,  MD,  Oklahoma  City  oncologist,  has 

resigned  as  the  chair  of  the  Oklahoma  Medical  Political  Ac- 
tion Committee  (OMPAC).  OSMA  President  Larry  L.  Long,  MD, 
has  appointed  OSMA  Past  President  Jay  A.  Gregory,  MD,  to 
serve  as  OMPAC  chair.  The  OMPAC  board  will  meet  in  April 
during  the  OSMA  Annual  Meeting  in  Tulsa  to  discuss  policy 
and  elect  officers. 

■ At  a meeting  last  month,  the  Oklahoma  State  Board  of 

Health  amended  its  regulations  on  HMOs  to  ban  gag  rules  on 
what  physicians  can  say  to  their  patients  regarding  treatment 
options.  Specifically,  the  Board  of  Health  adopted  the  fol- 
lowing language:  “To  forestall  potential  conflicts  between 
the  HMO’s  interests  and  the  provider’s  fiduciary  responsibil- 
ity to  the  patient,  the  commissioner  and  the  health  depart- 
ment’s staff  should  ensure  that  HMO  provider  contracts  in- 
clude the  following  safeguarding  provisions:  1 . The  HMO  does 
not  practice  medicine  or  any  other  profession,  as  per  Section 
2505  of  the  HMO  licensing  law;  2.  The  HMO’s  utilization  re- 
view and  quality  assurance  policies  shall  not  be  administered 
so  as  to  interfere  with  the  provider’s  obligation  to  exercise 
independent  medical  judgment;  and  3.  The  HMO  shall  not 
retaliate  in  any  manner  against  a provider  who  advocates 
services  for  patients.  OSMA  members  on  the  Oklahoma  Board 
of  Health  are:  Gordon  H.  Deckert,  MD,  Oklahoma  City;  R. 
Brent  Smith,  MD,  Lawton;  Jay  A.  Gregory,  MD,  Muskogee; 
and  Glen  E.  Diacon,  Jr.,  MD,  Ada. 

■ Susan  M.  Edwards,  MD,  Oklahoma  City,  has  been 

named  vice-president  of  Medical  Affairs  for  St.  Anthony 
Hospital.  Dr.  Ed>vards  is  a board  certified  radiologist  with 
twelve  years  of  experience;  in  addition  to  her  private  practice 
she  is  a staff  radiologist  and  section  head  of  ultrasound  and 
mammography.  She  was  instrumental  in  establishing  a new 
MRl  center  at  the  hospital  and  in  expanding  ultrasound  and 
mammography  services. 

■ The  National  Rural  Health  Association  (nrha)  w ill  hold 

its  1 9th  annual  national  conference  on  rural  health,  “Keeping 
Rural  Healthy — A Community  Challenge,’’ May  15-18, 1996, 
at  the  Hyatt  Regency  Minneapolis  Hotel,  Minneapolis,  Minn. 
The  conference  will  focus  on  the  tremendous  impact  that  the 
changing  healthcare  environment  is  having  on  the  provision 
of  health  care  services  in  rural  areas.  For  registration  infor- 
mation, contact  the  nrha.  One  West  Armour  Blvd.,  Suite  30 1 , 
Kansas  City,  MO  64111,  816-756-3140. 

■ Tretinoin  (Kctin  A),  a vitamin  A topical  agent  used  to 

treat  acne,  may  have  caused  depression,  slurred  speech,  and 
unsteadiness  in  a patient  with  hepatitis  C,  reports  the  January 
1 5 Annals  of  Internal  Medicine  Tip  Sheet.  Symptoms  abated 
when  the  patient  stopped  applying  the  tretinoin  and  returned 
when  she  resumed  use  of  the  acne  medication.  Tretinoin  used 
topically  has  not  previously  been  connected  with  neurologic 
complications,  although  large  doses  of  oral  vitamin  A arc 
known  to  be  toxic. 


■ Dr.  Larry  Lewis,  McAlester,  has  been  presented  the 

1995  Citizen  of  the  Year  Award  in  his  community.  The  award 
is  sponsored  by  the  McAlester  Chamber  of  Commerce.  Dr. 
Lew'is  was  recognized  for  his  work  in  founding  and  operat- 
ing the  Mercy  Clinic,  a weekly  clinic  that  provides  medical 
services  to  those  unable  to  afford  them.  The  clinic  is  open 
Wednesday  evenings  and  an  estimated  70  patients  receive 
treatment  each  week.  Some  20  volunteers  assist  in  staffing 
the  clinic. 

■ May  is  National  Mental  Health  Month.  During  the 

month,  mental  health  associations  and  other  patient,  family, 
and  health  care  provider  organizations  nationwide  will  focus 
public  outreach  programs  on  prevention  and  early  interven- 
tion for  mental  and  substance  abuse  disorders.  The  American 
Psychiatric  Association  (apa)  sponsors  the  event  and  offers 
free  informational  pamphlets  to  help  the  public  understand 
these  disorders  and  their  treatments.  For  more  information 
on  specific  activities  in  your  area,  contact  the  National  Men- 
tal Health  Association  at  703-684-7722. 

■ National  Anxiety  Disorders  Screening  Day,  May  1,  will 

be  observed  as  part  of  National  Mental  Health  Month.  Psy- 
chiatrists and  other  mental  health  professionals  across  the 
country  will  offer  free  public  screenings  for  anxiety  disor- 
ders and  information  about  the  illnesses.  “Anxiety  disorders’’ 
refers  to  generalized  anxiety  disorder,  phobias,  panic  disor- 
ders, post-traumatic  stress  disorder,  and  obsessive-compul- 
sive disorder.  Last  year  more  than  30,000  individuals  attend- 
ed the  programs  at  1,200  sites,  according  to  the  apa.  A 
telephone  survey  of  1 ,075  participants  found  that  nearly  half 
of  those  referred  for  further  evaluation  visited  a clinician,  and 
72%  of  the  referred  participants  were  still  in  treatment  three 
months  later. 

■ The  Chinese  herbal  medicine  Black  Pearl,  usually  sold 

at  health  food  or  herbal  medicine  stores,  has  come  under  the 
scrutiny  of  the  Louisiana  State  University  (LSU)  Medical 
Center  in  Shreveport.  In  their  January  newsletter  To.x  Topics, 
they  report  that  Black  Pearl,  commonly  called  Chuifong 
Toukuwan,  and  recently  a brand  called  “Cow’s  Head’’  Tung 
Shueh  pills,  are  available  in  Texas  and  Louisiana.  The  Flor- 
ida Department  of  I lealth  banned  the  Taiwanese-made  Cow's 
Head  pills  after  finding  that  in  addition  to  the  herbal  ingredi- 
ents, the  pills  also  contain  the  Western  drug  diazepam  (Vali- 
um). LSU’s  own  laboratory  analyzed  samples  of  Black  Pearl 
from  different  sources  and  found  a number  of  drugs,  includ- 
ing phenylbutazone.  Tests  of  Black  Pearl  from  other  labs  have 
found,  in  addition  to  herbs,  the  following  drugs:  acetami- 
nophen, aminopyrine,  chlordiazepoxide.  chlorzoxazone, 
dexametha.sone.  diazepam,  corticosteroids,  hydrochorthiaz- 
ide,  indomethacin.  mefenamic  acid,  mercuric  sulfide,  meth- 
yltestosterone.  prednisolone,  and  phenylbutazone.  The  ma- 
jority of  these  agents  are  drugs  available  in  the  United  States, 
but  only  with  a physician’s  prescription.  j 
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FVC  <65%  predicted 
Steroid  non-responder 
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Mean  PA  pressure  >55  mmHg 
Mean  RA  pressure  > 10  mmHg 
Cardiac  index  <3  L/min/m^ 


A V 
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Congenital  Heart  Disease  with  Eisenmenger’s 


Need  for  regular  phlebotomy 
NYHA  Class  III  or  IV 


Address  inquires  to: 


Irvin  Paradis,  M.D. 

Physician-in-Charge,  Lung  Transplantation 
Oklahoma  Transplantation  Institute 
Integris  Baptist  Medical  Center  of  Oklahoma 
3300  Northwest  Expressway 
Oklahoma  City,  Oklahoma  73112 
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Editorial 


Paean  to  PLICO 

Yearly,  at  policy  renewal  time,  every 

physician  must  reassess  the  cost  and  value 
of  the  insurance  that  is  to  be  renewed.  And 
always,  PLICO  turns  out  to  be  far  and  away  the 
best  deal  for  Oklahoma  physicians. 

The  reason  for  this  has  remained  fairly 
stable  over  the  sixteen  years  of  PLICO ’s  history. 
However,  the  perception  and  appreciation  of 
OSMA  member  physicians  has  gradually  waned 
over  the  years  as  new  physicians  replace  those 
1 whose  chaotic  insurance  experiences  led  to  the 
I formation  of  PLICO  in  1979. 

During  the  fifteen  years  1965  to  1980,  there 
was  an  explosion  of  medical  malpractice  and 
negligence  claims  all  over  the  United  States. 
The  commercial  casualty  insurance  companies 
were  the  principal  liability  insurers  at  the  time, 
and  mostly  wrote  malpractice  policies  as  a 
sideline.  They  had  very  few,  and  inadequate, 
actuarial  studies  on  medical  liability,  but  they 
charged  a premium  to  protect  their  profit 
during  the  litigation  explosion.  They  cared 
little  about  medicine  s intricacies  and  knew 
little  of  physician  risk  evaluation. 

Consequently,  U.S.  physicians  experienced 
more  than  a decade  of  erratic  liability  policy 
cancellations,  and  of  premium  doubling  and 
tripling.  Many  malpractice  liability  companies 
quit  business,  leaving  their  policyholders  in  the 
lurch.  There  came  to  be  time  when  the  best 
physicians  in  the  nation  had  no  assurance  that 
liability  insurance  could  be  had  at  any  price  at 
policy  renewal  time. 

In  that  parlous  insurance  era,  the  OSMA 
advanced  plico  as  a solution,  and  the  members 
of  the  OSMA  Insurance  Committee  formed  the 
cadre  for  the  first  PLICO  Board  of  Directors. 

From  the  beginning,  PLICO  enlisted  talented 
actuaries  and  legal  advice,  but  the  unique 


genius  of  this  OSMA  enterprise  was  the 
application  of  medical  knowledge  to  the  nuts 
and  bolts  of  the  insurance  operation. 

Oklahoma  physician  learned  the  essentials  of 
the  insurance  business  and  then  applied  their 
medical  knowledge  to  the  insurance  tasks  of 
underwriting,  claims  evaluation,  and  risk 
management.  This  special  application  of 
medical  knowledge  to  insurance  problems  is 
the  key  factor  that  differentiates  PLICO  from 
nearly  all  competitors. 

While  insurance  intricacies  require  enough 
study  that  new  PLICO  directors  need  some  time 
to  become  sully  functional,  PLiCO’s  periodic 
infusion  of  new  directors  has  kept  the 
company  vigorous  and  keen  and  competently 
addressing  today’s  problems. 

PLICO  has  secured  a place  in  the  insurance 
business  as  a national  leader  for  low 
premiums,  breadth  of  coverage,  rational  claims 
management,  and  solid  financial  structure. 
PLiCO’s  “occurrence”  policy  is  worth  many 
times  the  corresponding  “claims  made” 
policies  offered  by  PLiCO’s  competitors.  The 
insurance  expertise  of  OSMA  physicians 
serving  on  the  PLICO  Board  of  Directors  has 
made  the  difference. 

Let  us  give  a heartfelt  “Thank  You”  to  the 
OSMA  physicians  who  have  taken  the  time  and 
trouble  to  learn  the  complexities  of  the 
insurance  business,  and  thus  to  give  us  the 
opportunity  to  practice  in  the  best  liability 
climate  in  the  entire  United  States. 


PLICO's 
“occurrence" 
policy  is  worth 
many  times  the 
corresponding 
"claims  made" 
policies  offered 
by  PLICO's 
competitors. 
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The  Importance  of  Tradition— 
The  Importance  of  Change 


Our  profession  of  medicine  is  rich  in 

tradition,  and,  as  a profession,  we  should 
strive  to  maintain  those 
traditions  which  are  most 
important.  A good  doctor- 
patient  relationship  must 
continue  to  be  a hallmark 
in  the  practice  of 
medicine,  and  we  must 
continue  to  be  our 
patients’  best  advocate. 

Collegiality  and 
communication  among 
physicians  must  not  be 
lost  in  an  era  where  many  forces  are  dividing 
us.  Managed  care  programs,  separate  hospitals, 
different  insurance  plans,  different  specialties, 
and  separate  practice  locations  can  all  be 
divisive.  It  is  imperative  that  we  make  the 
Oklahoma  State  Medical  Association  and 
organized  medicine  a strong  force  of  unity  and 
not  turn  it  into  another  divisive  element. 

Although  we  must  maintain  tradition,  we 
also  need  to  be  adaptable  to  change.  Medicine 
will  never  again  be  practiced  in  the  same  style 
as  in  the  past;  and  just  as  technology  changes, 
healthcare  delivery  systems  change,  and  we 
must  be  pro-active  to  have  input  in  these 
changes.  We  cannot  afford  to  bury  our  heads  in 
the  sand  and  refuse  to  recognize  the  events  that 
are  in  motion  in  our  profession,  and  we  should 
not  give  up  and  succumb  to  all  proposed 


changes  by  legislative  bodies  and  insurance 
companies  without  maintaining  our  input  and 
working  to  preserve  the  important  and 
outstanding  medical  traditions  which  have 
been  the  pillars  of  our  profession. 

Besides  the  constant  changes  affecting  the 
practice  of  medicine,  we  of  the  Oklahoma 
State  Medical  Association  are  undergoing 
major  changes  in  our  organization  in  1 996. 
Two  executives  who  have  been  with  us  for 
over  25  years  are  departing,  and  a new  Chief 
Executive  Officer  will  help  lead  us  into  the 
21st  century.  Our  support  staff  and  personnel 
are  undergoing  a re-evaluation  and  re- 
definition of  their  duties  and  job  descriptions, 
and  there  are  continuing  changes  in  our 
ongoing  legislative  efforts.  The  support  of  all 
our  members  will  be  very  important  during 
this  time  of  transition. 

While  all  change  can  be  difficult,  it  also  can 
afford  a remarkable  opportunity.  We  should  all 
work  together  to  update  and  re-structure  the 
Oklahoma  State  Medical  Association  as  we 
look  forward  to  the  next  decade,  but  we  must 
take  care  to  preserve  the  traditions  that  have 
given  us  a solid  foundation  on  which  to  build. 


We  cannot 
afford  to  bury 
our  heads  in 
the  sand  and 
refuse  to 
recognize  the 
events  that  ore 
in  motion  in  our 
profession... 
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ADVERTISEMENT 


Refer  for  Lung  Transplantation  When 

COPD/Emphysema 

Post  bronchodilator  FEVj  <20%  predicted 

Cystic  Fibrosis 

FVC  <40%  of  predicted 
FEVj  <30%  of  predicted 
Room  air  Pa02  at  rest  < 60  mmHg 

Idiopathic  Pulmonary  Fibrosis 

FVC  <65%  predicted 
Steroid  non-responder 

Primary  Pulmonary  Hypertension 

Mean  PA  pressure  >55  mmHg 
Mean  RA  pressure  >10  mmHg 
Cardiac  index  <3  L/min/m^ 


Congenital  Heart  Disease  with  Eisenmenger’s 


Need  for  regular  phlebotomy 
NYHA  Class  III  or  IV 


Address  inquires  to: 


Irvin  Paradis,  M.D. 

Physician-in-Charge,  Lung  Transplantation 
Oklahoma  Transplantation  Institute 
Integris  Baptist  Medical  Center  of  Oklahoma 
3300  Northwest  Expressway 
Oklahoma  City,  Oklahoma  73112 


BAPTIST  MEDICAL 
CENTER  OF  OKLAHOMA 


OKLAHOMA  TRANSPLANTATION  INSTITUTE 

.'^^nn  Northwp><;t  Fynrp«^<^A/nv  » OUnhnmn  Plh/  ni/lrih^nr>/^  - ( /lnc;^  n/in  QT/in 


Scientific 


A Case  of  Unexplained  Oxygen  Desaturation 
During  Laparoscopic  Cholecystectomy 

Ahmed  Amayem,  MD;  Jan  S.  Szafranski,  MD;  Badie  S.  Mansour,  MD 


The  authors  report  a cose  of  sudden  desat- 
uration upon  creating  pneumoperitoneum  dur- 
ing laparoscopic  cholecystectomy,  which  was 
most  probably  caused  by  endobronchial 
intubation. 

The  literature  of  the  previously  reported 
cases  is  reviewed.  Differential  diagnosis  and 
different  mechanisms  are  discussed.  Recommen- 
dations are  suggested  to  avoid  this  problem. 

The  performance  of  many  surgical  proce- 
dures by  laparoscopic  techniques  has  pre- 
sented the  anesthesiologist  with  a new  se- 
ries of  potential  hazards  and  complications.  We 
describe  a case  of  hypoxia  occurring  during  lap- 
aroscopic cholecystectomy  that  highlights  some 
of  the  difficulties  facing  the  anesthesiologist  during 
this  procedure. 

Case  Report 

A 3 1 -year-old  Hispanic  female  presented  for  lap- 
aroscopic cholecystectomy.  She  gave  a history  of 
upper  abdominal  pain  with  transient  jaundice.  Gall 
stones  were  confirmed  by  ultrasound.  She  had  no 
previous  surgical  history  and  was  otherwise 
healthy.  She  was  165  cm  tall  and  weighed  73  kg; 
apart  from  some  mild  abdominal  tenderness,  clin- 
ical examination  was  unremarkable. 

Anesthesia  was  induced  uneventfully  with 
propofol  150  mg,  fentanyl  150  ug,  and  vecuro- 
nium 7 mg  and  maintained  with  isoflurane  in 
oxygen  and  70%  nitrous  oxide.  The  patient  was 
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intubated  and  ventilated  with  a minute  volume 
of  7.0 1/min  (tidal  volume  700  ml,  respiratory  rate 
10  min),  peak  inspiratory  pressure  of  25  mmHg, 
and  end  tidal  CO2  of  30  mmllg.  Her  pulse  was 
70/min,  blood  pressure  1 20/70,  and  pulse  oximeter 
saturation  100%. 

The  standard  laparoscopic  cannulae  were  in- 
serted by  the  surgeons.  On  insufflation  with  car- 
bon dioxide  intraperitoneally  to  a pressure  of  20 
mmHg,  the  patient’s  peak  inspiratory  pressure  rose 
sharply  to  50  mmHg  and  her  oxygen  saturation 
fell  to  60%.  Assessment  of  neuromuscular  block- 
age showed  no  response  to  Train-of-Four  stimu- 
lation. There  was  no  change  in  heart  rate  or  blood 
pressure.  Her  end  tidal  CO2  rose  slightly  to  34 
mmHg  but  there  was  no  change  in  the  shape  of 
the  capnograph.  Chest  movement  appeared  equal 
and  breath  sounds  were  bilaterally  clear  to  aus- 
cultation in  the  apices.  There  was  no  evidence  of 
subcutaneous  emphysema.  Manual  ventilation 
with  100%  oxygen  was  performed,  and  the  sur- 
geons w ere  informed  of  her  status.  On  release  of 
the  intraperitoneal  pressure,  her  condition  im- 
proved dramatically,  with  airway  pressures  return- 
ing to  normal  within  seconds  and  saturation  re- 
turning to  1 00%. 

A second  attempt  was  then  made  to  insufflate 
the  patient’s  abdomen.  When  intra-abdominal 
pressure  reached  20  mmHg  her  airw'ay  pressure 
again  increased  to  50  mmHg  and  she  began  to 
desaturate.  The  intra-abdominal  pressure  was 
released  and  within  seconds  she  became  easy  to 
ventilate  and  her  oxygen  saturation  improved  to 
100%. 

The  procedure  was  then  converted  to  an  open 


Intra-operative 
examination  of 
the  patient's 
abdomen  by 
the  surgeons 
revealed  a 
normal 
diaphragm... 
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Oxygen  Desaturation  During  Laparoscopic  Cholecystectomy 


Our  case  did 
not  present  with 
change  in 
blood  pressure, 
which  rules  out 
air  embolism 
and  tension 
pneumothorax. 


cholecystectomy  and  completed  without  further 
complications.  Intra-operative  examination  of  the 
patient’s  abdomen  by  the  surgeons  revealed  a 
normal  diaphragm  with  no  apparent  evidence  of 
hiatus  or  diaphragmatic  hernia.  Postoperative 
recovery  was  uneventful.  A chest  radiograph  taken 
30  minutes  after  extubation  was  normal. 

Discussion 

Improved  laparoscopic  techniques  have  revolu- 
tionized many  surgical  procedures.  Although  there 
is  less  trauma  and  pain,  faster  recovery,  and  pos- 
sibly less  mortality  and  morbidity,  laparoscopy 
is  not  a benign  procedure. 

Laparoscopic  cholecystectomy  involves  the 
creation  of  pneumoperitoneum  by  insufflation  of 
gas  under  pressure  into  the  abdominal  cavity.' 
Intraoperative  complication  in  a national  survey 
of  77,604  cases^  and  included  10  pneumothorax 
cases,  and  1 case  of  gas  embolism.  Jorgensen,  in 
a series  of  438  laparoscopic  cholecystectomies, 
found  two  cases  of  pulmonary  embolism  and  one 
deep  vein  thrombosis.^  Pneumothorax  was  also 
reported  by  HaseP  and  Opsomer.'' 

Possible  causes  of  sudden  hypoxia  after  in- 
sufflation of  the  abdomen  might  be: 

1.  Endobroncheal  intubation.  Cephalad 
movement  of  the  diaphragm  and  mediastinum  by 
raising  intra-abdominal  pressure  might  cause  the 
tracheal  tube  to  slide  into  the  right  main  bron- 
chus. This  could  be  detected  by  auscultation  of 
the  chest  revealing  unequal  breath  sounds. 
Morimura  et  al  have  presented  roentgenographic 
evidence  of  cephalic  movement  of  the  carina  and 
decrease  of  the  distance  between  the  tip  of  the 
endotracheal  tube  and  the  carina  from  1 5 mm  to 
8 mm  after  creating  pneumoperitoneum  during 
laparoscopic  surgery.  He  recommended  reassess- 
ing the  endotracheal  position  after  peritoneal  in- 
suflation.^'^ 

2.  Bronchospasm.  The  carina  could  have  been 
pushed  against  the  tracheal  tube,  causing  airway 
irritation  and  bronchospasm  which  would  improve 
with  repositioning  of  the  tube  and  administration 
of  a beta  agonist. 

3.  Gas  embolism.  This  would  cause  cardio- 
vascular collapse  and  sudden  decrease  of  the  end 
tidal  CO:  (ETCO:)  or  venous  CO2  embolism.  Both 
have  been  reported  in  the  operating  room  and  in 
the  immediate  postoperative  period  and  must  be 
considered  in  the  differential  diagnosis  of  desat- 
uration, cardiovascular  collapse,  and  sudden  de- 
crease of  ETCO:.’  " 

4.  Development  of  pneumothorax  through 
congenital  defect  in  the  diaphragm  or  congenital 
pleuroperitoneal  defect.’  Harrington  discussed 
the  most  common  sites  of  congenital  hernia  as 


being  pleuroperitoneal  hiatus  (foramen  of  Boch- 
daleck),  esophageal  hiatus  (foramen  of  Morgag- 
ni), and  anterior  substernal  opening  (Larrey’s 
space).'® 

5.  The  passage  of  gas  up  through  the  falci- 
form ligament,  which  might  be  perforated  by 
the  epigastric  cannula  during  surgery.  This  lig- 
ament supports  the  liver  on  the  underside  of  the 
diaphragm  and  its  two  layers  divide  superiorly  to 
leave  a bare  area  through  which  gas  might  theo- 
retically enter  the  thorax.” 

Our  case  did  not  present  with  change  in  blood 
pressure,  which  rules  out  air  embolism  and  ten- 
sion pneumothorax.  After  exploring  the  abdomen, 
the  surgeon  ruled  out  any  congenital  defect  in  the 
diaphragm  that  could  lead  to  pneumothorax.  Since 
the  change  in  oxygen  saturation  was  dramatic, 
happened  within  a short  period  after  abdominal 
insufflation,  and  was  reversed  spontaneously  in 
a short  period  after  deflation  of  the  abdominal 
cavity,  it  can  be  explained  by  endotracheal  tube 
displacement.  Breath  sounds  heard  by  auscultat- 
ing the  left  apex  could  be  transmitted  from  the 
right  side  or  vice  versa.  This  could  have  been 
verified  by  fibro-optic  bronchoscope,  which  was 
not  available  at  the  time  of  the  incident. 

We  concluded  that  during  laparoscopic  chole- 
cystectomy the  anesthetist  should  always  observe 
and  document  airway  pressure  changes,  check- 
ing breath  sounds  and  tracheal  tube  placement 
after  abdominal  insufflation.  tP 
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Special 


The  development  and  implementation  of  SCPs  have  allowed  many 
health  care  providers  to  achieve  specific  outcomes  in  an  efficient  manner 
with  greater  satisfaction  for  patients  and  the  health  care  team 

Standard  CUnUal  Protocols  Are 
Important  to  Your  Survival 

W.  H.  Oehlerl,  MD 


Standard  clinical  protocols  will  allow  busy  phy- 
sicians to  meet  the  increasing  demands  made 
on  them  to  evaluate  and  perform,  if  appropri- 
ate, in  a given  manner  for  a particular  problem. 
When  tracked,  standard  clinical  protocols  al- 
low the  demonstration  that  the  right  thing  was 
done  every  time  at  the  right  time  and  place. 

To  survive  in  the  present  and  future  health 
care  delivery  system,  physicians  must  be 
able  to  document  that  they  can  give  care 
in  an  appropriate  and  cost  efficient  manner.  Phy- 
sicians already  have  profiles  and  report  cards  pre- 
pared on  them  by  the  Health  Care  Financing  Ad- 
ministration (HCFA)/Medicare,  hospitals,  and  many 
of  the  insurance  carriers.  These  profiles  and  re- 
port cards  are  generally  prepared  from  adminis- 
trative, not  clinical,  databases  and  contain  a sig- 
nificant number  of  errors.  Some  physicians  in 
Oklahoma  have  already  run  into  problems  with 
health  care  payers  because  of  these  errors  and  an 
inability  to  document  their  care.  One  system  for 
documenting  your  quality  of  care  and  cost  effi- 
ciency is  the  use  of  standard  clinical  protocols 
(SCPs). 

Background 

Standard  clinical  protocol  (SCP)  is  an  appropri- 
ate name  for  any  series  of  care  plans  where  spe- 
cific treatments  or  outcomes  are  prescribed  and 
are  being  monitored.  The  Health  Care  Quality 
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Improvement  Program  (HCQIP)  sponsored  by  HCFA 
is  one  such  series.  The  current  HCQIP  list  includes; 
ace  inhibitors  in  diabetics  with  mild  to  moderate 
nephropathy,  antimicrobial  prophylaxis  in  elec- 
tive surgeries,  appropriateness  of  right  heart 
catheterization  with  left  heart  catheterization, 
breast-conserving  therapy  for  breast  cancer,  com- 
munity-acquired pneumonia,  cooperative  cardio- 
vascular project,  early  detection  of  breast  can- 
cer, endoscopy  in  the  outpatient  setting,  evaluating 
carotid  endarterectomy,  evaluating  RBC  transfu- 
sion, evaluation  of  nuclear  scans  and  treatment 
of  pulmonary  embolism,  evaluation  of  readmis- 
sions for  selected  diagnoses,  evaluation  of  tran- 
sient ischemic  attack,  heparin  use  in  patients  with 
DVT,  management  of  acute  ischemic  stroke,  man- 
agement of  localized  prostate  cancer,  prophylaxis 
against  venous  thromboembolism  in  surgical 
patients,  stroke  prophylaxis  in  patients  with  atri- 
al fibrillation,  use  of  ace  inhibitors  in  CHF  patients, 
use  of  International  Normalized  Ratio,  use  of 
thrombolytics  in  AMI  patients,  and  utilization  of 
YAG  laser.' 

These  projects  have  been  developed  by  HCFA 
with  consultation  from  various  physician  orga- 
nizations and  “experts.”  Whether  one  agrees  with 
the  projects  or  not,  physicians  still  have  to  deal 
with  them.  The  present  HCFA  plan  is  to  present 
the  results  of  these  projects  while  not  identifying 
the  attending  physician.  The  HCQiP’s  mission  is 
to  promote  the  quality,  effectiveness,  efficiency, 
and  economy  of  health  services  provided  to  Medi- 
care beneficiaries.  HCFA  has  defined  five  support- 
ing goals: 
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Standard  Clinical  Protocols 


1.  Measure  quality  of  care  using  quality  in- 
dicators, 

2.  Improve  quality  of  care,  in  areas  where 
indicators  identify  opportunities,  through  coop- 
erative quality  improvement  projects, 

3.  Strengthen  the  community  of  those  com- 
mitted to  improving  quality, 

4.  Communicate  information  to  help  benefi- 
ciaries and  providers  make  informed  health  choic- 
es, and 

5.  Protect  beneficiaries  from  poor  care.^ 
With  these  goals  and  the  way  provider  informa- 
tion has  eventually  been  released  in  other  areas 
of  the  country,  it  is  probably  only  a matter  of  time 
before  physicians  and  other  health  care  provid- 
ers are  specifically  identified. 

"By  Any  Other  Name..." 

SCPs  go  by  a number  of  aliases  including  but  not 
limited  to  the  following:  clinical  paths,  clinical 
pathways,  clinical  maps,  critical  paths,  critical 
pathways,  care  tracks,  collaborative  care  tracks,  case 
management,  care  paths,  care  tracs,  algorithms, 
bench  marking,  practice  guideline,  practice  param- 
eters, and  organized  systems  of  care.  Different  names 
have  been  used  to  highlight  particular  areas  and 
methods  or  to  create  individuality.^ 

Development  of  SCP 

The  development  and  implementation  of  SCPs  have 
allowed  many  health  care  providers  to  achieve 
specific  outcomes  in  an  efficient  manner  with 
greater  satisfaction  for  patients  and  the  health  care 
team.  These  characteristics  are  attractive  to  an 
increasing  number  of  physicians  and  hospitals  that 
have  to  deal  with  health  care  payers,  report  cards, 
and  economic  credentialing.  An  increasing  number 


Standard  Clinical  Protocol  Aiiases 


Clinical  Paths 
Clinical  Pathways 
Clinical  Maps 
Critical  Paths 
Critical  Pathways 
Care  Tracks 

Collabarative  Care  Tracks 
Case  Management 
Care  Paths 
Care  Tracs 
Algorithms 
Benchmarking 
Practice  Guidelines 
Practice  Parameters 
Organized  Systems  ot  Care 


of  payers  (employers,  patients,  and  families)  are 
asking  about  SCPs  when  negotiating  with  health 
care  providers.  The  problems  that  receive  the  most 
benefit  from  SCPs  are  high  volume,  high  cost,  low 
reimbursement,  high  interest,  high  risk,  and  high 
predictability  or  especially  problematic. 

Physicians  generally  are  not  very  well  acquainted 
with  the  practice  patterns  of  physicians  with  whom 
they  do  not  share  call,  and  there  is  a significant 
diversity  in  physician  practice  patterns.  This  di- 
versity of  care,  with  each  physician  considering 
his  or  her  method  the  best,  is  a major  challenge  to 
the  successful  development  of  SCPs.  The  develop- 
ment and  use  of  report  cards  for  physicians  and 
hospitals  has  increased  the  need  to  present  one’s 
self  in  the  most  favorable  manner. 

Benefits  of  Using  SCP 

An  SCP  is  a championed,  multidisciplined  inte- 
grated team  approach  to  the  care  components  and 
responsibilities  of  a patient’s  specific  diagnosis 
or  problem  with  a timeline  format.  sCPs  seldom 
work  for  a drg  because  of  the  broad  nature  of 
most  DRGs.  SCPs  allow  for  the  streamlining  of  care 
to  ensure  that  essential  components  are  provided 
on  time,  every  time.  There  is  a reduction  in  re- 
source allocation  with  the  right  thing,  at  the  right 
place,  at  the  right  time,  and  at  the  right  price. 
Information  is  clustered  in  one  location  to  im- 
prove communication  among  care-team  members. 
The  team  has  greater  satisfaction,  with  more  time 
for  the  patient,  because  of  reduced  documenta- 
tion time  by  using  variance  tracking.  Patients  and 
families  have  increased  knowledge  of  events  with 
expectations  defined  up  front.  Patients  tend  to 
identify  with  similar  fellow  patients.  The  SCPs  serve 
as  a basis  for  continuous  quality  improvement  and 
to  meet  regulatory  requirements. 

Guidelines 

Guidelines  are  frequently  used  in  conjunction  with 
SCPs.  Guidelines  are  “systematically  developed 
statements  to  assist  practitioner  and  patient  deci- 
sions about  appropriate  health  care  for  specific 
clinical  circumstances.”  These  statements  of  pro- 
fessionally appropriate  care  processes  are  derived 
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from  combinations  of  literature  searches,  empiri- 
cal research,  ora  form  of  professional  consensus.’* 

Refocusing  to  Add  Quality 

Outcomes  traditionally  considered  have  been 
clinical  outcomes  of  mortality,  morbidity,  return 
to  surgery,  intensity  of  care,  readmissions,  and 
symptoms  relief.  With  the  changing  of  health  care, 
malpractice,  length  of  stay  (special  unit  or  hos- 
pital), economic  credentialing,  charges/costs, 
efficiency,  patient  satisfaction,  return  to  work, 
resumption  of  recreational  activities,  and  long- 
term results  are  gaining  importance.  With  the 
increased  health  eare  cost  consciousness  and  a 
shifting  of  the  financial  reward  system  from  fee- 
for-service  or  discounted  fee-for-service  to  some 
type  of  fixed  reimbursement  such  as  per  diem, 
DRG,  or  capitation,  the  delivery  of  that  care  has 
been  placed  under  a microscope.  Not  only  what 
is  done  to  or  for  a patient,  but  the  manner  or  lo- 
cation in  which  that  service/  procedure  is  pro- 
vided and  the  length  of  time  that  a provider  is 
responsible  for  the  health  care  of  a patient  or  group 
of  patients  become  extremely  important  in  what 
and  how  something  is  done  for  a given  patient. 
New  and  better  outcomes  are  generated  by  ob- 
taining new  knowledge  and  actively  testing  new 
approaches  to  a problem. 

Creating  an  SCP 

The  development  of  an  SCP  starts  with  an  identi- 
fied problem.  The  problem  may  be  identified  by 
a physician,  any  other  health  care  provider,  hos- 
pital administration,  or  a payer.  A multidisciplined 
team  with  a champion  (usually  a physician)  and 
representatives  from  all  areas  that  will  be  involved 
in  the  patient’s  care  is  assembled.  The  literature 
is  searched  for  current  recommendations.  If  prac- 
tice patterns  that  have  achieved  the  desired  out- 
come can  be  identified,  those  patterns  may  be 
copied  and  used  as  a benchmark.  With  this  back- 
ground, an  SCP  is  formulated  and  modified  by 
“opinion  leaders.”  Ideally,  the  protocol  will  be 
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validated  by  a retrospective  review  of  appropri- 
ate patients.  After  the  review  has  shown  the  pro- 
tocol to  be  acceptable,  personnel  arc  trained  and 
the  SCP  is  implemented  on  a pilot  basis  to  check 
reliability.  The  results  are  analyzed  for  trends, 
patterns,  and  significant  variances.  These  results 
are  compared  with  other  care  methods  for  simi- 
lar patients.  The  comparison  results  are  dissem- 
inated. The  SCP  is  modified  where  appropriate  and 
implemented  on  a larger  scale.  The  outcomes  are 
repeatedly  evaluated  to  see  if  they  are  achieving 
the  desired  goal(s),  and  the  protocol  is  modified 
when  appropriate  to  increase  the  efficiency  or 
change  an  outcome.  This  method  results  in  a 
uniform  practice,  but  not  a best  practice.  A best 
practice  is  derived  by  getting  to  the  desired  out- 
come with  the  most  efficient  use  of  resources. 

Working  Backwards 

The  components  required  to  make  the  SCP  suc- 
cessful are  determined  by  the  desired  outcome. 
These  components  usually  consist  of  written  care 
plans/instructions  for  the  clinical  care  providers 
and  the  patient/family,  prehospital  planning  when 
needed,  and  early  discharge  planning  for  hospi- 
talized patients.  Prewritten  orders  and  care  plans 
give  the  care  providers  insight  into  what  is  gen- 
erally planned.  Computers  allow  SCPs  and  pre- 
written orders  to  be  stored  and  used  when  need- 
ed. No  SCP  should  ever  be  blindly  followed,  but 
rather,  should  be  adapted  to  the  specific  needs  of 
a given  patient.  At  most,  only  70%  to  90%  of 
patients  with  a given  problem  will  fit  a specific 
clinical  path. 

Variance 

Variance  is  the  deviation  between  planned  inter- 
ventions (such  as  medications,  tests,  activity, 
consults,  nutrition  evaluation,  education,  or  dis- 
charge planning)  and  patient  outcomes  as  stated 
on  the  time  line  of  the  SCP  and  what  actually 
happens  to  the  patient.  The  variance  may  be  pos- 
itive, negative,  or  neutral.  Variances  are  analyzed 
with  respect  to  whether  the  care  providers 
(physician[s],  staff),  patient/family,  the  system, 
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equipment,  or  community  contributed  to  the  de- 
viation. The  staff  can  use  variance  charting  to 
reduce  paper  work  and  speed  up  the  documenta- 
tion required  for  patient  care. 

Team  Compliance 

Critical  to  the  issue  of  the  successful  implemen- 
tation of  SCPs  is  that  these  are  not  just  nursing  or 
administrative  efforts  to  achieve  an  outcome,  but 
an  interdisciplinary  effort.  Due  to  the  frequent 
difference  in  reimbursement  between  the  physi- 
cians and  hospitals,  the  pathways  have  to  be  written 
and  implemented  in  such  a manner  that  both  win. 
If  not.  the  paths  will  not  be  successful,  because 
compliance  will  be  undermined.  Appropriate 
resources  have  to  be  allocated  in  order  to  achieve 
a successful  protocol.  Absolute  consensus  is  not 
necessary  prior  to  implementation  of  a path.  In 
fact,  it  is  usually  better  to  start  a pilot  project  with 
a limited  number  of  patients  and  compare  with 
other  patterns  of  care.  No  protocol  is  a static  pro- 
cess and  each  will  be  modified  as  needs  and  health 
care  change. 

SCP  and  Malpractice 

The  use  of  SCPs  in  malpractice  cases  has  been 
controversial.  The  majority  of  attorneys  that  deal 
with  medical  malpractice  have  reported  using 
guidelines  or  clinical  paths  in  their  practice.  In 
the  court  room,  more  practice  guidelines  are  used 
by  the  plaintiff’s  attorneys,  but  exculpatory  guide- 
lines induce  attorneys  not  to  bring  suit. ^ The  most 
frequent  problem  for  physicians  is  deviating  from 
a path  without  documenting  the  reason,  and  then 
having  a bad  outcome  for  whatever  reason. 

Problems,  Problems,  Problems 

Common  problems  with  SCP  development  and 
implementation  include;  lack  of  physician  involve- 
ment, especially  in  the  beginning;  physician  re- 
sistance; lack  of  multidisciplinary  approach;  lack 


of  administrative-medical  staff  leadership;  lack 
of  education;  failure  to  identify  goals  and  roles 
of  the  protocols;  unrealistic  goals  and  time  lines; 
ill-defined  documentation  requirements;  inade- 
quate variance  reporting  process;  and  not  show- 
ing providers  that  the  process  improves  care. 

The  Carrot 

SCPs  are  successful  because  they  can  be  a win/ 
win  situation  for  the  patient,  hospital,  and  physi- 
cian. There  is  greater  efficiency  in  the  use  of  ser- 
vices and  staff.  Charting  time  can  be  reduced. 
Patients  and  family  become  more  involved,  bet- 
ter informed,  and  generally  more  committed.  The 
satisfaction  for  everyone  increases.  There  is  a 
conceptual  mind  shift,  with  increased  critical 
thinking  and  the  promotion  of  judgment.  Rou- 
tines are  automated,  educational  materials  are 
developed,  and  outcomes  are  clarified. 

SCPs  are  readily  available  from  many  sourc- 
es. But  because  of  the  need  for  a mental  transi- 
tion by  health  care  providers,  the  initial  protocols 
should  generally  be  developed  locally.  After  the 
initial  experience,  additional  protocols  may  be 
imported,  modified  when  appropriate,  and  used 
locally.  j 
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Commentary 


Perverse  Reactions  to  Pertussis  Vaccine 
by  Government  Medical  Agencies 


Samuel  Sepkowitz,  MD 


Pertussis  vaccine  has  not  been  shown  to  cause 
permanent  neurologic  damage  in  children,  ac- 
cording to  the  American  Academy  of  Pediatrics 
and  others.  However,  the  federal  government 
continues  to  maintain  that,  on  rare  occasions, 
permanent  brain  damage  does  occur.  The  re- 
port of  a single  case-control  study  in  support  of 
this  position  prompted  the  establishment  of  a 
special  committee  under  the  sponsorship  of  the 
United  States  Public  Health  Service,  the  Institute 
of  Medicine,  and  the  National  Research  Coun- 
cil to  determine  the  validity  of  the  report.  The 
special  committee  concurred  that  pertussis  vac- 
cine does  produce  permanent  brain  damage  in 
rare  instances.  Physicians  are  required  to  warn 
all  responsible  parties  of  vaccine  recipients  that 
pertussis  vaccine  may  cause  "lasting  brain  dam- 
age." This  requirement  has  been  authorized  by 
Congress  and  the  National  Childhood  Injury 
Act  of  1986. 


A single  case-control  study  of  putative 
neurologic  reactions  to  pertussis  vac- 
cine was  considered  important  enough 
by  various  government  agencies  to  establish  a 
Committee  to  Study  New  Research  on  Vac- 
cines in  order  to  review  the  study. The  com- 
mittee was  charged  with  evaluating  the  new 
information,  and  “if  warranted,  reevaluating 
the  causal  relation  between  dtp  and  chronic 
nervous  system  dysfunction.”  The  U.S.  Public 
Health  Service  requested  the  Institute  of  Medi- 
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cine  to  assemble  the  committee.  The  project 
was  approved  by  the  National  Research  Coun- 
cil and  the  results  were  reviewed  by  a group 
other  than  the  authors  in  accordance  with  gov- 
ernment protocol.  This  was  a case-control 
study  that  government  agencies  were  wait- 
ing for. 

The  committee  concluded  there  is  now 
enough  evidence  to  incriminate  diphtheria- 
tetanus-pertussis  (DTP)  vaccine  as  a cause  of 
chronic  brain  damage.  Put  more  subtly,  “the 
evidence  is  consistent  with  a causal  relation- 
ship” between  the  vaccine  and  permanent  brain 
damage.  The  new  conclusion  differs  from  a 
previous  one  by  an  Institute  of  Medicine  com- 
mittee report  that  stated  there  was  insufficient 
evidence  to  indicate  a causal  relationship.^  The 
Committee  to  Study  New  Research  on  Vac- 
cines has  called  on  the  Committee  to  Review 
the  Adverse  Consequences  of  Pertussis  and 
Rubella  Vaccines  to  reexamine  their  previous 
conclusion.  This  new  conclusion  contrasts, 
moreover,  with  the  statements  of  the  American 
Academy  of  Pediatrics  and  others  that  DTP 
vaccine  has  not  been  shown  to  be  a causative 
agent  of  permanent  brain  damage  in  children."^ 

National  Childhood  Encephalopathy 
Study  (NCES) -1993 

The  new  case-control.  National  Childhood  En- 
cephalopathy Study  (NCES),  that  carries  so 
much  weight  among  government  agencies 
rests  on  12  injections  given  to  patients  found  to 
have  neurologic  disorders  when  hospitalized 
within  seven  days  after  the  injection  and  on  six 
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control  patients  who  had  DTP  injections.  Over 
2 million  injections  of  the  vaccine  were  admin- 
istered to  children  two  months  to  three  years  of 
age  during  the  three-year  period  of  the  study. 

As  if  these  small  numbers  were  not  enough  to 
question  the  validity  of  the  report,  the  cases 
studied  appear  biased.  Miller  et  al'  stated  that 
over  80%  of  cases  were  found  ten  years  later 
for  study;  however,  only  40%  ( 12  of  30)  ill 
infants  who  were  hospitalized  after  an  injec- 
tion were  reexamined  and  only  23%  (6  of  23) 
of  the  control  infants  returned  for  follow-up 
studies. 

Miller  et  al'  reached  their  conclusion — that 
DTP  can  cause  permanent  brain  damage — on 
an  inference:  children  who  received  a DTP  in- 
jection and  who  presented  with  a central  ner- 
vous system  illness  were  more  likely  to  be  hos- 
pitalized than  other  children.  Controls  were 
matched  for  sex,  age,  and  place  of  birth  only. 
Preferential  hospitalization  brought  on  by  the 
fears  of  parents  and  their  physicians  were  not 
considered  by  the  committee.  Errors  in  case 
ascertainment  as  a source  of  bias  were  not  in- 
vestigated. The  committee  relied  on  the  assur- 
ances by  Miller  et  al'  that  case  ascertainment 
bias  would  not  alter  their  overall  conclusion. 

Study  of  Neurologic  Illness  in  Children 
(SONIC)-1993 

Another  case-control  study  of  putative  DTP 
vaccine  reactions,  this  time  of  children  either 
treated  in  a physician’s  office  or  in  a hospital, 
was  utilized  by  the  committee  to  affirm  earlier 
claims  by  the  Committee  to  Review  the  Ad- 
verse Consequences  of  Pertussis  and  Rubella 
Vaccines  that  the  vaccine  can  cause  acute  brain 
damage  in  children.  They  found  the  odds  ratios 
reported  by  Gale  et  aP  to  have  added  a consis- 
tency to  the  previous  assertion  that  the  evi- 
dence is  consistent  with  a causal  relationship 
between  dtp  and  acute  encephalopathy. 

Gale  et  al  supported  the  view  that  the  DTP 
vaccinations  can  result  in  serious  acute  neuro- 
logic reactions.  Causality  “cannot  be  dismissed 
with  absolute  certainty.”’ 

To  support  this  absolutism  they  resorted  to 
relativism;  a case-control  study  with  accompa- 
nying odds  ratios,  all  of  which  included  unity. 
They  considered  their  study  to  be  population- 
based.  Rather,  it  was  a study  of  patients  who 
went  to  a physician  or  a hospital  from  a de- 
fined population.  These  patients  were  not  ran- 
domized; they  were  self-selected  from  a pool 
of  patients.  Less  than  one-third  of  the  complex 
febrile  seizures  that  would  have  been  expected 


to  occur  in  this  population  were  entered  into 
the  study.*  These  seizures  accounted  for  44% 
of  the  incident  cases. 

The  physicians  in  the  study  may  have  been 
blinded  as  to  who  received  DTP  vaccine,  but 
the  parents  who  decided  to  seek  medical  atten- 
tion for  their  children  were  not.  Many  had 
been  taught  to  seek  medical  help  for  a litany  of 
reactions  that  might  lead  to  brain  damage  from 
DTP  vaccine.  By  1987-1988,  parents  had  been 
barraged  for  a decade  with  information  that  a 
child  risks  brain  damage  from  dtp  vaccine. 
Years  of  exposure  to  media  stories  about  the 
dangers  of  the  vaccine  primed  them  for  this 
study.  Additionally,  in  1987-1988,  parents  were 
being  given  a form  to  read  and  sign,  of- 
ten compulsorily,  that  listed  possible  reactions 
and  what  to  do  if  one  or  more  of  these  oc- 
curred.'' Such  warnings  and  instructions  were 
unprecedented  in  pediatrics.  No  other  ordinary 
office  or  clinic  procedure  has  required  forms  to 
be  read  and  signed  as  informed  consent  before 
an  injection.  Parents  were  informed  by  these 
instructions  to  report  reactions  and  sicknesses 
in  the  four  weeks  following  an  injection. 
Moreover,  as  these  instructed  parents  were 
more  likely  to  maintain  records  of  vaccine  ad- 
ministration, a requisite  for  entry  into  the 
study,  the  children  of  these  parents  would  be 
more  likely  to  be  entered  into  the  study.  Reli- 
able vaccine  information  was  available  for 
75.8%  of  case  children  and  for  50.4%  of  con- 
trol children. 

Statistical  Over  Observational 
Epidemiology 

Hospitals  and  physicians’  offices  are  no  place 
to  study  the  overall  incidence  of  well  publi- 
cized, reputed  reactions  to  vaccines  such  as 
death  and  chronic  brain  damage.  It  is  a fallacy 
to  infer  that  selection  bias  does  not  exist  sim- 
ply because  controls  have  been  matched  by 
age,  sex,  and  place  of  residence.  Fear  needs  to 
be  considered,  too,  as  well  as  the  ever-present 
promise  of  what  a malpractice  settlement 
might  bring.  Patients  and  parents  who  have 
been  told  and  told  repeatedly,  by  the  media 
and  by  the  government  that  brain  damage  or 
death  may  result  from  a medication  do  not  ap- 
pear stochastically  at  hospitals  or  doctors’ 
offices. 

If  there  has  been  consistency  in  the  odds 
ratios  reported  in  case-control  studies,  there 
has  also  been  consistency  in  the  observational 
data  of  these  studies.  No  one  has  found  a case 
of  brain  damage  or  death  specifically  identified 
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as  due  to  the  DTP  vaccine.  Miller  et  al'  have 
now  followed  over  2. 000, 000  DTP  injections 
for  ten  years  and  they  have  yet  to  find  a life- 

I threatening  reaction  that  is  unique  to  the  vac- 
cine. Gale  et  aP  followed  368,000  injections 
without  describing  any  unique  reactions.  Grif- 
fin et  al'"  followed  up  on  107,154  injections 
I and  identified  no  encephalopathies,  nor  did 
I Walker  et  al  who  followed  106,000  injec- 
tions." Pollock  et  al'“  studied  over  400,000 
injections  and  found  no  clinical  syndrome  as- 
I sociated  with  the  vaccine.  The  Physicians  Desk 
Reference  lists  few'  drugs  or  biologicals,  if  any, 
that  have  been  so  well  monitored  for  so  long. 

, Killed  vaccines  can  never  be  considered  abso- 
I lutely  risk-free,  but,  that  said,  DTP  vaccine  has 
not  been  found  to  cause  acute  or  chronic  brain 
damage  or  death  either  by  statistical  or  by  ob- 
I servational  epidemiology,  interpretations  of 
' case-control  studies  by  government  commit- 
tees notwithstanding. 

The  National  Childhood  Vaccine  Injury 
Act  of  1986  in  1995 

Safety  standards  are  different  for  DTP  vac- 
cine— the  vaccine  is  a special  case.  DTP  vac- 
cine has  legitimated  adversaries  who  have  been 
positioned  to  influence  decisions  about  vac- 
cines. The  National  Childhood  Vaccine  Injury 
Act  of  1986  (P.L.  99-660)  was  written  in  a way 
that  permitted  activist  groups  who  felt  their 
children  were  damaged  by  vaccines  to  domi- 
nate the  Advisory  Commission  on  Childhood 
Vaccines.  Legal  representatives  and  other  law- 
yers form  a majority  of  the  committee,  and 
they  pass  on  their  recommendations  to  a direc- 
tor who  reports  annually  to  the  Energy  and 
Commerce  Committee  of  the  House  of  Repre- 
sentatives and  to  the  Committee  on  Labor  and 
Human  Resources  in  the  Senate. 

Activist  groups  appear  well  positioned  in 
the  television  industry  as  well.  Two  television 
programs  capitalizing  on  the  reputed  dangers 
of  DTP  vaccine  have  appeared  in  this  country 
almost  simultaneously  with  the  Committee  to 
Study  New  Research  on  Vaccines’  report.'^  In 
England  a television  documentary  on  brain 
damage  and  the  vaccine  appeared  1 1 days  after 
publication  of  the  new  report  by  Miller  et  al.' 
This  program  was  reviewed  by  Miller''*  in  the 
British  Medical  Journal  ten  days  after  it  w'as 
shown  on  television. 

Worst  of  all,  government  medical  agencies 
under  the  authority  of  the  National  Childhood 
Vaccine  Injury  Act  of  1986  are  obliterating  the 
peer  review  process,  a foundation  of  scientific 


medicine.  There  has  not  even  been  a pretense 
of  ecumenical  peer  review.  The  Committee  to 
Study  New  Research  on  Vaccines  held  one 
open  session  that  was  “open  to  observation  by 
invited  members  of  the  U.S.  Public  Health  Ser- 
vice and  representatives  of  advocacy  groups.” 

In  time,  these  cloistered  committee  delibera- 
tions among  government  committees  about 
vaccine  reactions  can  be  entered  into  the  Fed- 
eral Register  and  then  be  fashioned  into  law. 

By  law,  physicians  will  be  required  to  distrib- 
ute what  has  been  decided  by  these  committees 
and  by  Congress  to  be  the  “truth”  about  vac- 
cine reactions.  This  is  a glimpse  of  top-down 
medicine,  authoritative  medicine,  political 
power  medicine.  It  is  not  how  science  works.'* 

Benefits  of  the  legislation  still  remain  con- 
troversial. According  to  Rabinovich  and  Rob- 
bins'" of  the  National  Vaccine  Program,  the  law 
has  stabilized  vaccine  production,  the 
number  of  lawsuits  against  DTP  manufacturers 
has  declined  and  the  price  increases  of  the 
vaccine  have  been  interrupted;  they  have  even 
decreased  somewhat.  On  the  other  hand  Kitch 
and  Mortimer'’  have  noted  that  the  vast  majori- 
ty of  the  vaccine  injury  awards  have  no  scien- 
tific bases.  A vaccine  that  once  cost  $0. 10  per 
injection  continues  to  sell  for  about  SI 2.00  per 
injection,  due  presumably  to  the  projected 
costs  of  litigation.  Given  the  years  after  an  in- 
jection that  a lawsuit  may  be  filed  it  is  prema- 
ture to  conclude  that  litigation  has  been  or  will 
be  curtailed — ’’the  cases,  however,  have  not 
disappeared.  They  are  in  slow  motion  suspen- 
sion from  which  they  can  emerge  at  any 
moment.”'’ 

No  controversy  exists  about  who  is  now  the 
medical  arbiter  for  childhood  immunizations 
and  their  reactions.  The  Childhood  Immuniza- 
tion Act  gave  Congress  the  power  to  determine 
what  defines  a vaccine  reaction,  what  gets  pub- 
licized as  a reaction,  and  what  reactions  may 
be  litigated.  For  anyone  interested  in  vaccine 
reactions,  the  Federal  Register  has  become  re- 
quired reading.  Ominously,  Congress  has  also 
acquired  the  power  to  determine  what  vaccine 
reactions  do  not  get  publicized  if  Congress  so 
chooses  to  have  a favored  vaccine  promoted. 

Addendum 

The  Federal  Register  [59  FR  3 1 888],  p.  3 1 889, 
July  20,  1994,  has  reported  a “New'  Vaccine 
Information  Materials;  Notice.”  There  are  nine 
adverse  reactions  to  DTP  vaccines  listed  in- 
cluding as  a severe  reaction: 

“...decreased  consciousness  and  coma.  Some  of 
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these  children  may  have  lasting  brain  damage. 

There  is  disagreement  about  whether  or  not  DTP 
causes  the  lasting  brain  damage.  If  it  does,  it  is 
very  rare.” 

All  health  care  providers  under  Section 
2126  of  the  Public  Health  Service  Act  (42 
U.S.C.  Sect.  300aa-26),  effective  October  1, 
1994,  must  provide  this  information  to  a legal 
representative  of  any  child  before  administer- 
ing the  vaccine.  ij 
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The  Human  Genome  Prefect  and  Social  Consequences 
of  Widespread  Genetic  Testing: 

What  We  Have  to  Learn  from  Breast  Cancer 


Laura  McCloy,  MS  II 


imply  put,  the  aim  of  the  Human  Ge- 
nome Project  is  to  discover  how  nucleic 
acids  line  up  to  create  a physically  and 
intellectually  complete  person.  Scientists 
working  on  the  project  hope  to  discover  the 
chemical  code  responsible  for  making  the  pro- 
teins that  create  the  tissues  that  give  us  arms, 
eyes,  hearts,  and  brains.  Knowledge  of  the 
shape  and  function  of  the  human  body  will,  in 
turn,  allow  us  to  better  understand,  and  per- 
haps manipulate,  misshape,  and  dysfunction. 

In  theory,  the  intent  of  the  Human  Genome 
Project  sounds  straightforward,  if  not  innocu- 
ous, while  the  purpose  seems  ambitious,  if  not 
noble.  But  just  as  a statement  of  purpose  can- 
not convey  the  experience  of  scientists  work- 
ing on  the  project — innumerable  hours,  pains- 
taking experiments,  tenuous  results,  and 
chronic  frustration — nothing  said  or  written 
can  completely  prepare  physicians  for  the  im- 
pact that  the  information  to  be  gained  from  the 
Human  Genome  Project  will  have  on  the  prac- 
tice of  medicine. 

While  the  ultimate  contribution  of  the  map- 
ping project  may  be  to  offer  genetic  cures  for 
genetic  diseases,  the  current  reality  of  genetic 
testing  is  that  disease-related  genes  are  local- 
ized but  with  no  means  of  replacing  bad  genes 
with  good  ones.  Within  the  next  10  to  20  years 
scientists  will  perhaps  find  a means  to  extricate 
a “disease  gene”  and  replace  it  with  a healthy 
one,  but  until  then  physicians  will  be  faced 
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with  informing  patients  of  a predisposition  for 
a disease  that  has  few,  if  any,  therapeutic  op- 
tions. While  the  ability  to  predict  disease  has 
inherent  value,  it  also  carries  with-it  emotional- 
ly charged  personal,  legal,  and  ethical  issues 
that  must  be  addressed  by  physicians. 

Some  of  these  issues  are  currently  being 
considered  by  physicians  and  scientists  per- 
forming linkage  studies  on  BRCA-1,  a gene 
which,  when  mutated,  is  highly  linked  with  the 
presence  of  breast  cancer. Of  the  5%  to 
10%  of  breast  cancer  patients  who  have  the 
hereditary  breast  cancer  syndrome,  85%  will 
harbor  a BRCA-1  or  brca-2  genetic  mutation."* 
BRCA-2  is  a second  breast  cancer  gene  that  re- 
portedly was  sequenced  in  late  1995.  For  the 
past  few  years,  researchers  at  a handful  of  se- 
lect institutions  have  performed  linkage  studies 
for  BRCA-1  in  families  that  appear  to  have  the 
hereditary  breast  cancer  syndrome.  The  recent 
sequencing  of  the  gene,  however,  opens  the 
door  for  widespread  testing  by  primary  care 
physicians  during  routine  office  visits.  Indeed, 
a genetic  test  is  being  developed  and  is  expect- 
ed to  be  available  for  use  by  the  end  of  1996. 

The  ability  to  easily  perform  testing  for 
BRCA-1  presents  this  as  a prototypic  case,  ca- 
pable of  guiding  physicians  in  how  they  handle 
the  many  social  and  personal  issues  involved 
with  genetic  testing.  Although  extensive  test- 
ing for  other  genetic  diseases  does  exist,  genet- 
ic screening  for  breast  cancer  differs  from  oth- 
er forms  of  genetic  testing  in  two  fundamental 
ways.  First,  it  is  one  of  the  few  genetic  tests 
that  predicts  the  development  of  disease  in 
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adults  and  second,  breast  cancer  patients,  un- 
like those  with  most  other  genetic  diseases, 
have  therapeutic  options. 

Physicians  who  perform  genetic  tests  for 
BRCA-1  mutations  will  need  to  understand  the 
impact  that  a positive  test  has  on  a patient. 
When  a woman  learns  that  she  carries  a high 
risk  for  developing  breast  cancer  at  some  un- 
known point  in  the  future,  she  is  likely  to  have 
a strong  emotional  reaction,  as  well  as  many 
questions  about  what  it  means  for  her  life  and 
for  the  lives  of  her  children,  especially  her 
daughters.  Doctors  will  need  to  be  prepared  to 
provide  emotional  support,  to  explain  genetic 
probabilities,  and  to  outline  the  less-than-at- 
tractive  options  for  treatment,  such  as  bilateral 
mastectomy  and/or  oophorectomy.  Ethical  and 
legal  guidelines  will  need  to  be  established  so 
that  physicians  follow  a standard  procedure  in 
dealing  with  confidentiality  and  decision-mak- 
ing issues.  In  addition,  laws  will  need  to  speci- 
fy what  right,  if  any,  insurance  companies  and 
employers  have  to  information  about  a person’s 
genetic  composition. 

Most  of  these  issues  have  been  addressed,  at 
least  in  part,  by  researchers  performing  linkage 
studies  for  BRCA-1  mutations.  A group  from 
the  Human  Genome  Center  at  the  University  of 
Michigan  has  established  a protocol  for  genet- 
ic counseling  and  suggested  ethical  and  legal 
ideals  for  the  linkage  studies.  They  suggest 
that  presymptomatic  testing  for  BRCA-1  gene 
mutations  include  ( 1 ) pre-counseling  education 
and  assessment,  (2)  a multidisciplinary  team 
with  expertise  in  the  screening  and  manage- 
ment of  breast  cancer,  inheritance,  dna  testing, 
and  psychosocial  counseling  issues  of  late- 
onset  disorders,  and  (3)  follow-up  services  to 
manage  the  increased  risk  for  cancer  as  well  as 
the  residual  emotional  reactions  of  family 
members.  They  also  recommend  that  patient 
confidentiality  be  protected  and  that  attention 
be  given  to  the  social  implications  of  genetic 
testing  information  such  as  potential  loss  of 
insurance,  stigmatization,  and  employer  dis- 
crimination. The  authors  admit,  however,  that 
their  guidelines  apply  to  linkage  studies,  and 
that  once  the  clinical  test  for  BRCA-1  becomes 
available,  counseling,  social,  and  economic 
concerns  will  take  on  much  larger 
proportions.' 

Once  testing  is  widely  available,  many  more 
people  will  be  tested  for  BRCA-1  mutations. 
This  decreases  the  likelihood  of  in-depth  ge- 
netic counseling  by  a large  team  of  profession- 


als, and  in  so  doing,  opens  up  the  margin  for 
misunderstanding  among  patients  who  are  test- 
ed. Women  who  test  negative  may  believe  they 
are  at  no  risk  for  breast  cancer,  when,  in  reali- 
ty, most  will  still  carry  at  least  the  1 in  10  risk 
that  all  females  carry.  The  possibility  of  false- 
positives  and  false-negatives  also  complicates 
the  situation. 

In  addition,  those  who  test  positive  may  not 
be  fully  prepared  to  deal  with  the  information 
and  may  have  reactions  ranging  from  severe 
depression  to  the  belief  that  they  need  unwar- 
ranted, overly  aggressive  treatment.  The  re- 
sponsibility of  educating  patients  will  fall  on 
medical  professionals,  and  this  points  to  the 
need  for  community  physicians  and  members 
of  their  office  staffs  to  become  well-versed  in 
medical  genetics  and  in  the  treatment  of  genet- 
ic diseases. 

While  most  of  us  value  the  ideals  of  priva- 
cy, autonomy,  and  nondiscrimination,  we  also 
realize  that  not  all  employers,  nor  all  health 
insurance  companies,  elevate  ideals  over  in- 
come. The  BRCA-1  linkage  studies  currently 
being  done  can  be  kept  secret,  as  they  are  clas- 
sified as  “research”  and  filed  separately  from 
the  rest  of  the  patient’s  chart.  In  all  probability, 
however,  results  of  broad-based  clinical  testing 
will  be  kept  with  the  rest  of  the  patient’s  chart, 
giving  employers  and  insurance  companies 
access  to  the  information.  It  is  also  conceivable 
that  insurance  companies  and  employers  will 
require  genetic  testing  as  part  of  their  screen- 
ing physical  exam.  Insurers  currently  use  de- 
mographic information  to  predict  disease  pat- 
terns in  hopes  of  drawing  pools  of  healthy 
people  to  insure.  It  is  almost  ironic  that  genetic 
testing  will  give  them  the  information  they 
want  with  more  accuracy  and  with  a lower 
chance  of  taking  on  a high-risk  person.  Be- 
cause protecting  genetic  information  will  prob- 
ably be  very  difficult,  the  way  to  preserve  the 
employability  and  insurability  of  people  at  risk 
for  genetic  diseases  may  be  to  enact  laws  that 
do  not  allow  companies  to  discriminate  against 
individuals  based  on  genetic  information.  Such 
laws  would  be  established  only  after  such  dis- 
crimination occurs,  when  a patient  sues  and 
the  case  goes  to  court. 

Speculation  and  identification  of  possibili- 
ties and  probabilities  is  beneficial  in  the  case 
of  presymptomatic  tc.sting  for  disea.se-rclatcd 
genes  because  it  prepares  physicians  for  the 
questions  and  issues  they  will  face  when  wide- 
spread genetic  testing  becomes  available.  Doc- 
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tors  must  prepare  themselves  to  deal  with  the 
personal,  ethical,  and  legal  issues  involved  in 
this  new  area  of  information. 

Preparation  is  especially  valuable  in  the 
case  of  BRCA-1  because  screening  for  BRCA-1 
mutations  is  likely  to  be  the  first  widely  used 
presymptomatic  genetic  test  available  in  gener- 
al medical  practice,  and  will  thus  guide  the 
way  for  genetic  testing  in  the  future.  Regard- 
less of  whether  the  BRCA-1  effort  is  successful, 
however,  more  genetic  tests  seem  promised  for 
the  future,  as  the  Human  Genome  Project  will 
march  forward  in  its  quest  for  information,  try- 
ing to  elucidate  what  makes  us  human.  j 
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Schedule  of  Business  Events  for  90th  Annual  Meeting 

The  90th  Annual  Meeting  of  the  Oklahoma  State  Medical  Association  House  of  Delegates  will  be  held  April  26-28, 
1996,  at  the  Southern  Hills  Marriott  in  Tulsa.  The  OSMA  Board  of  Trustees  will  meet  on  Thursday,  April  25.  The 
meeting  is  open  to  all  OSMA  members  and  attendance  is  encouraged  at  this,  the  OSMA’s  largest  annual  gathering. 

The  luncheon  on  Friday  promises  to  be  informative,  with  the  OSMA  planning  to  demonstrate  its  new  on-line 
communication  system.  This  new  service  will  offer  physicians  the  chance  to  browse  the  Internet  and  will  provide 
yet  another  line  of  communication  among  OSMA  members. 

This  year’s  osma/OSMAA  Presidents’  Reception  and  Banquet  will  honor  President  Larry  L.  Long,  MD,  and 
President-Elect  David  L.  Harper,  MD,  as  well  as  OSMA  A President  “K”  Caldwell  and  President-Elect  Barbara  Jett. 

OSMA  members  will  receive  ticket  order  forms  in  the  mail  and  are  urged  to  order  prior  to  the  meeting.  Enclosed 
in  the  same  mailing  will  be  a hotel  registration  form  for  members’  convenience  in  making  reservations  directly  with 

the  Southern  Hills  Marriott. 

For  OU  College  of  Medicine  Alumni  events,  call  Carol  Modisette  at  405-271-3500. 
The  following  is  a tentative  schedule  of  events; 

Thursday,  April  25,  1996 

10:00  AM 

Registration 

1 1 ;00  AM 

OSMA  Executive  Committee 

1;30  PM 

OSMA  Board  of  Trustees 

Friday,  April  26,  1996 

6:00  AM 

Hospitality 

7:00  AM 

Registration 

7:30  AM 

OSMA  Organized  Medical  Staff  Section  Breakfast 

7:30  AM 

Oklahoma  County  Medical  Society  Caucus 

7:30  AM 

Tulsa  County  Medical  Society  Caucus 

7:30  AM 

Rural  County  Medical  Societies  Caucus 

9:00  AM 

OSMA  House  of  Delegates  Opening  Session 

Noon 

OSMA  Luncheon  (Internet  presentation) 

1:30  PM 

OSMA  Candidates  Forum 

2:30  PM 

OSMA  Reference  Committees  1,  11,  and  III 

Saturday,  April  27,  1996 

6:00  AM 

Hospitality 

7:00  AM 

Registration 

7:30  am 

OSMA  Council  on  Rural  Health  Breakfast 

8:00  AM 

PLICO  Loss  Prevention  Seminar 

8:00  AM 

OSMA  Past,  County  Society,  and  Specialty  Society  Presidents’  Breakfast 

9:00  AM 

Open  Forum  to  Discuss  the  AMA  Federation  Study 

9:00  AM 

OMPAC  Meeting 

10:00  AM 

OSMA  Council  on  Governmental  Activities 

6:00  PM 

OSMA/OSMAA  Presidents’  Reception 

7:00  PM 

osma/OSMAA  Presidents’  Inaugural  Banquet  (black  tie  optional) 

Sunday,  April  28,  1996 

6:00  AM 

Hospitality 

7:00  AM 

Registration 

7-9  AM 

Voting 

7:30  AM 

Oklahoma  County  Medical  Society  Caucus 

7:30  AM 

Tulsa  County  Medical  Society  Caucus 

7:30  am 

Rural  County  Medical  Societies  Caucus 

9:00  AM 

OSMA  House  of  Delegates  Closing  Session 

1 1:30  AM 

PUC'O  Forum  (immediately  following  oSMA  House  of  Delegates) 

1 1:30  AM 

AMA  Delegation  Caucus  and  Lunch 
(immediately  following  oSMA  House  of  Delegates) 
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to  become  91  st  OSMA  president  on  April  27 


David  Harper 

David  L.  Harper,  MD,  a urologist 
from  Tulsa,  will  assume  the  presi- 
dency of  the  Oklahoma  State  Medical 
Association  on 
Saturday,  April  27. 

The  Inaugural 
Reception  and 
Dinner  will  be  held 
at  the  Southern 
Hills  Marriott  in 
Tulsa  during  the 
Annual  Meeting  of 
the  OSMA  House  of 
Delegates.  Dr. 

Harper  will  suc- 
ceed Oklahoma 
City  surgeon  Larry  L.  Long,  MD. 

A native  of  Little  Rock,  Ark.,  Dr. 
Harper  was  named  to  Phi  Beta  Kappa 
as  an  undergraduate  at  the  University  of 
Arkansas.  He  earned  his  medical  degree 
in  1971  at  the  University  of  Arkansas 


College  of  Medicine,  where  he  was  a 
member  of  Alpha  Omega  Alpha.  Dr. 
Harper  completed  an  internship  at  St. 
John  Medical  Center  in  Tulsa  before 
entering  the  U.S.  Navy  for  a two-year 
stint  as  a general  medical  otTiccr.  In  1 974 
he  completed  a residency  in  general 
surgery  at  the  University  of  Oklahoma 
College  of  Medicine  in  Tulsa  (OUCMT). 
He  then  returned  to  Little  Rock,  where 
he  completed  a residency  in  urology  at 
the  University  of  Arkansas  in  1978. 

The  same  year  he  moved  back  to  Tulsa 
to  take  a position  as  a clinical  instructor 
in  urology  at  OUCMT.  In  1 983  he  became 
clinical  assistant  professor,  and  in  1 99 1 , 
clinical  associate  professor. 

Dr.  Harper  is  deeply  involved  in  or- 
ganized medicine  at  both  the  county  and 
state  level.  He  was  secretary-treasurer 
of  Tulsa  County  Medical  Society  (TCMS) 
for  1 987-88,  and  a member  of  their  Board 


of  Directors  from  1987  to  1994.  He  also 
has  chaired  several  TCMS  committees,  in- 
cluding the  Ethics  Committee  in  1991, 
Scholarship  Fund  in  1992,  Nominating 
Committee  in  1 993,  and  Committee  on 
Health  Care  Reform  in  1993  and  1994. 
In  1990  he  was  chairman  of  the  TCMS 
Council  on  Community  Relations  and 
in  1 992,  chairman  of  the  TCMS  Commu- 
nity Development  Trust  Fund.  From  1992 
to  1 995  he  was  on  the  Board  of  Direc- 
tors of  the  Utica  Physicians  Association 
Limited  (UPAL) 

At  the  state  level.  Dr.  Harper  served 
as  a delegate  to  OSMA  from  1 989  to  1 994, 
an  alternate  on  the  OSMA  Board  ofTrust- 
ees  from  1992  to  1994,  and  vice-presi- 
dent in  1 994.  The  following  year  he  was 
named  OSMA  president-elect. 

Dr.  Harper  and  his  wife,  Jane  Ann, 
have  two  children,  Ryan  and  Jonathan. 

QD 


Dr.  David  L.  Harper 


OSMA  leaders  frek  fo  Washingion  for  sonferense  and  delegation  talks 


Four  of  OSMA’s  political  activists  were  in  Washington.  D.C., 
last  month  for  the  ama’s  National  Leadership  Conference. 
While  there,  OSMA  President-Elect  David  L.  Harper,  MD; 
Oklahoma  County  Medical  Society  President  John  R.  Boza- 
lis,  MD;  Tulsa  County  Medical  Society  President-Elect  Michael 
B.  Clendenin,  MD;  and  Richard  J.  Boatsman,  MD,  chair  of 
the  OSMA  Council  on  Governmental  Activities  sought  out  and 
visited  members  of  Oklahoma’s  Congressional  delegation. 
Among  those  meeting  personally  with  the  doctors  were  Sen- 
ator Don  Nickles;  Senator  Jim  Inhofe;  Rep.  Steve  Largent; 
Rep.  Bill  Brewster;  Rep.  Frank  Lucas;  Rep.  Tom  Cobum,  MD; 
Rebecca  McCarthy,  health  aide  to  Rep.  Ernest  Istook;  and 
Jack  Homer,  health  aide  to  Rep.  J.C.  Watts.  At  the  ama’s  re- 
quest, all  were  asked  to  support  the  Senate’s  Kennedy-Kasse- 
baum  health  insurance  reform  bill,  S.1028.  The  measure  es- 
sentially calls  for  portability  of  health  insurance  and  ends 


discrimination  against  those  with  pre-existing  conditions.  House 
members  were  asked  to  co-sponsor  Rep.  Cobum’s  bill  that 
would  provide  that  managed  care  organizations  offer  point- 
of-service  options  to  patients. 

Dr.  Bozalis  also  met  with  members  of  the  U.S.  House  of 
Representatives  Ways  and  Means  Committee  staff  to  discuss 
an  issue  that  could  be  of  importance  to  Oklahoma  physicians. 
An  allergist.  Dr.  Bozalis  is  president  of  the  Oklahoma  Aller- 
gy and  Asthma  Clinic.  On  December  31,  1995,  the  Internal 
Revenue  Service  informed  the  clinic  that  it  had  to  change  from 
a cash  to  an  accrual  method  of  accounting,  which  means  the 
clinic  would  have  to  pay  taxes  on  accounts  receivable  rather 
than  cash  on  hand.  The  clinic  has  protested  the  IRS  recom- 
mendation and  has  initiated  proceedings  in  tax  court. 

Any  physician  offices  or  clinics  that  have  been  contacted 
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by  the  IRS  about  accrual  accounting  are  urged  to  contact  Mike 
Sulzycki  of  the  OSMA  staff. 

Meanwhile,  at  the  Leadership  Conference,  Tulsa’s  Micha- 
el J.  Haugh,  MD,  past  chair  of  the  OSMA  Board  of  Trustees 
and  Oklahoma  AMA  Delegation,  was  praised  by  D.  Ted  Lew- 
ers,  MD,  chair  of  the  AMA  Board  of  Trustees,  as  a physician 
who  stood  up  for  his  patient  despite  threats  by  an  HMO.  When 
an  Oklahoma  HMO  refused  to  authorize  a test  recommended 
by  Dr.  Haugh  for  one  of  his  patients,  but  suggested  a more 


invasive  procedure,  he  informed  the  patient  and  said  he  still 
considered  the  first  test  to  be  appropriate  and  less  risky. 

Dr.  Haugh  then  received  a letter  from  the  HMO  medical  direc- 
tor stating  that  he  felt  “your  letter  to  a member  to  be  signif- 
icantly inflammatory.  You  should  be  aware  that  a persistent 
pattern  of  pitting  the  HMO  against  its  member  may  place  your 
relationship  with  the  HMO  in  jeopardy.”  A letter  from  AMA 
Executive  Vice  President  P.  John  Seward,  MD,  in  support  of 
Dr.  Haugh  was  sent  to  the  HMO  medical  director  with  copies 
to  the  insurance  company’s  medical  director  and  Jerry  R.  Nida, 
MD,  Oklahoma  Commissioner  of  Health.  ij 


OUHSC-based  sexual  assault  response  team  ends  first  year 

University  Hospital  is  home  to  precedent-setting  program 


In  America  today,  a sexual  assault  oc- 
curs every  nine  minutes,  and  a ground 
breaking  organization  dedicated  to  com- 
bating sexual  assault  and  easing  the  trau- 
ma to  victims  will  soon  celebrate  one 
year  of  service. 

Central  Oklahoma  Clinical  Forensic 
Consultants,  Inc.,  a non-profit  organi- 
zation, has  based  its  Sexual  Assault  Nurse 
Examiner  Program  (SANE)  at  Universi- 
ty Hospital  (UH ) in  Oklahoma  City  since 
last  June.  UH  donated  an  examination 
room  and  a waiting  room  to  the  program, 
which  serves  Oklahoma  County. 

“The  hospital  has  donated  the  space 
and  that  has  been  a tremendous  asset,” 
said  Dr.  Janet  Rodgers,  medical  direc- 
tor of  the  program  and  a physician  in  the 
UH  Emergency  Department.  “Being  at 
the  hospital,  we  don’t  have  the  problems 
of  security  or  proximity  to  medical  care 
that  we  would  have  if  we  were  based 
elsewhere.” 

The  program  was  started  in  part  be- 
cause of  an  outcry  from  the  community 
to  provide  better  services  to  the  victims 
of  violent  crime.  There  was  confusion  as 
to  where  rape  victims  should  go  for  ex- 
aminations. They  might  present  to  any 
hospital  in  Oklahoma  County  and  have 
to  wait  for  hours,  only  to  find  that  the 
physician  on  duty  was  reluctant  to  do  the 
exam,  and  then  be  sent  to  UI 1 forthe  exam. 
Once  at  UH,  they  again  had  to  wait  for 
their  exam  while  more  critical  patients 
were  given  priority.  Prior  to  the  found- 
ing of  this  program,  there  was  an  aver- 
age six-hour  wait  from  the  time  the  vic- 
tim checked  in  to  when  the  exam  began. 
While  they  waited,  rape  victims  were 


asked  not  to  eat,  drink,  smoke,  void,  clean 
up,  or  change  clothes  until  their  exam 
could  be  done.  They  had  to  wait  with  a 
police  officer  in  a public  area.  The  vic- 
tim continued  to  be  victimized  by  the  wait 
and,  with  time,  potentially  valuable  ev- 
idence was  lost. 


The  program  is 
geared  toward  getting 
the  victims  out 
of  that  public  setting 
in  the  emergency  room 
and  making  sure 
they  don't  have  to  wait 
for  hours. 


At  UH,  the  examination  was  per- 
formed by  either  an  emergency  medi- 
cine or  ob/gyn  resident  - with  varied 
education  in  signs  of  gynecological  trau- 
ma as  related  to  sexual  assault.  In  addi- 
tion, advocacy  programs — which  re- 
spond to  the  psychological  needs  of  the 
victim  -sometimes  received  delayed 
notification  due  to  lack  of  experience  or 
changes  in  staffing. 

“We  provide  the  victims  of  sexual 
assault  the  most  caring,  clTicient,  cost 
effective,  and  comprehensive  forensic 
examinations  possible,”  said  Bob  Will- 
iamson, RN,  program  co-director. 


Williamson,  who  started  the  program 
with  Rusty  Rooms,  a paramedic  foren- 
sic specialist,  is  also  a registered  nurse 
in  the  UH  Emergency  Department.  He 
believes  that  the  fledgling  program  has 
already  made  tremendous  strides  in  pre- 
venting rape  victims  from  feeling  “rev- 
ictimized” by  the  forensic  investigation 
of  the  rape. 

“Eve  never  seen  anyone  in  my  experi- 
ence— prior  to  the  program — return  to 
express  thanks.  We’ve  had  calls  from  par- 
ents of  victims,”  Williamson  said.  “Vic- 
tims have  even  visited  to  express  thanks.” 
It’s  important  to  note  that  after  a rape, 
if  the  victim  is  not  otherwise  physically 
injured,  he  or  she  is  given  a forensic  ex- 
amination to  collect  specimens  to  repre- 
sent scientific  evidence  in  a court  of  law. 
“It’s  not  meant  to  be  a medical  exam — 
it’s  the  collection  of  forensic  evidence,” 
Dr.  Rodgers  said.  If  the  victim  complains 
of  injury,  a medical  screening  is  done 
before  the  exam  and  proper  medical  treat- 
ment obtained  for  the  victim. 

The  program’s  benefits  are  multifold. 

One  is  to  ensure  that  a victim  is  put 
through  as  little  trauma  as  possible  dur- 
ing the  examination  after  a rape.  Wait- 
ing for  hours  in  a hospital  waiting  room 
to  experience  an  in-depth  examination 
that  many  victims  find  embarrassing  led 
many  past  rape  victims  to  either  “give 
up”  and  leave  the  emergency  room  or  to 
never  report  the  rape  in  the  first  place. 

“In  my  20  years  of  experience  as  an 
emergency  physician,  1 would  sec  vic- 
tims come  into  the  emergency  depart- 
ment already  very  upset  get  more 
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upset,  then  leave,"  Dr.  Rodgers  said.  “They  would  continue 
to  be  victimized." 

However,  with  the  program  in  place,  w hen  a victim  enters 
the  emergency  room  or  contacts  police,  a call  is  made  to  the 
Sexual  Assault  Response  Team  (SART)  24-hour  hotline.  With- 
in 45  minutes,  a victim  advocate  and  nurse  examiner  will  ar- 
rive at  the  hospital  to  begin  the  examination. 

“The  program  is  geared  toward  getting  the  victim  out  of 
that  public  setting  in  the  emergency  room  and  to  make  sure 
they  don't  have  to  wait  for  hours,”  Williamson  said. 

After  the  examination,  the  rape  survivor  is  given  a change 
of  clothing — the  clothing  worn  during  the  attack  becomes 
evidence — and  a private  place  to  shower  and  clean  up. 

The  speed  and  efYiciency  of  the  program  also  saves  the 
police  officer  time.  Previously,  an  officer  spent  an  average  of 
almost  seven  hours  dealing  with  a rape  case.  The  S.ART  pro- 
gram saves  that  officer  about  three  hours,  w hich  means  that 
officer  is  back  on  patrol  sooner. 

SART  added  a formidable  tool  to  its  rape  examination  kit 
with  the  addition  of  a video  colposcope  last  November. 
This  device  provides  actual  photos  that  accurately  document 
unequivocal  evidence  for  the  prosecution.  Many  cases  w ill 
result  in  convictions  without  even  going  to  court  because  of 
the  evidence  that  is  now  provided — another  instance  of  sav- 
ing taxpayer  dollars.  Iodine  fuming,  a technique  that  allows 
the  lifting  of  fingerprints  from  the  victim’s  skin,  is  also  on 
the  horizon  for  SART. 

Yet  another  program  benefit  is  that  the  information  dis- 
covered during  the  examination  is  keyed  into  a computer.  The 
computer  program,  created  by  Rooms,  decreases  the  amount 
of  time  during  the  examination  process  and  prevents  mistakes 
in  facts  and  interpretation. 

The  computerized  data  system  also  provides  accurate  sta- 
tistical information  for  reporting  and  tracking  serial  rapists. 
“We  know  that  the  ability  to  track  that  kind  of  evidence  is  bet- 
ter now,”  Rooms  said.  “We  can  compare  and  contrast  every 
case  we  do — something  that  nobody  has  had  the  ability  to  do.” 
Tulsa  will  be  on-line  with  Oklahoma  City  soon,  creating  a 
strong  networked  database  available  to  both  cities’  police 
departments.  “The  tools  are  in  place  to  make  this  informa- 
tion readily  available  to  law  enforcement,  the  Department  of 
Human  Services,  and  advocacy  programs,”  Rooms  added. 

Perhaps  the  greatest  tool  for  the  SART  team  is  their  train- 
ing. Forensic  nurses  have  the  advanced  education  in  forensic 
evidence  collection,  as  well  as  a strict  quality  assurance  pro- 
gram for  the  medical  needs  of  the  case.  They  go  through  40 
hours  of  training  in  Tulsa.  After  that  training,  they  perform 
numerous  pelvic  examinations  under  the  guidance  of  a phy- 
sician. They  then  take  the  certification  examination.  After 
passing  certification,  they  perform  two  precepted  forensic 
examinations  and  are  certified  through  Clinical  Forensic 
Consultants.  To  maintain  their  certification  they  must  com- 
plete eight  hours  of  continuing  education.  This  can  be  done 


Resident  garners  AMA  award 

William  D.  Jones  IV,  MD,  Oklahoma  City,  is  one 
of  40  resident  physicians  honored  by  the  AMA/ 
Glaxo  Wellcome  Inc.  Leadership  Award  Program  for 
their  community  service.  Currently  Dr.  Jones  is  in  the 
University  of  Oklahoma  Division 
of  Occupational  Medicine. 

The  AMA  established  the  Lead- 
ership Program  in  1988  with  a 
grant  from  pharmaceutical  man- 
ufacturer Burroughs  Wellcome  Co. 

(now' Glaxo  Wellcome  Inc.).  Hon- 
orees  from  across  the  U.S.  attended 
the  AMA  Resident  Physicians  Sec- 
tion Interim  Meeting  in  Decem- 
ber in  Washington,  D.C.  Dr.  Jones 
also  will  have  the  opportunity  to  p,  william  D.  Jones 
attend  the  ama  Annual  Meeting 
in  Chicago  in  June.  The  Leadership  Program  is  designed 
to  build  ties  between  organized  medicine  and  resident 
physicians  who  have  displayed  a commitment  to  com- 
munity service. 

For  nearly  two  years.  Dr.  Jones  has  served  as  a phy- 
sician at  a free  health  clinic  in  Oklahoma  City  which  is 
devoted  to  the  prevention,  diagnosis,  and  treatment  of 
HIV  and  its  complications.  HIV  testing  by  trained  vol- 
unteer counselors  is  available  seven  days  a week  at  no 
charge,  hiv/aids  treatment  clinics  are  conducted  once 
a week  on  Wednesday  evenings.  The  clinic  participates 
in  several  antiretroviral  drug  trials;  all  medical  staff  are 
volunteers.  Two  or  three  physicians  see  about  10  pa- 
tients during  each  weekly  treatment  clinic.  Over  two 
years  ago,  a local  physician  noticed  that  the  population 
at  greatest  risk  of  contracting  and  spreading  the  dis- 
ease remained  largely  untouched  by  public  and  private 
health  programs,  and  this  led  to  the  establishment  of 
the  clinic,  now  the  largest  hiv/aids  testing  and  treat- 
ment center  in  the  state.  The  testing  program  diagnoses 
more  Hiv  cases  than  any  other  clinic  in  the  state.  J 


w'ith  a forensic  laboratory,  sex  crimes  unit,  district  attorney’s 
office,  or  through  an  ob/gyn  rotation. 

Forensic  nurses  have  assisted  the  Tulsa  district  attorney  as 
expert  w itnesses  with  three  rape  convictions  since  January. 
Currently,  forensic  nurses  in  Oklahoma  City  are  seen  as  ev- 
identiary witnesses. 

Another  important  aspect  of  the  program  is  that  SART  staffers 
are  unpaid.  According  to  Williamson  and  Rooms,  their  average 
cost  for  each  examination  is  about  S300.  The  Oklahoma  Victims 
Compensation  Fund  pays  SI 75  per  case — leaving  a deficit. 

“We  have  had  some  help  from  OG&E  and  the  United  Way,” 
Williamson  said.  “We’re  looking  for  as  much  community 
assistance  as  possible.” 
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News  of  the  program’s  success  has 
reached  authorities  as  far  away  as  New 
York,  New  Mexico,  and  Indiana;  all  have 
requested  assistance  in  forming  their  own 
SART  program,  Williamson  said. 

“We  took  Oklahoma  County  from  be- 
ing way  behind  in  response  to  victims 
of  sexual  assault  to  a point  above  any- 
one else  in  Oklahoma  and  many  in  the 
United  States,”  Williamson  said.  “We 
want  to  bring  that  kind  of  recognition 
not  only  to  this  program  but  to  Univer- 
sity Hospital  as  well.” 

Rodgers,  Rooms,  and  Williamson  plan 
to  begin  SANE  training  in  Oklahoma  City 
this  June  and  there  are  several  expansion 
projects  on  the  horizon  for  the  program. 

Note:  April  is  Sexual  Assault  Aware- 
ness Month.  University  Hospital  Emer- 
gency Department  Physicians  and  Cen- 
tral Oklahoma  Clinical  Forensic  Con- 
sultants personnel  are  available  for  in- 
terviews and  more  information  about  sex- 
ual assault.  QP 


Free  post-bombing  services  continue  in  OKC 

Assessment  and  treatment  of  children,  their  families  and  other  adults  who 
continue  to  be  affected  by  the  Murrah  Building  bombing  is  available  at 
no  cost  through  the  Child  Study  Center,  an  affiliate  of  the  University  of  Okla- 
homa Department  of  Pediatrics  and  Children’s  Hospital  of  Oklahoma. 

The  center’s  “Strengthening  the  Heartland”  programs  are  designed  to  com- 
plement care  already  being  offered  through  Project  Heartland  and  are  de- 
signed for  bombing  victims,  those  who  lost  family  members  and  friends  in 
the  blast,  volunteers,  rescue  workers,  and  their  families. 

The  services  available  include  needs/risk  assessment  and  intervention  ser- 
vices in  both  individual  and  group  settings,  and  are  designed  to  go  beyond 
immediate  crisis  counseling  to  provide  long-term  healing. 

“Crisis  counseling  and  supportive  programs  are  important  to  positive  healing 
and  recovery,  but  these  services  alone  may  not  be  sufficient  to  regain  our 
strengths,”  said  Dr.  Robin  Gurwitch,  director  of  the  center’s  trauma  inter- 
vention programs  and  clinical  assistant  professor  of  pediatrics  at  the  OU 
Health  Sciences  Center  (OUHSC).  “People  have  very  individual  timetables 
on  how  they  respond  to  a tragedy  such  as  this,  and  our  services  help  parents 
answer  such  questions  as  ‘Is  my  child  doing  okay?’  Once  an  assessment  is 
completed,  specific  interventions  and  treatments  to  address  the  aftermath  of 
trauma  may  or  may  not  be  needed.  Strengthening  the  Heartland  programs 
are  designed  to  address  specific  issues  that  individuals  and  families  may 
still  have  as  they  continue  to  recover  from  this  tragedy.” 

Some  of  the  common  reactions  to  trauma  which  may  warrant  treatment 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


• Individual  Disability  Protection 

• Business  Overhead  Expense  Insurance 

• Group  Term  Life 

• Full  Time  Accident  Insurance 


In  Oklahoma  City 
P.O.Box  26967  73126 

Phone  (405)  524-781 1 
Fax  (405)  525-2909 


In  Tulsa 

2021  S.  Lewis  it  570 
Phone  (918)  743-9703 
Fax  (918)  743-9723 


• Hospital  Indemnity  Plan 

• Long  Term  Care 

• Workers  Compensation 


C.  L.  PRATES  AND  COMPANY 

INTERNATIONAL  INSURANCE  PACILITIBS 


Toll  Free  1-800-  522-9219 
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Services  continue  /conf/fiwej 

include  reliving  the  event  through  thoughts,  dreams,  or 
visual  memories;  mood  sw  ings  (irritability,  sadness,  an- 
ger, guilt);  sleep  difficulties  and  nightmares;  concen- 
tration and  memory  problems;  being  overly  watchful 
or  “on  guard,”  emotional  numbing;  physical  symptoms 
(e.g.,  nausea,  fatigue,  headaches,  stomach  and  cardiac 
problems);  increased  alcohol  and  drug  use  or  abuse; 
changes  in  communication;  changes  in  family  relations; 
and  in  children,  falling  grades  and/or  “acting  out”  be- 
havior in  school. 

“These  symptoms  can  last  for  more  than  a year  and 
vary  among  individuals  and  between  adults  and  chil- 
dren,” Gurwitch  noted.  “Symptoms  also  often  come  and 
go  over  time,  and  these  may  increase  with  the  first  an- 
niversary of  the  bombing.” 

Cost  of  the  Strengthening  the  Heartland  program  is 
supported  through  a grant  from  Children’s  Medical 
Research,  Inc.  Services  are  provided  by  trained  indi- 
viduals from  the  OUHSC  Department  of  Pediatrics,  the 
OUHSC  Department  of  Psychiatry  and  Behavioral  Sci- 
ences, and  other  professionals  in  the  Oklahoma  City 
community.  All  services  are  conducted  at  the  OU  Health 
Sciences  Center  campus  in  Oklahoma  City.  For  more 
information  about  Strengthening  the  Heartland,  call 
Project  Coordinator  Anne  Messenbaugh  at  (405)  271- 
6824,  ext.  110.  j- 


Health  Department 

Acellular  pertussis  vaccines  appear  safe 
I and  effective  in  NIAID-sponsored  trials 

In  two  large  clinical  trials  supported  by  the  National  Insti- 
tute of  Allergy  and  Infectious  Disease  (NIAID),  researchers 
' in  Italy  and  Sweden  have  shown  that  three  new  vaccines  are 
highly  effective  in  protecting  against  pertus- 
sis, and  much  less  reactogenic  than  the  cur- 
rently used  whole-cell  vaccines.  It  is  antic- 
ipated that  these  results  will  lead  to  licensure 
of  acellular  products  for  use  in  infants  in 
the  primary  series. 

The  new  vaccines  are  known  as  “acellu- 
lar” vaccines  because  they  contain  only  the  specific  parts  of 
the  pertussis  bacterium  thought  to  be  important  for  immuni- 
' ty,  in  contrast  to  “whole-cell”  vaccines  that  employ  whole, 
killed  pertussis  organisms. 

In  the  two  randomized,  double-blind  trials  that  coincided 
! with  severe  pertussis  epidemics  in  both  countries,  three  acel- 
lular vaccines  demonstrated  efficacy  rates  of  84%,  84%,  and 
85%  in  protecting  vaccinated  children  against  pertussis.  The 
vaccines  also  caused  significantly  fewer  side  effects  than  did 
a whole-cell  vaccine  currently  used  in  the  United  States.  A 

(continued) 


1995 

Robert  M.  Wienecke,  MD January  3 

Mason  Russell  Lyons,  MD January  6 

Wallace  Byrd,  MD January  25 

Herbert  Victor  Lewis  Sapper,  MD January  26 

Addison  Bowling  Smith,  MD January  31 

Clifford  Jennings  Blair,  MD February  10 

John  Richard  Danstrom,  MD March  5 

Elmer  William  Taylor,  MD March  5 

Othal  Blair  Cunnyngham,  MD March  14 

George  S.  Bozalis,  MD March  21 

William  Gerald  Rogers,  MD March  21 

Charles  Wesley  Letcher,  MD March  26 

John  Frederick  Bolene,  MD March  27 

John  B.  Miles,  MD March  31 

Elvus  Jene  Allgood,  MD May  6 

Wiley  T.  McCollum,  MD May  13 

Gerald  Leon  Honick,  MD May  24 

William  G.  Husband  Jr.,  MD May  25 

Henry  Washington  Harris,  MD June  2 

Joan  Kazanjian  Leavitt,  MD June  13 

Lucien  Michael  Pascucci,  MD July  2 

Glen  M.  Floyd  MD July  8 

Marvin  Homer  Hird,  MD July  18 

Yale  Eugene  Parkhurst,  MD July  27 

Joe  Leslie  Duer,  MD August  25 

William  Earl  Van  Pelt,  MD August  26 

William  Martin  Benzing,  Jr.,  MD September  2 

Thomas  Lee  Moffeit,  MD September  19 

Avery  Bruce  Wight.  MD September  2 1 

George  Burley  Gathers,  Jr.,  MD October  2 

Malcolm  Millison,  MD October  8 

Ralph  William  Murphy,  MD October  13 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel,  MD October  3 1 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody,  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard,  MD December  24 

1996 

Gerald  LeRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 

Ted  Samuel  Edward  Lewis,  MD January  3 1 

Elbert  Henderson  Shuller,  MD January  26 

Earl  I.  Mulmed,  MD February  2 

Theodore  Sherman  Williams,  MD February  22 
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UCLA  €onsensus  €onforen€e  issues  allergy 
ireafmenf  guidelines  for  sneezin'  season 


When  it  comes  to  allergy  sufferers, 
all  people  are  not  the  same.  Chil- 
dren, the  elderly,  athletes,  and  pregnant 
women  have  been  identified  as  groups 
requiring  different  management  and  care, 
according  to  newly  released  treatment 
guidelines  for  allergic  rhinitis,  developed 
at  a consensus  conference  convened  by 
the  Office  of  Continuing  Medical  Edu- 
cation, UCLA  School  of  Medicine. 

The  guidelines,  which  provide  phy- 
sicians with  recommended  therapies  for 
treating  these  groups,  indicate  that  ge- 
netic and  environmental  factors  may 
provoke  or  worsen  the  symptoms  of  al- 
lergic rhinitis  in  each  group.  For  instance. 


if  one  parent  has  allergies,  there  is  a 50% 
chance  the  child  will  have  allergies. 
Allergies  may  also  be  more  common  in 
children  who  were  formula-fed,  had  a low 
birth  weight,  or  were  exposed  to  dogs, 
cats,  and/or  tobacco  smoke  early  in  life. 
In  addition,  infants  exposed  to  high  levels 
of  house  dust  mites  during  their  first  year 
of  life  have  been  shown  to  have  a five- 
fold increased  incidence  of  asthma. 

In  athletes,  physical  exercise  initial- 
ly is  associated  with  opening  of  the  na- 
sal passages.  In  some,  a rebound  con- 
gestion of  a longer  duration  can  occur 
which  can  impair  performance.  In  wom- 
en, allergic  rhinitis  symptoms  may  wors- 


en during  pregnancy.  While  fewer  fac- 
tors provoke  rhinitis  in  the  elderly,  treat- 
ment needs  to  be  more  tailored  due  to 
slower  metabolism  and  the  potential  for 
side  effects.  Also,  this  population  is  more 
likely  to  be  taking  multiple  medications, 
including  over-the-counter  medications, 
and  therefore  runs  a greater  risk  of  drug 
interactions  than  most  other  patients. 

“Because  each  of  these  groups  has 
very  special  needs,  their  management  and 
treatment  needs  to  be  individualized,”  said 
Sheldon  Spector,  MD,  clinical  profes- 
sor of  medicine,  UCLA  School  of  Med- 
icine. “In  young  children,  for  example, 
medication  dosage  should  be  prescribed 
according  to  their  size.” 

The  guidelines  indicate  that  for  many 
patients,  topical  nasal  steroids  and  anti- 
histamines provide  effective  treatment. 
Based  on  studies  showing  that  sedating 
antihistamines  can  cause  drowsiness  and 
have  a negative  impact  on  thought  and 
function,  the  guidelines  suggest  the  use 
of  nonsedating  agents  which  cause  no 
more  impairment  than  placebos.  Some 
patients  require  a combination  of  agents 
to  control  their  symptoms. 

6 4/^  ur  hope  is  that  the  treatment 
guidelines  will  help  reduce  the 
long-term  health  complications  and  costs  ' 
often  associated  with  allergies,  includ- 
ing associated  chronic  respiratory  dis- 
orders such  as  asthma,  sinusitis,  and  res- 
piratory infections,”  said  Spector. 

To  identify  individual  patient  needs,  | 
the  guidelines  include  a Patient  Evalua- 
tion Form.  This  interactive  tool  asks 
patients  to  track  their  symptoms,  cata- 
logue their  family  history  of  allergies, 
and  describe  the  effects  of  allergies  on 
daily  life. 

A free  brochure  will  be  made  avail- 
able to  consumers  through  their  physi- 
cians’ offices. 

The  guidelines  were  developed  at  a 
consensus  conference  convened  by  the 
Office  of  Continuing  Medical  F.ducation, 
UCLA  School  of  Medicine,  and  support- 
ed by  an  unrestricted  educational  grant 
from  Schering-Plough  Corporation. 

The  UCLA  Public  Information  Of- 
fice is  located  at  James  West  Center,  Box 
95 1431,  Los  Angeles,  C A 90095- 1431, 

3 1 0-825-2585,  fax  3 1 0-206-3455. 
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Acellular  pertussis  vaccines  (€0ntinuod) 

fourth  acellular  vaccine  also  had  fewer  side  effects  than  the  whole-cell  vac- 
cine, but  was  less  effective  (58%).  An  unexpected  finding  in  both  studies 
was  that  the  whole-cell  vaccine,  widely  used  in  the  U.S.,  was  less  protective 
than  the  acellular  vaccines,  with  efficacy  rates  of  only  36%  in  U.S.  infants, 
and  48%  in  Italian  and  Swedish  infants.  The  epidemic  conditions  in  Sweden 
and  Italy  differed  markedly  from  those  normally  found  in  the  U.S.  Pertussis 
is  less  common  in  the  U.S.  than  in  Italy  and  Sweden,  where  pertussis  vac- 
cines are  not  as  widely  used.  Based  on  national  surveillance  and  immuniza- 
tion coverage  data  during  the  period  1 992-94,  the  effectiveness  of  three  dos- 
es of  whole-cell  vaccines  among  U.S.  children  aged  7 months  to  18  months 
remained  high.  Therefore,  until  the  new  vaccines  are  available  for  use  with 
infants,  it  is  critical  that  all  infants  be  immunized  with  the  currently  licensed 
vaccines  for  the  first  three  doses  of  the  four-dose  primary  series. 

Since  1976,  the  year  with  the  lowest  number  of  U.S.  pertussis  cases  ever 
reported  (1,010),  there  has  been  an  upward  trend  in  reported  pertussis  inci- 
dence. Noting  the  difficulty  in  diagnosing  pertussis  and  confirming  pertus- 
sis by  laboratory  test,  the  Centers  for  Disease  Control  and  Prevention  esti- 
mate that  this  number  represents  only  about  10%  of  the  actual  number  of 
cases  in  the  U.S.  Oklahoma  reported  122  cases  in  1993,  23  cases  in  1994, 
and  37  cases  in  1995. 

A significant  proportion  of  pertussis  infections  occur  in  adolescents  and 
adults  whose  levels  of  protective  antibodies  have  declined.  These  adoles- 
cents and  adults  may,  in  turn,  infect  infants.  Acellular  vaccines  with  fewer 
side  effects  may  facilitate  booster  immunization  of  adults  in  the  future,  thereby 
reducing  the  burden  of  pertussis  in  adults  as  well  as  infants.  NlAll)  studies  of 
acellular  vaccines  in  adults  are  underway  in  the  U.S. 

The  high  efficacy  and  strong  safety  profile  of  these  new  vaccines  will 
encourage  more  parents  worldwide  to  have  their  children  immunized  against 
pertussis.  It  is  not  known  at  this  time  when  licensure  for  the  acellular  pertus- 
sis vaccines  will  occur,  but  it  is  expected  to  be  licensed  relatively  soon  for 
infants  and  older  children.  In  the  meantime,  with  pertussis  remaining  a dan- 
ger in  our  state,  continued  use  of  the  current  pertussis  vaccine  for  Oklahoma 
infants  is  vital.  J' 
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Like  taxes,  directory  corrections  a fact  of  life 

The  best  laid  plans  of  mice,  men,  and  publishers  cannot  produce  an  error-free 
directory,  and  the  1996  OSMA  Directory  oj  Physicians  is  no  exception.  Per- 
haps the  blame  lies  with  the  pessimistic  editor  who,  tempting  fate,  opted  to  include 
a Directory  Correction  form  on  page  167. 

In  any  case,  the  following  corrections  arc  those  which,  to  date,  have  been  brought 
to  our  attention.  Should  more  be  received  by  OSMA  Membership  Coordinator 
Judy  Lake,  they  too  will  appear  on  the  pages  of  this  publication. 


On  page  163,  at  the  bottom  ot  the  tirst  column;  Dr.  Roland  Walters'  current  term  of  office  expires  4/98,  rro/ 4/96 


FRAYSER,  J SCOTT 

Internal  Med 

'90-0ral  Roberts  U Sch  of  Med 
1245  S Utica 
Tulsa,  OK  74104 

Ph  918-560-3818  Fax  918-560-5760 

FULLER,  GUY  W 

Obstetrics  & Gynecology 

'55-U  of  Okla  Coll  of  Med 

5801  Broadway  Extension  #400 

Okla  City,  OK  73118-7489 

Ph  405-840-2891  x231  Fax  405-840-1343 

GRILLO,  JOSEPH 

Orthopedic  Surg 

'77-Fac  de  Med,  U de  Guadalajara 
Medical  Plaza,  204  Wall  St 
Poteau,  OK  74953 
Ph  918-647-8635  Fax 

KLOTZ,  CHRISTOPHER 

Family  Prac 

'92-U  of  Okla  Coll  of  Med 
7600  S.  Lewis  Ave 
Tulsa,  OK  74136-6836 

Ph  91 8-493-7800  Fax  91 8-493-7888 


LANDSTROM, DONALD  L 

Neurology 

'66-U  of  III  Coll  ot  Med 

4205  McAuley  Blvd  #410 

Okla  City,  OK  73120-8347 

Ph  405-755-4440  Fax  405-755-4460 

LENZ,  ANTHONY 

General  Prac 

'70-U  of  Okla  Coll  of  Med 
PO  Box  358 
Konawa,  OK  74849 

Ph  405-925-3286  Fax  405-925-2362 

MIRANDA,  AMALIA 

Ophthalmology 

'78-Fac  de  Med  de  la  U de  Sevilla 
Ste  1010, 3435  NW  56th 
Okla  City,  OK  73112 

Ph  405-945-4747  Fax  405-945-4748 

MORGAN,  WILLIAM  G III 

Orthopedics 

'71 -Vanderbilt  U Sch  of  Med 
3301  NW  50th 
Okla  City.  OK  73112 

Ph  405-947-091 1 Fax  405-942-5043 


O’KEEFFE,  J BRENDAN 

Family  Prac 

'72-Natl  U of  Ireland  Fac  of  Med  at  Dublin 
2249  Boren  Blvd 
Seminole,  OK  74868 

Ph  405-382-3650  Fax  405-382-6028 

ROBINSON,  MARTHA  M 

Dermatology 

'85-Johns  Hopkins  U Sch  ol  Med 
1245  S Utica 
Tulsa  OK  74104 

Ph  918-560-3820  Fax  91 8-560-5761 

SCHLINKE,  SHAWN  C 

Internal  Med 

■90-U  ol  Okla  Coll  of  Med 
3433  NW  56th  #870 
Okla  City,  OK  731 12 

Ph  405-945-4520  Fax  405-945-451 7 

SCHWARTZ,  MICHAEL  J 

Sports  Med,  Occupational  Med 
'75-U  of  Okla  Coll  ol  Med 
800  24th  Ave  NW 
Norman  OK  73069 

Ph  405-360-6868  Fax  405-321  -7398 

SHANE,  JOHN  M 

Reproductive  Endocrinology 
'67-U  of  Okla  Coll  of  Med 
1705  E 19th  St  #703 
Tulsa,  OK  74104-5418 

Ph  91 8-748-7565  Fax  91 8-748-7599 

SIENKO,  ANNA  E 

Anatomic  Path 

'88-Univ  Krakow  (Poland  Acad  of  Med) 

Rm  451, 940  Stanton  L Young 
Okla  City.  OK  73104 

Ph  405-271  -2422  Fax  405-271  -6331 


Deaths 


Theodore  Sherman  ¥niliams,  MD 
1911  - 1996 

Life  Member  Theodore  S.  Williams,  MD,  died  Feb- 
ruary 22, 1 996,  in  Tulsa.  A retired  general  practitio- 
ner and  surgeon.  Dr.  Williams  was  bom  in  Zena,  Okla- 
homa, and  earned  his  medical  degree  at  the  University 
of  Oklahoma  College  of  Medicine  in  1938.  He  com- 
pleted a residency  in  orthopedic  and  traumatic  sur- 
gery in  Tulsa  before  establishing  his  practice  there. 
Dr.  Williams  was  a co-founder  of  Doctors’  Hospital 
in  1 966  and  served  as  chief  of  staff  through  the  sev- 
enties. He  retired  in  1979.  u 


Classifieds 


Physicians  Wanted 


Tahlequah,  OK:  Emergency  medicine  practice  opportunity  located  70  miles 
east  of  Tulsa.  60-bed  facility.  36,000  annual  ED  volume.  12  hour  shifts. 
No  on-call,  flexible  schedules  and  professional  liability  insurance  procure- 
ment program.  $150,000  armual  remuneration.  For  further  information 
please  contact  Doreen  Waxon,  Coastal  Physician  Services  of  the  West,  Inc. 
at  1-800-745-5402  or  mail  CV  to  3010  LBJ  Freeway,  Suite  1300,  Dallas, 
TX  75234  or  fax  to  214-241-4917. 


For  Lease 


For  lease  in  Tulsa  3,000  square  feet  (two  offices)  available.  Third  office 
occupied  by  Plastic  Surgeon.  Located  near  Saint  Francis  Hospital.  Ample 
parking.  (918)492-3964. 


Support  the  advertisers  who  help  support  your  Journal! 
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Oi^anized  Medical  Staff  Section 

Twenty  Seventh  Assembly  Meeting 
June  20-June  24, 1996 
Chicago  Marriott  Hotel 
Chicago,  IL 

With  a stronger  voice,  comes  greater  action 

Send  a medical  staff  representative  to  the  1996  Annual  American  Medical 
Association  Organized  Medical  Staff  Section  (AMA-OMSS)  Assembly  Meeting, 

June  20-24  in  Chicago  and  have  your  voice  heard.  This  meeting  serves  as  a forum 
for  discussing  issues  and  crafting  policies  that  impact  our  nation’s  health  care  as 
well  as  physician  practice.  Whether  they  be  individual  or  collective  interests 
centering  on  managed  care,  quality  improvement,  antitrust,  medical  ethics,  due 
process,  or  peer  review  the  OMSS  wants  your  views  and  participation  in  helping  to 
shape  the  future  of  medicine.  The  meeting  also  offers  opportunities  to  network 
with  colleagues  and  learn  about  new  products  and  services  from  exhibitors. 

Highlights  of  the  June  meeting  include  an  information  exchange,  which  builds  on 
the  December  1995,  program  theme,  “Creating  the  Future  and  Getting  There 
First.”  Physicians  will: 

• Gain  insight  into  the  “ nuts  and  bolts”  of  establishing  a viable,  autonomous 
organization,  and 

• Explore  various  ways  physicians  can  band  together  to  become  market  leaders. 

In  addition,  an  education  program,  “Keys  to  Influencing  Physician  Performance 
and  Developing  Successful  Clinical  Pathways,”  will  help  physicians: 

• Master  outcomes  measurement  and  management, 

• Differentiate  between  outcomes  measurements  and  clinical  pathways,  and 

• Understand  the  success  factors  for  developing  clinical  pathways. 

Plan  now  to  attend  this  stimulating  and  informative  meeting.  The  Thursday 
evening  Information  Exchange  and  OMSS  Educational  Program  on  Friday 
afternoon  are  sure  to  provide  information  useful  to  your  organized  medical  staff. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for 
physicians.” 

“The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award." 

For  more  information,  please  call  800  AMA-3211  and  ask  for  the  AMA’s 
Department  of  Organized  Medical  Staff  Services. 


T 
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Representation, 
Education  and 
Networking 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Department  of  Orthopedics 
‘Stephen  Tkach,  M.D.,  F.A.C.S. 
‘Joseph  F.  Messenbaugh,  III,  M.D.,  F.A.C.S. 
‘J.  Patrick  Evans,  M.D.,  F.A.C.S. 
‘Edwin  E.  Rice,  M.D.,  F.A.C.S. 
‘Warren  G.  Low,  M.D.,  F.A.C.S. 
‘Thomas  C.  Howard,  M.D.,  F.A.C.S. 

‘David  L.  Holden,  M.D.,  F.A.C.S. 
‘Brock  E.  Schnebel,  M.D.,  F.A.C.S. 
‘Thomas  P.  Janssen,  M.D. 

‘Thomas  K.  Tkach,  M.D. 

Department  of  Arthritis 
John  A.  Blaschke,  M.D. 

‘Mary  L.  Duffy  Honick,  M.D. 

‘Jon  W.  Blaschke,  M.D. 

‘Larry  G.  Willis,  M.D.,  F.A.C.R. 

‘R.  Eugene  Arthur,  M.D.,  F.A.C.R. 
‘Robert  F.  Hynd,  M.D.,  F.A.C.R. 
‘Robert  L.  McArthur,  M.D.,  F.A.C.R. 
‘Mark  A.  Hulsey,  M.D.,  F.A  C R. 

Department  of  Occupational  Health 

Richard  J.  Hess,  M.D.,  F.A.C.P. 
552-9447  or  FAX  552-9391 

‘Specialty  Board  Diplomates 


McBride  Clinic,  Inc. 

Orthopedic  & Arthritis  Center 


Specializing  in  the  back  and  neck;  fractures  and  fracture 
complications;  shoulder  and  knee  disorders;  hip  disease; 
foot  problems;  sports  medicine;  occupational  medicine;  up- 
per extremity  surgery;  total  joint  replacement;  arthroscopic 
surgery;  and  pediatric  orthopedics. 

Rheumatologists  treat  disorders  of  the  joints,  muscles  and 
bones  in  children  and  adults.  Arthritis  education  and  pain 
control  are  major  areas  of  emphasis. 

The  McBride  Clinic  Bone  Bank  is  one  of  42  accredited  in 
the  U.S.,and  the  only  hospital-based  bone  bank  in  Oklahoma. 
McBride  Clinic  physicians  comprise  the  majority  of  the  medi- 
cal staff  of  Bone  & Joint  Hospital. 

Bone  & Joint  Hospital 
One  of  U.S.  News  & World  Report’s 
“America’s  Best  Hospitals’’ 


1111  N.  Dewey 
232-0341 

Appointments  552-9270 


Norman 

900  N.  Porter,  Suite  1400 
360-9390 


St.  Anthony  Professional  Bldg. 
608  N.W.  9th  St.,  Suite  2000 

272-7249 


Northwest 

3435  N.W.  56th,  Suite  208 

945-4248 


/ 


\ 


OklaKoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 

Kenneth  A.  Hieke,  M.D. 

Robert  S.  Unsell,  M.D. 

(405)  945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 


/ 
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ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 


1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 


ORTHOPAEDIC  SURGERY 


SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 
SPORTS  MEDICINE 


HOUSHANG  SERADGE,  MD,  FICS** 
MEHDI  N.  ADHAM,  MD,  FACS* 
WINFRED  PARKER,  PA 


**Diplomate:  American  Board  of  Orthopaedic  Surgery,  * Board  certified  Plastic  Surgery 

Certified;  OrthopaedicSurgery,  Hand  Surgery  Member:  American  Society  Of 

Fellow;  AAOS,  ASSH,  AAHS  Plastic  & Reconstructive  Surgeons 


Em  Shawnee  Medical  Center  Clinic, 

B 2801  N.  Saratoga  / Post  Office  Box  849 
Shawnee,  Oklahoma,  74801 
Phone:  (405)  273-5801  • FAX:  (405)  273-2632 


Allergy 

Wallace  R.  Pratt,  m.d.,  ph.d. 

Aviation  Medicine 
D.A.  Mace,  m.d. 

Dermatology 
Basheer  a.  Badiei,  m.d. 

General  Surgery 
Frank  Howard,  m.d. 

Glen  R.  Hanson,  m.d. 

Industrial  Medicine 
A.H.  Shi,  m.d. 

Infectious  Disease 
William  A.  Chapman,  m.d. 


Neonatology 
R.K.  Mohan,  m.d. 


Internal  Medicine 
Stephen  L.  Banks,  m.d. 
Michael  W.  Butcher,  m.d. 
Merle  L.  Davis,  m.d. 
Larry  D.  Fetzer,  m.d. 
Eldon  V.  Gibson,  m.d. 
David  Holland,  Jr.,  m.d. 
Jerry  Brad  Jarrell,  m.d 
D.A.  Mace,  m.d. 

S.P.  Shetty,  m.d. 

A.H.  Shi,  m.d 

Obstetrics.  Gynecology 
Cynthia  A.  Alsup,  m.d. 
Richard  E.  Jones,  m.d. 
Stephen  E.  Trotter,  m.d. 

Ophthalmology 
David  K.  Linn,  m.d.,  ph.d. 

Optometry 

W.  Clay  McLaughlin,  o.d. 


Orthopedic  Surgery 
T.A.  Balan,  m.d.,  f.a.a.o.s. 

R. M.  Kamath,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

S. M.  Waingankar,  m.d.,  m.s. 
(Orth.)  f.a.a.o.s. 

Otorhinolaryngology 
Shrikantt  Rishi,  m.d.,  m.s.,  f.a.c.s. 

Pediatrics 

William  A.  Chapman,  m.d. 
Debra  Katcher,  m.d. 

R.  K.  Mohan,  m.d. 

Kanwal  Obhrai,  M.d. 

Urology 

D.  Glen  Coles,  m.d. 

Pathology  Consultant 

S. N.  Levi  Jones,  m.d. 


Radiology  Consultants 
William  Phillips,  m.d. 
Robert  G.  Wilson,  m.d. 
Cranfill  K.  Wisdom,  m.d. 

Ancillary 
SMCC  Radiology 
SMCC  Laboratory 
SMCC  Physical  Therapy 
SMCC  Ultrasound 

Administrator 
Lee  Michael  Hilka 

Shawnee  AM+PM  Clinic 
1501  Airport  Dr. 

(405)  275-4931 

Chandler  Medical  Center 
414  Manvel  Avenue 
(405)  258-0650 


SOUTHERN  PLAINS  MEDICAL  CENTER  P.C. 

JU 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

A ACCREDITED  — 

ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

FAMILY  PRACTICE 

OBSTETRICS  AND 

ANESTHESIOLOGY 

RADIOLOGY 

NEUROSURGERY 

222-9550 

GYNECOLOGY 

222-9520 

224-8111 

(Part-time) 

J.W  McOoniel,  M D 

222-9550 

Gideon  Lau.  M D 

T.J  Williams,  M D 

222-9520 

JO.  Wood.  Jr.MD 

Alan  J Weedn,  M D 

M M Vaidya,  M D 

R E Woosley.  M D 

Ernest  W Archer.  M D 

Kenneth  Priest,  M D 

SPEECH  PATHOLOGY 

Stepen  Cagle.  M D 

INTERNAL  MEDICINE 

222-9540 

222-9510 

GYNECOLOGY 

QUICKCARE  AND 

Collette  Ellis,  M Ed  , C C.C. 

ONCOLOGY  (Part-time) 

D L Slehr,  M D 

222-9550 

OCCUPATIONAL  MEDICINE 

Debrah  A Morris,  M S..  C.C.C. 

222-9560 

Don  R Hess,  M D 

Nancy  W Dever.  M D 

222-9560 

Kaysi  Edmonds,  M Ed  . C F Y. 

R G.  Ganick.  M D 

R L Jenkins.  M D 

C R Gibson,  M D 

L M Bowen,  M D 

R C.  Talley.  M O 

THORACIC  & VASCULAR 

D F Haslam,  M D 

DERMATOLOGY 

Thomas  W Essex.  D O 

SURGERY 

222-9530 

ANCILLARY  SERVICES 

H Stan  Wood.  D O 

222-9560 

UROLOGY 

Linda  A Reinhardt.  M D 

224-8111 

Ralph  Kauley.  P A 

Jim  G Melton.  D O 

222-9520 

• Ambulatory  Surgery 

Joseph  M McClintocK.  M D 

ALLERGY 

• Laboratory 

CARDIOLOGY 

GENERAL  & VASCULAR 

222-9570 

• Radiology 

222-9510 

SURGERY 

ORTHOPEDIC  SURGERY 

R E.  Herndon.  M D 

Ultrasound 

Joe  T Bledsoe.  M D 

222-9560 

222-9520 

Mammography 

Linda  M Johnson.  M D 

J E Winslow,  Jr , M D 

PHYSICAL  MEDICINE 

Magnetic  Resonance 

GASTROENTEROLOGY 

Virginia  L Harr.  M D 

Robert  C.  Lesher,  M D 

& REHABILITATION 

Imaging  (MRI) 

222-9510 

John  T Gregg.  M D 

222-9520 

• EKG/Stress  Testing 

C K Su,  M D 

Jim  G Melton.  D O 

OTORHINOLARYNGOLOGY 

K M Vaidya.  M D 

• Physical  Therapy 

John  Hurd.  P.A.-C 

Gregg  S Govett.  M D 

• Chemotherapy 

PEDIATRICS 

PSYCHOLOGY/COUNSELOR 

222-9500 

OPHTHALMOLOGY 

PSYCHIATRY 

222-9540 

ADMINISTRATION 

E Ron  Orr.  M D 

222-9530 

222-9560 

J M Ross,  Ph  D 

224-8111 

J.E.  Freed,  M,D 

John  R.  Gearhart.  M D 

Boyd  K Lester 

Jane  Ross.  M Ed.,  L P C. 

Daniel  N Vaughan 

Pilar  Escobar.  M D 

David  L.  Ward 

Fernando  A.  Fernandez.  M D 

Pamela  J Nix 

W(U  EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 

AMBULATORY  SURGERY  (SAME  DAY  IN  — 

OUT  SURGERY) 

MAIN  CLINIC- 

- 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 

If  No  Answer  Call  224-2300 

Call  Toll  Free  For  An  Appointment  1 -.800-522-3966 

Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

^ 4>  Founded  1925  ^ ^ ^ 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

CENTRAL  OFFICE 

Robert  S.  Ellis,  MDf 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDt° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  f* 

(405)  235-0040 

Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDf° 

MERCY  OFFICE 

Patricia  1.  Overhulser,  MDf° 

The  Plaza  Physicians  Building 

Dean  A.  Atkinson,  MD+* 

4140  W.  Memorial  Road,  Suite  115 

Oklahoma  City,  Oklahoma 

Senior  Consultant: 

(405)  235-0040 

George  L.  Winn,  MDt 

SOUTH  OFFICE 
Southwest  Medical  Tower 
1044  S.W.  44th  St.,  Suite  210 

Oklahoma  City,  Oklahoma 

t Diplomate  American  Board  of  Allergy  and  Immunology 

(405)  235-0040 

• Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Executive  Director: 

Norman,  Oklahoma 

G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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PROFESSIONAL  DIRECTORY 


ALLERGY 


JAMES  A.  MURRAY,  MD,  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A,  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


Deaconess  Medical  Offices 

NORTHWEST  ALLERGY  CLINIC,  INC. 

John  L.  Davis,  M.D. 

5701  N Portland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


ENDOCRINOLOGY 


Modhi  Gude,  MD,  MRCP(UK),  FACP,  FACE 
Diplomats,  American  Boards  of  Internal  Medicine  and 
Endocrinology.  Diabetes  and  Metabolism 
South  Office:  1552  S.W.  44th,  OKC,  OK  73119;  Phone  405-681-1100 
North  Office:  6001  N.W.  120lh  Ct  #6.  OKC.  OK  73163;  Phone  405-728-7329 
Practice  limited  to  ENDOCRINOLOGY.  DIABETES.  THYROID 
Special  Procedures:  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


GYNECOLOGIC  ONCOLOGY 


Gynecologic  Oncology  & Pelvic  Surgery 

JEFFREY  J.  SMITH.  MD.  FACOG,  FACS 

Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC,  INC. 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


71 1 Stanton  L.  Young  Blvd.  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


Robert  S.  Ellis.  MD  t' 

Lyle  W.  Burroughs,  MDt“ 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf 
John  R.  Bozalis,  MDf 


Warren  V.  Filley,  MDf 
James  R.  Claflin,  MDt° 
Patricia  I.  Overhulser,  MDt° 
Dean  A.  Atkinson,  MDf 


Senior  Counsultant:  George  L,  Winn,  MDt 


tDiplomate  American  Board  of  Allergy  and  Immunology 
•Diplomafe  American  Board  of  Internal  Medicine 
°Diplomate  American  Board  of  Pediatrics 


Southwest 

Central  Office:  Medical  Tower 

750  NE  1 3th  St.  1 044  SW  44th  St. 

Okla  City,  OK  73104  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 

Physicians  Building  Norman  Office: 

4140  W Memorial  Road  950  N Porter 
Suite  115  Suite  101 

405-235-0040  405-235-0040 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

MD 
MD 
MD 
MD 
MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty,  Stents,  and  Antherectomy 
Diagnostic  Stress  Testing  — Treadmill.  Echo,  and  Nuclear  Imaging 
Electrophysiology,  Pacemaker,  AlCD  Diagnostic  Vascular  Lab 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla.  City,  Okla.  731 12  • 947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W.  Memorial  Rd  . Suite  613,  Okla.  City,  Okla.  73120*945-3155 


Galen  P.  Robbins,  MD 
William  S.  Myers,  MD 
William  J.  Fors,  MD 
Charles  F.  Bethea,  MD 
Fred  E.  Lybrand,  MD 


Mel  Clark,  MD 
Jerome  L.  Anderson,  MD 
Santosh  T.  Prabhu,  MD' 


Richard  T.  Lane, 
Gary  Worcester, 
Jerry  L.  Rhodes, 
Steven  J.  Reiter, 
Matt  Wong, 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE.  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OPHTHALMOLOGY 


JAMES  B.  MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1 th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


S.  Fulton  Tompkins,  M.D. 

John  F.  Tompkins,  M.D. 

Charles  E.  Bryant,  M.D. 

Baptist  Medical  Plaza  - Building  A 3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112  (405)  945-4242 

Diplomates  American  Board  of  Orthopaedic  Surgery 


HOUSEHANG  SERADGE,  MD,  FICS 
Diplomafe  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


SKIN  & SKIN  CANCER  CENTER.  INC. 

M Denise  Wiley,  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56,  Oklahoma  City  (405)  946-5678 


Professional  directory  listings  are 
available  to  OSMA  members.  They 
are  sold  in  vertical  increments  of 
one-half  inch  at  the  rate  of  S60  per 
half  inch  per  year. 
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OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


SURGERY,  CARDIOVASCULAR  & THORACIC 


OKIahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  . MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  - American  Board  of  Otolaryngology 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


PEDIATRIC  SURGERY 


JAMES  E.  CHEATHAM,  JR  , M D.,  F A C S. 

3435  NW  56th,  4900 
OKLAHOMA  CITY.  OK  73112 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHA2I  M RAYAN,  M D 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  of  Cerfified  Hand  Surgeiy 
Orthopaedics.  Upper  Extremity.  Hand  & Microsurgery 
3366  NW  EXPWY.  Suite  700  Oklahoma  City,  OK  73112  (405)  945-4888 


WM  P TUNELL.  MD"  DAVID  W.  TUGGLE.  MD‘ 

P CAMERON  MANTOR.  MD 


940  NE  13th  Street.  Oklahoma  City.  Oklahoma  73104 
Office:  405-271-4536  After  hours:  405-523-6739  (then  enter  your  phone  no  ) 

'American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Prolessional  Bldg  232-5453 

1110  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES.  MD 

Diplomate  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultant  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
Sleep  Medicine 

3330  N.W.  56th  Street.  Suite  212  (405)  947-3345 

Oklahoma  City.  Oklahoma  73112 


RADIOLOGY 


HOUSHANG  SERADGE.  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


UROLOGY 

A de  QUEVEDO,  MD,  Inc. 

Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N Shartel 

Oklahoma  City.  Oklahoma  73103 

232-1333 

Professional  directory  listings  are  available  to  OSMA 
members.  They  are  sold  in  vertical  increments  of  one- 
half  inch  at  the  rate  of  $60  per  half  inch  per  year. 


George  N.  Barry,  Jr.,  MD  Rose  C.  Gideon,  MD 

Justine  C.  Dautenhahn.  MD  Robert  A.  STreight,  MD 

Richard  G.  Falk,  MD  Eric  A.  Wollman.  MD 

NORMAN  RADIOLOGY  SERVICES 
Mammography  - Radiography  - Fluoroscopy  - Ultrasound 
Doctor's  Park.  500  E.  Robinson  #400,  Norman  73071 
405-321-8125  FAX  405-321-8514 
Norman  Medical  Plaza.  1125  N.  Porter  #100.  Norman  73071 
405-364-1071  FAX  405-329-9771 
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KEEPING 

RURAL 

HEALTHY: 


A COMMUNITY  CHALLENGE 

19th  Annual  National  Conference 
National  Rural  Health  Association 
May  15-18, 1996 
Minneapolis,  Minnesota 


Pass  the 
Torch. 

Keep  your  principles  and  standards  alive. 
Sponsor  a student  membership  in  the  American 
Medical  Association  and  your  state  and  county 
medical  societies.  Just  call  your  state  or  county 
society  for  more  information.  Do  it  today. 

Together,  we  are  the  profession. 

American  Medical  Association 

f'hysicians  dedicated  to  the  health  of  America 


OFFICERS  OF  THE 
OKLAHOMA  STATE  MEDICAL 
ASSOCIATION 


lorry  L Long,  MD,  President 

David  L.  Horper,  MD,  President-Elect 

Dovid  M.  Selby,  MD.  Vice-President 

Coro!  Blockwell  Imes,  MD.  Secretory-Treosurer 

Mary  Anne  McCoffree,  MD,  Speaker, 

House  of  Delegates 
Boyd  O.  Whitlock,  MD,  Vice-Speaker, 

House  of  Delegates 

Chester  I,  Bynum.  MD,  Choir,  Board  of  Trustees 
Robert].  Weedn,  MD,  Vice-Choir.  Board  of  Trustees 


Instructions  for  Authors 


Contributions 

Articles  submitted  for  publieation  become  the  sole  property  of  the 
Journal  and  must  not  have  been  published  elsewhere.  The  Edito- 
rial Board  reserves  the  right  to  edit  any  material  submitted.  Manu- 
scripts must  be  typewritten  or  printed  in  a standard  typeface,  dou- 
ble-spaced, and  submitted  in  quadruplicate  (original  and  three 
copies).  Pale  or  dirty  copy,  dot  matrix  fonts,  or  any  use  of  all  cap- 
ital letters  is  not  acceptable.  In  addition,  authors  are  requested 
to  submit  their  manuscripts  on  computer  disk,  preferably  in 
WordPerfect  (any  PC  version)  or  ascii/ansi/DOS  text.  Disk  should 
be  clearly  labeled  with  the  manuscript’s  title,  author,  and  format. 
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The  Last  Word 


■ The  Oklahoma  County  Medical  Society’s  1996  offi- 
cers have  officially  assumed  their  posts.  President  John  R. 
Bozalis,  MD,  an  allergist,  succeeds  Dr.  Michael  L.  Winzen- 
read.  He  will  team  with  President-Elect  J.  Christopher  Carey, 
MD,  surgeon;  Vice-President  Robert  L.  Wilson,  MD,  inter- 
nist; and  Secretary-Treasurer  Rebecca  Goen  Tisdal,  MD, 
radiologist.  Their  inaugural  banquet  this  year  was  held  at  the 
Oklahoma  City  Golf  and  Country  Club.  In  addition  to  these 
officers,  the  1996  OCMS  board  members  are  Brian  P.  Levy, 
MD;  Edward  N.  Brandt,  Jr.,  MD;  V.  Ramgopal,  MD;  Mark  C. 
Johnson,  MD;  Michael  Terry  Anderson,  MD;  Stephen  K. 
Cagle,  MD;  Michael  K.  Crawford,  MD;  Jay  C.  Johnston,  MD; 
and  Glenn  P.  Dewberry,  Jr.,  MD. 

■ Nancy  W.  Dickey,  a Texas  family  physician,  is  the  new 

chair  of  the  American  Medical  Association  Board  of  Trust- 
ees. Dr.  Dickey  succeeds  P.  John  Seward,  MD,  who  resigned 
the  post  during  the  ama  Interim  Meeting  in  December.  Dr. 
Seward  will  replace  James  S.  Todd,  MD,  as  ama  executive 
vice  president  in  June.  Many  Oklahoma  physicians  will  re- 
member Dr.  Dickey  from  her  appearance  at  last  year’s  OSMA 
Annual  Meeting. 

■ The  Oklahoma  Board  of  Medical  Licensure  and  Su- 
pervision (OBMLS)  has  extended  its  office  hours  to  8:30  PM, 
Monday  through  Friday,  excluding  holidays.  From  4:30  to 
8:30  PM,  a skeleton  staff  will  provide  the  following  services: 
verification  information  on  licentiates,  assistance  with  the  ap- 
plication process,  location  of  files  for  review,  copying,  and 
receipt  of  mail.  OBMLS  is  located  at  5 1 04  North  Francis,  Suite 
C,  Oklahoma  City,  OK  73 1 1 8-6020,  1 -405-848-684 1 . 

■ In  December,  PROklahoma  Care  received  a Business  Re- 
view Letter  from  the  United  States  Justice  Department  indi- 
cating the  company  is  in  compliance  with  all  anti-trust  regu- 
lations. PROklahoma  Care  is  licensed  to  operate  in  62 
Oklahoma  counties  and  has  contracts  with  59  hospitals.  They 
recently  became  one  of  eight  HMOs  to  successfully  bid  for  a 
contract  with  the  Oklahoma  State  and  Education  Employees 
Group  Insurance  Board. 

■ In  February  the  Oklahoma  Board  of  Health  amended 

its  regulations  on  HMOs  to  ban  gag  rules  that  limit  what  phy- 
sicians can  say  to  their  patients  regarding  treatment  options. 
Specifically,  the  Board  of  Health  adopted  the  following  lan- 
guage: “To  forestall  potential  conflicts  between  the  HMO’s 
interests  and  the  provider’s  fiduciary  responsibility  to  the 
patient,  the  Commissioner  and  the  Health  Department’s  staff 
should  ensure  that  llMO  provider  contracts  include  the  fol- 
lowing safeguarding  provisions:  ( 1 ) The  llMO  does  not  prac- 
tice medicine  or  any  other  profession,  as  per  Section  2505  of 
the  HMO  licensing  law;  (2)  the  HMO’s  utilization  review  and 
quality  assurance  policies  shall  not  be  administered  so  as  to 
intcili^gtV^jl^uJiqJ  provider’s  obligation  to  exercise  indepen- 
dent medical  judgment;  and  (3)  the  HMO  shall  not  retaliate  in 
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any  manner  against  a provider  who  advocates  services  for 
patients.  OSMA  members  on  the  Oklahoma  Board  of  Health 
are:  Gordon  H.  Deckert,  MD,  Oklahoma  City  psychiatrist;  R. 
Brent  Smith,  MD,  Lawton  family  practitioner;  Jay  A.  Grego- 
ry, MD,  Muskogee  surgeon;  and  Glen  E.  Diacon,  Jr.,  MD, 
Ada  urological  surgeon. 

■ Although  Ed  Kelsay,  formerly  oSMA’s  general  counsel, 

is  now  loss  prevention  manager  for  PLICO,  physicians  can  still 
get  legal  assistance  from  the  OSMA.  Questions  about  loss  pre- 
vention seminars  and  general  PLICO  information  should  be 
directed  to  Debbie  Thurmond  of  the  OSMA  staff  or  to  Mr. 
Kelsay  (405-720-9800).  Medical  malpractice  questions 
should  be  referred  to  Kelsay  or  to  PLlCO’s  Charles  McDonald 
(405-528-4904  or  1-800-522-9219).  General  legal  questions 
will  be  screened  by  Mrs.  Thurmond  and  workers’  compensa- 
tion questions  should  be  directed  to  OSMA  Associate  Director 
Lyle  Kelsey.  Legislative  legal  issues  are  being  referred  to 
attorney  Randy  Sewell  (405-232-121 1). 

■ At  its  February  meeting,  the  Oklahoma  State  Medical 

Association  Board  of  Trustees  named  the  recipients  of  the 
Physician  Award  for  Community  Service  and  the  Donald  J. 
Blair  Friend  of  Medicine  Award.  Mukesh  T.  Parekh,  MD, 
Oklahoma  City  obstetrician-gynecologist,  will  receive  the 
Wyeth-Ayerst  Physician  Award  for  Community  Service  and 
Governor  Frank  Keating  will  be  given  the  Donald  J.  Blair 
Friend  of  Medicine  Award.  The  awards  are  to  be  presented  at 
the  OSMA  House  of  Delegates  meeting  in  Tulsa  this  month. 

■ Changes  on  the  osma  staff  continue.  Claudia  Kamas, 

OSMA  lobbyist  for  eight  years,  resigned  in  February.  She  plans 
to  continue  to  work  as  a free-lance  lobbyist.  Meanwhile,  lob- 
byist Clayton  Taylor  has  agreed  to  work  on  OSMA’s  behalf  for 
the  remainder  of  this  legislative  session.  Susan  Meeks,  a 
member  of  the  OSMA  administrative  staff  since  1981,  resigned 
in  mid-March.  She  recently  married  and  will  devote  her  time 
to  family  responsibilities. 

On  the  plus  side,  two  new  part-time  receptionists  have  been 
hired.  Receptionist  responsibilities  are  now  being  covered  by 
Marilyn  Fick  from  9 A.M.  to  1 P.M.,  and  by  Janet  Carr  from 
1 to  5 P.M.  They  replace  Toni  Farrar,  now  a secretary.  Beth 
Dees  is  working  on  a short-term  basis  to  assist  with  extra  work 
generated  by  the  legislative  session  and  to  help  prepare  for 
OSMA’s  Annual  Meeting  this  month.  Acting  Executive  Direc- 
tor Mike  Sulzycki  anticipates  that  job  responsibilities  on  staff 
will  continue  to  shift  as  needed  until  a new  CEO  takes  over. 

■ William  L.  Hughes,  MD, Oklahoma  City  oncologist,  has 

resigned  as  chair  of  the  Oklahoma  Medical  Political  Action 
Committee  (OMPAC).  osma  President  Larry  L.  Long,  MD, 
has  appointed  osma  Past  President  Jay  A.  Gregory,  MD,  to 
fill  the  post.  The  ompac  Board  is  to  meet  this  month  during 
the  OSMA  Annual  Meeting  in  Tulsa  to  discuss  policy  and  elect 
officers.  iji 
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To  prevent 
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the  highest  quality  medical  care  at  an  affordable  cost. 

further  fragmentation  of  the  health  care  system. 


To  assure  that  health  policy  and  the  delivery  of  health  care  stay  in  the  hands  of 
physicians  and  their  patients. 

To  establish  a cost-effective  administrative  system,  keeping  more  dollars  for  health 
care. 


To  keep  the  premiums  normally  distributed  to  non-medical  entrepreneurs  to 

provide  benefits  for  the  participants. 

To  establish  a Managed  Care  Plan  that  any  good  physician  who  is  a member  of  the 
Oklahoma  State  Medical  Association  can  join,  and  one  in  which  any 
patient  may  exercise  his  or  her  choice  of  physician. 


Almost  a thousand  members  of  The  Oklahoma  State 
Medical  Association  are  "PROklahoma". 

They  will  have  a say  about  the  future  of  health  care  in  Oklahoma. 


PROklahoma  Stock  and  membership  in  the  Oklahoma  Physicians  Network 

available  for  a limited  time. 


For  your  stake  in  the  future  of  Oklahoma  health  care  contact: 


iR^Jdahoma^ 

Quality  Managed  Health  Care 


P.O.  Box  25127 

Oklahoma  City,  Oklahoma  73125 
(405)  521-8253  Fax  (4q5^.|^^3412 


N.Y  Acaiemy  oJ  iWfcine 


The  Things  That  Make  PLICO  Health 

DIFFERENT 

Are  The  Things  That  Make  PLICO  Health 


BETTER 


u 

X 


nn 


LTH 


Choosing  Health  insurance  for 
yourself,  your  family,  and  your 
employees  is  at  best  a confusing 
and  difficult  decision.  Not  all 
health  insurance  is  the  same. 


PLICO  Health  offers  features  that  are  seldom  available  with  other  plans,  such 
Guaranteed  Insurability  - if  application  is  made  within  60  days  of  eligibi 
Guaranteed  Renewability  - as  long  as  premium  is  paid  and  eligibility  maintai 
by  membership  in  the  OSMA,  Continued  Coverage  - coverage  continues 
retiring  physicians  as  long  as  they  remain  a member  of  the  OSMA,  retii 
employees  coverage  also  continues  as  long  as  the  employee  worked  for  an  eligible 
physician  for  longer  than  7 years  and  does  not  obtain  full-time  employment 
elsewhere.  Subject  to  provisions,  there  is 
No  Monetary  Limit  to  benefits. 
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With  all  these  features,  as  well  as  OSMA  ownership 
and  direction,  the  differences  are  striking. 
The  things  that  make  PLICO  Health  different 
arc  the  things  that  make  PLICO  Health  better. 


For  further  information  or  appointment: 
call , write,  or  fax,  PLICO  Health 


5005  N.  Lincoln  Oklahoma  City,  Oklahoma 
RO.  Box  26727  Oklahoma  City,  Oklahoma 
73126  (405)  524-0802  Fax  (405)  528-3412 
In  Tulsa: 

(918)250-5117  Fax  (918)  250-5016 
Statewide  Toll  Free  1-800-522-9219 
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After  K)  years  in  practice,  you’re  an  expert  in  your  field. 
Likewise,  AutojJex  Leasing,  is  the  recognized  expert  in  auto 
leasing.  We  are  endorsed  by  the  Oklahoma  State  Medical 
Association.  So,  contact  an  Autojlex  leasing  specialist  today 


CmU  ^800^634' 1234 
or  214-234-1234 


Editorial 


Beset  by  Buzzwords 

The  lexicon  of  the  health  care  industry  is 
strewn,  or  littered,  with  neologisms  and 
newly  minted  phrases.  Medicare,  Medicaid, 
health  maintenance  organization,  utilization 
review,  point-of-service  option,  out-of-plan 
access,  managed  care,  and  a jillion  other 
buzzwords  and  vaguely  defined  phrases  now 
clutter  the  verbal  landscape  in  our  discussions 
of  health  care. 

A common  factor  of  this  new  vocabulary  is 
that  many  of  these  fabricated  words  symbolize 
very  complex  concepts  in  government  and 
insurance  contracts,  and  a great  many  of  them 
( were  thought  up  by  advertising  wordsmiths 
( who  wanted  to  sugar-coat  a bitter  pill.  Thus  we 
I have  come  to  a time  in  our  national  discourse 
I when  we  discuss  and  debate  health  policy 
I changes  while  using  a vocabulary  that  is 
I poorly  understood  by  nearly  everyone  and  is 
I incorrectly  used  by  many.  The  prevalent 
I replacement  of  buzzwords  for  logical  thought 
I has  been  a negative  distraction  in  our  nation’s 
I health  policy  debate. 

I The  present  climate  of  change  in  health  care 
I delivery  has  coincided  in  time  with  a marked 
1 expansion  in  health  care  technology  and 
I improved  morbidity.  Health  care  nowadays  has 
become  so  effective  and  important  to  human 
I life  that  no  reasonable  citizen  will  consider 
j doing  without  it.  Today's  complex  health  care 
' is  also  more  costly  to  purchase  than  the 
j|  simpler  remedies  of  times  past;  a larger 
H proportion  of  the  citizen’s  income  is  now 
' required  to  buy  today’s  health  care. 

Into  this  turbulent  medicoeconomic  storm 
I the  government  agencies  and  the  insurance 
companies  have  interjected  programs  designed 
to  capitalize  on  citizen  anxiety  about  health 
care  costs  and  to  use  this  anxiety  to  establish  a 
health  suzerainty  of  government  regulations 
and  insurance  contracts.  Thus,  there  has  come 
to  be  an  intense  struggle  among  government, 
insurance  companies,  and  the  medical 


professional  for  control  of,  or  access  to,  the 
patient’s  health  care  dollar. 

The  medical  profession  has  not  done  very 
well  in  this  contest  for  patient  constituency 
control,  and  presently  the  insurance  contract  is 
winning.  A clear  signal  of  the  changing  times 
is  seen  in  the  numbers  of  physician  practices 
that  are  being  bought  by  hospital-based 
corporations.  In  Oklahoma  we  arc  nearing  the 
time  when  half  of  all  primary  care  practices 
are  under  the  control  of  shareholder 
corporations  or  government  entities.  It  is 
presently  unknown  what  effect  this 
revolutionary  change  will  have  on  patient  care, 
outcome,  and  satisfaction,  but  the  prophesies 
now  bandied  about  are  laced  with  the  ill- 
defined  buzzwords  of  our  current  health 
care  lexicon. 

Oklahoma  physicians  of  the  OSMA  have 
initiated  a major  riposte  to  these  distracting 
and  contentious  medicoeconomic  enterprises. 
The  recent  establishment  of  the  Oklahoma 
Physicians  Network  and  PROklahoma  Care 
offers  an  opportunity  for  benevolent  and 
altruistic  physicians  to  retain  control  of  the 
practice  elements  necessary  for  quality  patient 
health  care  to  survive  in  an  insurance- 
dominated  market.  Oklahoma  physicians 
should  now  rally  around  and  help  and  support 
these  good  physicians  operating  these  projects 
so  that  the  integrity  of  good  health  care  is 
preserved.  The  structured  illogic  of  the 
propaganda  buzzwords  should  not  be  a 
determinant  of  patient  outcomes. 
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f ^ Quality  Managed  Health  Care 

A physician  owned  and  directed 
Managed  Care  Organization 


TM 


By  Joining  PROklahoma  You  Have  an  Opportunity 


To  maintain 

To  provide 
To  prevent 


the  traditional  relationship  between  the  patient  and  physician  with 
mutual  responsibility  to  each  other. 

the  highest  quality  medical  care  at  an  affordable  cost. 

further  fragmentation  of  the  health  care  system. 


To  assure  that  health  policy  and  the  delivery  of  health  care  stay  in  the  hands  of 
physicians  and  their  patients. 

To  establish  a cost-effective  administrative  system,  keeping  more  dollars  for  health 
care. 


To  keep  the  premiums  normally  distributed  to  non-medical  entrepreneurs  to 

provide  benefits  for  the  participants. 

To  establish  a Managed  Care  Plan  that  any  good  physician  who  is  a member  of  the 
Oklahoma  State  Medical  Association  can  join,  and  one  in  which  any 
patient  may  exercise  his  or  her  choice  of  physician. 


Almost  a thousand  members  of  The  Oklahoma  State 
Medical  Association  are  "PROklahoma". 

They  will  have  a say  about  the  future  of  health  care  in  Oklahoma. 


PROklahoma  Stock  and  membership  in  the  Oklahoma  Physicians  Network 

available  for  a limited  time. 


For  your  stake  in  the  future  of  Oklahoma  health  care  contact: 


ISR0]<lahoma 

Quality  Managed  Health  Care 


TM 


P.O.  Box  25127 

Oklahoma  City,  Oklahoma  73125 
(405) 52 1 -8253  Fax (405) 528-34 1 2 
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President’s  Page 

The  Healing  Process 


It  is  time  to  let  the  healing  process  begin.  Let 
us  put  past  ditTerences  aside.  Let  us  as 
individual  members  and  as  an  organization 
move  forward  as  a unified 
Oklahoma  State  Medical 
Association.  Our  goal  for 
19%  should  be  to  change 
our  organization  into  a 
truly  unified  membership 
which  can  move  forward 
representing  the  best 
interests  of  patients  and  of 
physicians  in  our  state. 

Our  individual 
ditTerences  have  seemed 
great  on  many  occasions  in  the  past  few  years, 
but  1 believe  that  in  most  instances  the 
differences  were  fueled  by  individual  beliefs, 
however  different  and  disparate,  concerning 
what  was  perceived  as  best  for  the  OSMA.  We 
should  hope  that  different  ideas  were  just 
that — different  approaches  to  better  our 


organization — and  not  plans  to  further 
personal  agendas.  We  must  strive  to  bridge  our 
differences  with  the  link  of  trust  and  respect, 
then  we  can  spend  our  energy  making  the 
OSMA  a vibrant,  growing,  effective 
organization  whose  energy  is  spent  furthering 
the  interest  of  good  medical  care  in  Oklahoma. 

We  all  should  rise  above  petty  differences  in 
opinion  and  seek  out  solutions  to  problems  in 
an  atmosphere  of  mutual  respect.  Let  us  meet 
the  challenge  to  make  ourselves  better,  to  make 
the  Oklahoma  State  Medical  Association 
better,  and  strive  to  make  healthcare  in 
Oklahoma  the  best  it  can  be.  Our  patients 
deserve  it,  our  physician  members  expect  it, 
and  we  of  the  OSMA  should  rise  to  the 
occasion. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer; 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Scientific 


Health  Care  of  Oklahoma  Indians 

Everett  R.  Rhoades,  MD;  Mary  Helen  Deer  Smith,  RN 


The  many  unique  aspects  of  Indian  life  extend 
into  the  health  care  arena,  of  special  interest  in 
Oklahoma,  the  "home  of  the  red  man."  The 
long  historical  relationship  of  certain  Indian 
tribes  with  the  federal  government  has  resulted 
in  one  of  the  most  complicated  social,  adminis- 
trative, and  governmental  arrangements  any- 
where. A consequence  of  this  relationship  was, 
in  effect,  a business  transaction  resulting  in  the 
ceding  of  virtually  all  Indian  lands  of  the  U.S. 
and  an  assumption  by  the  latter  to  provide  cer- 
tain services,  including  health  care,  to  affected 
tribes.  With  the  33  different  tribes  in  Okla- 
homa; the  dual  entitlement  possessed  by  Indian 
people;  the  contributions  of  the  Indian  Health 
Service  to  the  economy  of  Oklahoma;  and  the 
growing  revolution  in  health  care,  knowledge 
of  the  special  circumstances  of  Indian  life  and 
health  care  is  important  even  for  practitioners 
who  do  not  regularly  encounter  Indian  people 
in  their  own  practices. 

Indian  tribes  constitute  an  important  component 
of  the  Oklahoma  population.  However,  because 
of  their  sovereign  nature  and  relationship  with  the 
federal  government,  their  influence  extends  be- 
yond mere  numbers.  In  spite  of  proximity,  igno- 
rance of  the  Indian  populations  and  their  special 
circumstances  are  widespread.  Further,  as  the 
country  seeks  new  models  of  health  care  and  ways 
to  limit  spending  for  federal  programs,  knowl- 


Direct  correspondence  to  Everett  R.  Rhoades.  MD.  Associate  Dean  for 
Community  Affairs.  Office  of  the  Dean.  University  of  Oklahoma  Health 
Sciences  Center.  P.O.  Box  26901.  BMSB  Rm  357.  Oklahoma  City.  OK 
73190. 


edge  of  the  special  Indian  health  care  circumstances 
become  important.  This  report  is  a brief  descrip- 
tion of  Indian  health  services,  including  those  in 
Oklahoma,  and  is  intended  to  provide  informa- 
tion that  should  help  dispel  some  of  the  common 
misconceptions  about  Indians  and  Indian  services. 

Background 

According  to  projections  from  the  1990  census, 
246,750  self-identified  Indians  resided  in  Oklaho- 
ma in  1 992.'  This  comprises  2 1 .5%  of  the  entire 
Indian  population  in  the  U.S.  and  approximately 
10%  of  the  total  Oklahoma  population.  The  In- 
dian Health  Service  (IHS)  provides  care  to  mem- 
bers of  37  separate  tribes  within  its  jurisdiction; 
33  of  these  are  located  in  Oklahoma.  As  a result 
of  the  General  Allotment  Act,^  the  previous  res- 
ervations in  Oklahoma  were  abolished  and  most 
of  the  land  was  distributed  to  individual  Indians 
with  certain  tracts  held  in  reserve  for  schools, 
hospitals,  cemeteries,  and  other  tribal  use. 

Lands  allotted  to  Indians  are  held  in  trust  (of- 
ten referred  to  as  “restricted”)  by  the  federal  gov- 
ernment. To  a considerable  extent,  the  formation 
of  the  state  of  Oklahoma  was  made  possible  by 
the  ceding  of  what  became  Oklahoma  Territory 
by  the  Creek  and  Seminole  Nations.^  " Just  as  can 
be  done  geographically,  the  state  can  be  divided 
into  an  eastern  and  a western  half  by  the  tribes 
residing  therein.  The  great  preponderance  of  the 
Indian  population  resides  on  the  “east  side”  by 
virtue  of  the  larger  populations  among  the  so-called 
“five  civilized  tribes”;  Cherokee,  Choctaw,  Chick- 
asaw, Creek,  and  Seminole.  The  Cherokee  Tribe 
is  now  the  largest  in  the  nation,  with  more  than 
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200,000  members.  Not  all  reside  in  Oklahoma. 
A smaller  number  of  distinctive  tribes  reside  in 
the  western  half  of  the  state.  There  are  relatively 
fewer  Indians  living  in  the  northwest  quadrant  of 
the  state,  but  one  should  not  assume  that  there 
are  no  Indians  residing  there. 

Indian  Tribes  Are  Sovereign  Nations 

Even  as  the  new  American  nation  was  develop- 
ing, questions  of  its,  and  its  citizens’  relation- 
ship to  the  aboriginal  inhabitants  of  the  continent 
were  becoming  urgent.^  Conflicts  inevitably  arose, 
largely  because  of  encroachment  upon  the  lands 
and  territories  of  the  Indians.  However,  land  strug- 
gles were  but  one  of  the  more  visible  manifesta- 
tions in  a struggle  between  competing  sovereign 
attributes  of  two  basically  incompatible  groups. 
The  result  is  a complicated  series  of  relationships 
involving  the  federal  government  and  tribes;  the 
federal  government  and  the  states  (in  which  sim- 
ilar sovereignty  questions  are  likewise  not  yet 
entirely  resolved);  and  tribes  and  states. 

Questions  arising  from  these  many  and  vari- 
ous conflicts  have  been  repeatedly  adjudicated  in 
the  US.  Supreme  Court,  the  ultimate  arbiter  of  dis- 
putes. The  Supreme  Court  ruled  as  early  as  1831 
that  tribes  in  the  United  States  were  sovereign  na- 
tions.* Notwithstanding  that  this  sovereignty  is  a 
special  kind,  being  described  as  “domestic”  and 
“dependent,”  it  remains  sovereign  to  this  day  and 
has  been  repeatedly  reaffirmed  by  the  executive. 
Judicial,  and  legislative  branches  of  the  federal 
government.  Further,  this  sovereignty  isn’t  some- 
thing granted  to  the  tribes;  rather  the  inherent  sov- 
ereignty of  the  tribes  was  simply  recognized  and 
acknowledged  by  the  federal  government.  A long 
series  of  treaties  not  only  reaffirmed  tribal  sover- 
eignty, but  established  certain  obligations  on  the 
part  of  the  country  in  return  for  major  concessions 
on  the  part  of  the  tribes.  These  federal  obligations 
included,  among  other  things,  provision  of  health 
services  to  the  Indians.^  It  is  appropriate  to  look 
upon  the  resulting  health  care  as  deriving  from  a 
contract  as  binding  as  the  treaties  themselves. 

The  GovernmenMo-Government 
Relationship 

One  result  of  tribal  sovereignty  is  the  recogni- 
tion that  in  its  dealings  with  Indian  tribes,  the 
federal  government  can  only  deal  on  a govcrn- 
ment-to-govcrnment  basis.  This  concept  likewi.se 
has  been  repeatedly  reaffirmed  by  all  branches 
of  the  federal  government,  most  recently  by  Pres- 
ident Clinton.  It  follows  that  the  various  states 
have  no  choice  but  to  also  deal  with  the  tribes  on 
a govcrnment-to-govcrnment  basis. 


Indian  Health  Services  Are  Not  Free 

Health  services  provided  by  the  federal  govern- 
ment for  Indian  people  are  not  a gift.  They  are 
the  result  of  business  arrangements  between  two 
parties  that  resulted  in  a prepaid  health  plan.  The 
health  plan  was  prepaid  by  cession  of  the  entire 
lands  (except  for  small  parcels  “reserved”  for 
Indians  to  live  on  and  for  other  federal  purposes) 
of  the  United  States.  Those  who  question  wheth- 
er the  federal  government  struck  a sound  bargain 
with  the  various  tribes  might  well  consider  the 
value  of  any  one  of  the  smaller  states  in  compar- 
ison to  the  sum  total  of  appropriated  dollars  for 
Indian  care. 

The  Indian  Health  Service  (IHS) 

Health  services  to  Indian  people,  provided  for  in 
treaties  and  legislation,  have  resulted  in  a com- 
prehensive national  program  by  the  federal  gov- 
ernment. Health  services  for  Indian  people,  lo- 
cated first  in  the  Department  of  Interior,  reached 
a high  level  of  accomplishment  as  a result  of  the 
Transfer  Act  of  1 954.*  This  act  provided  that  “all 
functions,  responsibilities,  authorities,  and  duties. . . 
relating  to  the  maintenance  and  operation  of 
hospital  and  health  facilities  for  Indians,  and  the 
conservation  of  Indian  health...  shall  be  admin- 
istered by  the  Surgeon  General  of  the  United  States 
Public  Health  Service.”  The  IHS  as  part  of  the  U.S. 
Public  Health  Service,  operates  a delivery  sys- 
tem that  provides  a broad  program  of  preventive, 
curative,  rehabilitative,  and  environmental  ser- 
vices. This  system  integrates  health  services  de- 
livered directly  through  IHS  facilities  and  staff  with 
health  services  purchased  through  contractual 
arrangements  with  the  private  sector. 

Presently,  the  IHS  provides  services  to  approx- 
imately 1 .4  million  Indians  throughout  the  Unit- 
ed States'  who  reside  in  counties  within  or  near 
reservations  in  34  states  extending  from  Alaska 
to  Florida,  and  Maine  to  California,  employing 
approximately  900  physicians  who  serve  in  50 
hospitals  and  several  hundred  clinics.  The  IHS  is 
a decentralized  program  in  which  the  basic  orga- 
nizational structure  is  the  local  service  unit.  Ser- 
vice units  are  often,  but  not  always,  organized 
around  a hospital  with  outlying  clinics,  but  may 
be  a group  of  clinics  without  a hospital.  Activi- 
ties in  service  units  are  coordinated  and  directed 
through  12  area  offices  located  throughout  the 
United  States.** 

The  IHS  Has  a Single  Goal 

In  the  Indian  Health  Care  Improvement  Act  of 
1976  (PL.  94-437),’’  the  Congress  enunciated  a 
unique  philosophical  dictum,  quite  different  from 
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that  existing  anywhere  else  in  the  U.S.  health  care. 

I This  dictum  was  considered  to  be  so  important 
that  the  Congress  specifically  laid  out  in  Sec.  3 
the  following  declaration:  “The  Congress  here- 
by declares  that  it  is  the  policy  of  this  nation,  in 
fulfillment  of  its  special  responsibilities  and  le- 
gal obligation  to  the  American  Indian  people,  to 
meet  the  national  goal  of  providing  the  highest 
possible  health  status  to  Indians  and  to  provide 
j existing  Indian  health  services  with  all  resources 
necessary  to  effect  that  policy.” 

Thus,  the  mission  of  the  IMS  arises  from  a sin- 
gle goal,  affimied  by  Congress  in  the  Indian  Health 
Care  Improvement  Act  of  1976,  reauthorized  in 
' 1992:  to  raise  the  health  of  Indians  to  the  highest 
possible  level.  Such  a concept,  expressing  in  ef- 
fect a necessary  moral  vision,  is  striking  by  its 
I absence  from  the  continuing  search  for  new  health 
i paradigms  for  the  country.  It  is  important  to  rec- 
' ognize  that  this  moral  vision  reaffirms  the  lan- 
guage of  the  Snyder  Act  of  1921  and  goes  far 
beyond  the  mere  provision  of  physicians,  nurses, 
etc.  On  the  contrary,  it  lays  the  basis  for  true  com- 
munity-oriented primary  pre\  entive  and  therapeu- 
tic care  that  many  emerging  systems  are  begin- 
ning to  emulate,  albeit  unknowingly. 

The  IHS  As  a Unique  Health 
Delivery  System 

Achieving  the  above  goal  has  resulted  in  the  develop- 
ment of  a delivery  system  with  certain  unique 
characteristics.  The  IHS  integrates  a decentralized 
program  into  a single  national  administration  pro- 
viding a wide  array  of  community  based  preven- 
tion services  and  highly  technical,  clinic-  or  hos- 
pital-based curative  care.  This  decentralization 
provides  for  operational  decision  making  to  oc- 
cur locally  in  the  143  service  units  where  actual 
services  are  rendered  to  tribal  members.  While 
avoiding  the  management  of  programs,  headquar- 
ters personnel  are  concerned  with  coordination 
and  integration  of  this  multitude  of  services  through 
formulating  a national  budget  request,  setting  of 
priorities,  allocation  of  resources,  and  program 
design.  No  other  health  delivery  system  attempts 
to  integrate  such  a broad  range  of  community 
services  including  sanitation,  construction  of 
facilities,  health  education,  public  health  nursing, 
and  community  lay  workers  into  a single  program. 
This  unique  model,  with  its  emphasis  on  conti- 
nuity and  consistency,  is  frequently  studied  by 
foreign  countries  seeking  delivery  systems  that 
demonstrate  effective  integration  of  preventive, 
community,  and  clinical  aspects  of  comprehen- 
sive health  care." 


Insufficient  Funds  Appropriated  by 
the  Congress 

The  essential  limiting  factor  in  the  provision  of 
health  services  for  Indians  has  always  arisen  from 
the  fact  that  the  Congress  has  never  appropriated 
anything  near  the  amount  of  funds  necessary  to 
meet  the  health  needs  of  Indian  people.  This  chronic 
shortfall  in  funds  has  had  two  important  conse- 
quences. First,  rationing  has  been  and  continues 
to  be  an  important  aspect  of  the  delivery  of  care 
to  Indian  people.  The  only  difference  between  the 
rationing  that  occurs  in  the  IMS  and  the  rest  of  the 
country  is  that  the  latter  still  pretends  that  ration- 
ing is  not  an  essential  aspect  of  health  care,  while 
the  IHS  has  attempted  to  ration  health  care  built 
upon  sound  health  status  principles;  that  is,  the 
effect  of  programs  and  resources  on  the  status  of 
health  of  Indian  people.  Indeed,  the  country  could, 
with  a great  deal  of  profit,  study  the  Indian  Health 
Service  as  a premier  example  of  care  directed 
toward  the  health  of  the  entire  community. 

The  Residual  Nature  of  IHS 

The  doctrine  of  the  residual  nature  of  the  IHS  also 
has  a long  history.  Under  this  doctrine,  the  IHS  is 
required  to  expend  funds  for  the  health  of  Indian 
people  only  after  all  other  sources  of  funding  have 
been  exhausted.  As  a result,  IHS  encourages  Indi- 
an people  to  enroll  in  appropriate  programs  for 
which  they  are  eligible,  including  Medicare  and 
Medicaid,  and  the  IHS  actively  attempts  to  col- 
lect from  these  sources  for  care  provided  to  eli- 
gible Indians.  Thus,  the  IHS,  like  essentially  ev- 
ery other  provider,  seeks  to  be  the  payer  of  last 
resort,  not  the  first.  This  is  important  to  remem- 
ber because  a considerable  degree  of  discrimina- 
tion continues  to  be  directed  towards  Indians  by 
those  who  tell  Indians  to  go  to  the  IHS  for  care, 
since  that  is  “their”  system  of  care.  It  is  easy  to 
see  that  certain  Indians  may  “fall  through  the 
cracks”  when  this  happens.  This  factor,  if  no  oth- 
er, requires  that  those  who  are  planning  for  the 
future  health  care  of  Oklahoma  citizens  must  take 
into  account  the  insufficient  resources  of  the  IHS 
and  its  resultant  residual  nature.'^ 

The  IHS  Is  Not  an  Entitlement  Program 

The  IHS  is  not  an  entitlement  program  in  the  sense 
that  Medicare  is.  In  fact,  the  IHS  has  always  oper- 
ated under  a “universal  cap”  of  resources,  set  by 
the  Congress  in  its  annual  appropriations.  This  is 
a point  that  is  often  unappreciated  by  Indians  and 
non-Indians  alike.  Under  the  Snyder  Act  of  1 92 1 , 
the  Secretary  of  the  Interior  (now  the  Secretary 
of  Health  and  Human  Services)  is  permitted  to 
expend  only  those  monies  authorized  or  appro- 
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priated  by  the  Congress.'^  Many  Indian  people 
have  argued  that,  in  fact,  health  services  for  them 
under  treaty  provisions  should  be  an  entitlement, 
and  the  Congress  should  provide  the  funds  nec- 
essary to  carry  out  the  health  care  program.  How- 
ever, more  recently,  many  Indians  have  come  to 
recognize  that  the  entitlement  elements  of  Medi- 
care are  sharply  delimited  and  are  in  the  process 
of  being  revised  downwards. 

Indians  Have  a "Dual  Enlitlemenl" 

A source  of  confusion  arises  from  the  various 
meanings  of  the  term,  “entitlement.”  Although  all 
Indians  appropriately  believe  they  are  entitled  to 
certain  health  benefits,  the  use  of  “entitlement” 
in  this  case  is  quite  different  from  that  used  to 
describe  the  Medicare  program,  for  example.  The 
“dual  entitlement”  rule  simply  states  that  Indian 
people,  notwithstanding  special  arrangements 
between  the  federal  government  and  their  own  tribe, 
cannot  be  denied  any  rights  and  privileges  accorded 
to  the  general  U.S.  population.  This  means  that 
Indian  people  cannot  be  denied  services  simply 
because  there  is  an  IHS. 

Eligibility  for  Services 

In  any  health  system,  there  are  no  more  than  three 
variables  that  can  be  managed  in  attempting  to 
match  resources  with  services:  the  resources  them- 
selves; the  number  of  individuals  served;  or  the 
numbers  (or  kinds)  of  services  provided.  This  is 
the  basis  of  all  rationing  of  health  care.  Because 
of  its  emphasis  on  community  care  and  because 
in  earlier  days,  the  Indian  community  was  more 
clearly  defined,  the  IHS  had  a tradition  of  inclu- 
sion rather  than  exclusion  of  individuals  receiv- 
ing services.  However,  budgetary  constraints  and 
the  diffusion  of  many  Indians  into  the  rest  of  the 
culture  has  forced  the  IHS  to  re-examine  ways  to 
ration  its  care. 

The  IHS  is  severely  restricted  in  its  ability  to 
deal  with  any  of  these  variables,  especially  that 
dealing  with  the  numbers  of  persons  served  through 
eligibility  requirements.  Unfortunately,  the  Sny- 
der Act  leaves  unclear  the  definition  of  who  is  to 
benefit  from  Congre,ssional  appropriations,  leaving 
to  the  agencies  the  difficult  and  controversial  task 
of  making  determinations  of  eligibility.''*  The 
Snyder  Act  merely  provides  for  services  for  “In- 
dians throughout  the  United  States,”  hardly  pro- 
viding any  basis  at  all  for  the  establishment  of 
eligibility  criteria. 

Until  the  question  of  eligibility  is  resolved,  the 
situation  in  regard  to  allocation  of  insulTicicnt  re- 
sources will  remain  very  unsatisfactory.  It  is  clear 


that  only  the  Congress  can  ultimately  resolve  this 
dilemma.  So  far,  it  has  studiously  avoided  deal- 
ing with  the  problem,  and  even  prohibited  the  IHS 
from  implementing  newer  eligibility  requirements. 

The  current  criteria  for  eligibility  for  IHS  ser- 
vices state:  “In  general,  ( 1 ) Services  will  be  made 
available  as  medically  indicated,  to  persons  of 
Indian  descent  belonging  to  the  Indian  commu- 
nity serviced  by  the  local  facilities  and  program, 
and  non-Indian  wives  of  such  persons;  (2)  Gen- 
erally, an  individual  may  be  regarded  as  within 
the  scope  of  the  Indian  health  and  medical  ser- 
vice program  if  he  is  regarded  as  an  Indian  by  the 
community  in  which  he  lives,  as  evidenced  by  such 
factors  as  tribal  membership,  enrollment,  residence 
on  tax-exempt  land,  ownership  of  restricted  prop- 
erty, active  participation  in  tribal  affairs,  or  other 
relevant  factors  in  keeping  with  general  Bureau 
of  Indian  Affairs  practices  in  the  jurisdiction.”'^ 

A person  is  eligible  to  receive  direct  health 
services  provided  he  or  she  is  of  Indian  descent 
and  has  close  social  and  economic  ties  to  a feder- 
ally recognized  tribe.  One  of  two  criteria  is  re- 
quired to  establish  Indian  descent:  membership 
in  a federally  recognized  tribe  or  a certificate 
provided  by  the  Bureau  of  Indian  Affairs.  In  spite 
of  the  somewhat  unsatisfactory  nature  of  this 
definition,  it  has  served  reasonably  well  for  ser- 
vices provided  in  IHS  facilities. 

The  IHS  Contract  Health  Services 
Program 

This  program  is  of  immediate  importance  to  pri- 
vate providers.  The  increasing  need  for  compli- 
cated care  not  available  directly  in  IHS  facilities 
has  led  to  the  establishment  of  the  Contract  Health 
Services  program,  in  which  the  IHS  purchases  care 
from  the  private  sector.  As  a result,  the  IHS  is  subject 
to  the  same  financial  concerns  that  face  the  Health 
Care  Financing  Administration  and  other  payers. 

The  IHS  has  developed  a prioritization  mech- 
anism in  order  to  provide  payment  for  the  most 
urgent  care.  Rather  than  establish  a set  “benefits 
package,”  the  ills  has  defined  this  “package”  as 
follows:  Highest  priority  for  payment  is  for  those 
procedures  and/or  treatments  that  in  the  opinion 
of  the  attending  physician  arc  necessary  to  pre- 
vent loss  of  life,  limb,  or  one  of  the  senses;  or  to 
prevent  progression  of  a condition.  This  defini- 
tion permits  far  more  discretion  for  the  physician 
and  avoids  the  obvious  dilficulties  of  operating 
from  a specified  list. 

With  the  increasing  requirement  that  the  ills 
purchase  ever  more  complicated  care  from  the 
private  sector,  it  was  ncces.sary  to  review  cxist- 
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ing  eligibility  criteria  because  of  the  obvious 
depletion  of  resources  that  would  result  from  at- 
tempting to  pay  for  care  ofall  the  Indians  “through- 
out the  United  States.”  This  situation  has  forced 
the  ms  to  become  its  own  health  care  financing 
organization.  In  this  system,  the  essential  deci- 
sion is  not  what  services  should  be  provided  to 
' patients,  but  rather  the  more  difficult  questions 
( of  which  medical  services  are  deemed  to  be  nec- 
j essary  and  therefore,  paid  for  at  the  highest  pri- 
I ority.  The  decision  to  pay  or  not  pay  a given  bill 
. for  services,  the  hallmark  of  modern  care  in 
I America,  changes  the  decision  making  substan- 
■ tially.  This  has  resulted  in  a set  of  requirements 
that  is  generally  unacceptable  to  those  who  have 
devoted  their  lifetime  to  service  to  others. 

In  any  case,  it  quickly  became  imperative  that 
IHS  develop  a new  set  of  criteria  in  order  to  deal 
t with  obligations  to  pay  for  services  rendered  in 
I the  private  sector  and  to  which  many  thousands 
of  Indians  would  be  eligible.  The  previous  crite- 
ria for  direct  services  remained  in  effect,  but  ad- 
ditional criteria  were  adopted  to  guide  the  pay- 
ment for  services  provided  by  the  private  sector 
and  paid  for  by  the  ms.  The  individual  now  must 
, also  reside  within  a specific  Contract  Health  Ser- 
vices Delivery  Area  (CHSDA).  Generally,  a CUS- 
I DA  is  comprised  of  counties  on  or  near  reserva- 
tions. Thus,  Indians  moving  to  distant  locations 
lose  eligibility  for  contract  health  services,  and 
IHS  does  not  pay  for  care  received  in  such  loca- 
tions. Even  when  an  individual  returns  to  reside 
in  a CHSDA,  it  is  necessary  for  him  or  her  to  es- 
tablish residence  and  remain  there  for  a period  of 
180  days  before  becoming  eligible  for  contract 
health  services.  Again,  this  is  a generally  unsat- 
isfactory arrangement  for  many  Indians,  but  it  does 
have  the  effect  of  maximizing  resources  for  those 
on  or  near  reservations,  a long-standing  concept 
that  the  Congress  has  been  reluctant  to  modify 

Eligibility  for  Services  Does  Not 
Guarantee  Access  to  Care 

Of  great  frustration  to  many  Indian  people  is  the 
realization  that  notwithstanding  centuries  of  trea- 
ties, legislation,  and  other  obligations,  the  Con- 
gress has  never  appropriated  the  resources  nec- 
essary to  provide  all  the  needed  care.  Further,  it 
is  unlikely  to  do  so.  Indeed,  none  of  the  treaties 
require  the  federal  government  to  provide  all  of 
the  services  necessary,  or  even  deemed  desirable 
by  some.  This  is  a bitter  realization  for  many  In- 
dian people.  It  might  well  serve  as  a warning  to 
all  citizens  that  no  nation  can  provide  all  the  ser- 
vices needed  by  all  its  citizens. 


Indian  Self-Determination  and 
Self-Governance 

Especially  since  passage  of  the  1975  Indian  Self- 
Determination  Act  (PL  93-638), tribes  have  as- 
sumed management  of  more  and  more  of  the  fed- 
eral programs  operated  for  their  benefit.  PL  93-638 
and  its  1988  amendments  “builds  upon  IHS  pol- 
icy by  giving  tribes  the  option  of  manning  and 
managing  ills  programs  in  their  communities,  and 
provides  for  funding  for  improvement  of  tribal 
capacity  to  contract  under  the  act.”  This  move- 
ment towards  tribal  operation  is  another  transi- 
tion that  may  be  confusing  to  those  who  have  long 
worked  directly  with  the  IHS  and  who  are  now 
unsure  of  whether  a tribe  or  the  IHS  is  the  prima- 
ry provider.  It  is  still  useful  to  think  in  terms  of  a 
single  system  of  care  that  is  operated  by  differ- 
ent local  organizations.  In  1 992,  Congress  extended 
self-determination  through  the  Tribal  Self-Gov- 
ernance Program,  which  provides  the  tribes  with 
even  greater  decision-making  power.  Further,  it 
is  based  on  an  expected  diminution  of  the  “bu- 
reaucracy” of  the  IHS.  The  ultimate  result  of  this 
new  program  cannot  at  present  be  predicted,  but 
one  effect  will  surely  be  a shift  of  authority  away 
from  the  IHS  to  the  tribes.  The  mechanism  uti- 
lized by  the  self-governance  tribes  is  called  a 
“compact,”  a term  that  will  be  encountered  more 
and  more.  One  of  the  effects  of  tribal  operation 
of  programs  is  that  tribes  have  much  greater  lat- 
itude to  tailor  programs  to  their  local  needs,  but 
also  they  are  in  a position  to  offer  services  to  non- 
Indians  and  thus  in  effect  compete  with  other 
providers  for  care  to  all  citizens.  How  extensive 
this  might  ultimately  be  is  impossible  to  predict 
at  the  present  time. 

Sources  ol  IHS  Funding 

The  basic  program  of  the  IHS  is  funded  by  the 
Congress  in  annual  appropriations.  In  FY  1995, 
the  Congressional  appropriation  for  IHS  was  $ 1 .963 
billion;  of  which  $ 1 .709  was  for  clinical  services 
and  S253  million  was  for  construction  and  main- 
tenance of  facilities,  including  sanitation  facili- 
ties for  Indian  homes.  These  sums  are  allocated 
to  the  various  IHS  areas  through  an  elaborate  sys- 
tem called  the  resource  allocation  methodology. 
A second  source  of  funding  was  established  in 
1976  by  the  Indian  Health  Care  Improvement  Act 
(PL  94-437).  In  this  act.  Congress  provided  that 
the  IHS  could  collect  fees  from  Medicare  and 
Medicaid  for  services  provided  to  eligible  Indi- 
ans who  received  their  care  in  IHS  facilities.  These 
funds  are  placed  in  a special  account  and  used 
for  accreditation  of  programs.  The  same  princi- 
ple was  later  extended  to  provide  the  IHS  author- 
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ity  to  collect  fees  from  private  insurance  compa- 
nies, again  for  care  provided  to  Indians  having 
insurance  coverage.  However,  private  insurance 
has  never  been  a significant  source  of  revenue 
for  the  IHS. 

Indian  Health  Services  in  Oklahoma 

The  IHS  area  office  for  the  Oklahoma  City  area  is 
located,  not  surprisingly,  in  Oklahoma  City.  The 
“sister”  organization  to  the  IHS,  the  Bureau  of 
Indian  Affairs  (BIA)  (once  again,  the  IHS  is  not 
part  of  the  BIA)  has  an  area  office  in  Anadarko 
and  one  in  Muskogee.  The  BIA  remains  in  the 
Department  of  Interior.  The  Oklahoma  City  area 
of  the  IHS  serves  the  largest  number  of  Indian 
people  of  any  of  the  12  areas  of  the  IHS.  It  pro- 
vides services  to  members  of  37  different  sepa- 
rate tribes  located  in  Oklahoma,  Kansas,  and  Texas. 
However,  members  of  many  other  tribes  reside 
in  Oklahoma  and  are  eligible  to  receive  direct 
services  in  IHS  and  tribal  facilities. 

The  Indian  population  that  has  made  at  least 
one  visit  to  an  IHS  or  tribal  facility  in  the  past  three 
years  is  termed  the  “user  population.”  For  FY  1 992, 
the  latest  year  for  which  data  are  available,  the 
total  IHS  user  population  was  1,149,881 . Of  this, 
246,750  (2 1 .5%)  were  located  in  Oklahoma.  It  is 
apparent  that  the  user  population  in  Oklahoma  is 
essentially  the  same  as  the  census  estimates  for 
those  identifying  themselves  as  Indian.  In  either 
case,  the  Indian  population  is  a significant  pro- 
portion of  the  state  population.  The  distribution 
of  the  Oklahoma  user  population  is  shown  in  Table 
1 . The  great  variability  in  size  of  various  Indian 
groups  characterizes  Indians  throughout  the  US. 
The  Oklahoma  Indian  population  utilizing  the 


Table  1.  Workload  at  IHS  and  Tribal  Facilities 
Fiscal  Year  1990 


Service  Unit 

Patients* 

Ada 

20,456 

Claremore 

71,181 

Clinton 

9,162 

Lawton 

21,406 

Pawnee 

12,636 

Shawnee 

21,748 

Tahlequah 

41,800 

Talihina 

23,550 

Wewoka 

9,068 

Haskell,  (Ks.) 

4,080 

Holton,  (Ks  1 

2,055 

Eagle  Pass  (Tx.) 

488 

Total 

237,630 

’Indians  who  have  visited  a lacildy  at  leasi  once  in  past  three  years 
Doto  from  OklohofTio  Aioo  Oflic  o,  IHS 


Claremore  and  Tahlequah  facilities  account  for 
almost  one-half  of  all  the  Oklahoma  Indian  vis- 
its. The  population  served  by  the  Claremore  ser- 
vice unit  alone  exceeds  the  population  served  by 
some  of  the  individual  areas  in  other  parts  of  the 
U.S.  The  tribes  served  by  the  Oklahoma  City  area 
office  are  listed  in  Table  2.  Those  knowledgeable 
of  Indian  affairs  can  appreciate  the  diversity  rep- 
resented among  the  listed  tribes. 

The  location  of  the  Oklahoma  area  service  units 
are  shown  in  Table  3.  Two  are  located  in  Kansas, 
one  at  Haskell  near  Lawrence,  and  the  other  at 
Holton.  The  Oklahoma  area  is  also  responsible 
for  a contract  health  care  program  for  Kickapoo 
Indians  in  Eagle  Pass,  Texas,  but  does  not  oper- 
ate a facility  there.  As  of  October  1,  1995,  the 
Oklahoma  area  contained  12  service  units,  7 
hospitals,  and  36  outpatient  facilities.  Of  these, 
tribes  operated  2 service  units,  3 hospitals,  and 
19  outpatient  facilities.  In  addition,  the  Oklaho- 
ma City  area  contracts  with  urban  Indian  501-C- 
3 organizations  to  provide  health  care  to  urban 


Table  2.  Tribes  Served  by  the  Oklahoma  Area 


Absentee  Shawnee  Tribe  of  Oklahoma 

Apache  Tribe  of  Oklahoma 

Caddo  Tribe  of  Oklahoma 

Cherokee  Nation  of  Oklahoma 

Cheyenne-Arapaho  Tribes  of  Oklahoma 

Chickasaw  Nation  of  Oklahoma 

Choctaw  Nation  of  Oklahoma 

Comanche  Tribe  of  Oklahomo 

Creek  Nation  of  Oklahoma 

Delaware  Tribe  of  Western  Oklahoma 

Ft.  Sill  Apache  Tribe  of  Oklahoma 

Iowa  Tribe  of  Oklahoma 

Kaw  Tribe  of  Oklahoma 

Kickapoo  Tribe  of  Kansas 

Kickopoa  Tribe  of  Oklahoma 

Kickapoo  Tribe,  Texos  Band 

Kiowa  Tribe  of  Oklahoma 

Miami  Tribe  of  Oklahoma 

Modoc  Tribe  of  Oklohoma 

Osage  Tribe  of  Oklahoma 

Otoe-Missouria  Tribe  of  Oklahoma 

Ottawa  Tribe  of  Oklahomo 

Pawnee  Tribe  of  Oklahoma 

Peoria  Tribe  of  Oklahoma 

Ponca  Tribe  of  Oklahoma 

Polawatomi  Tribe,  Citizen  Band,  Oklahoma 

Potawatomi  Tribe,  Prairie  Band,  Kansas 

Quopaw  Tribe  of  Oklohoma 

Sac  ond  Fox  Tribe  Missouri  in  Kansas  and  Nebraska 

Seminole  Nation  of  Oklahoma 

Seneca-Cayuga  Tribe  of  Oklahoma 

Shawnee  Tribe,  Eastern  Oklahoma 

Tonkawa  Tribe  of  Oklahoma 

Wichita  Tribe  of  Oklahoma 

Wyandotte  Tribe  of  Oklahoma 

Source,  OMohomo  City  Aioo  of  IHS 
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I Indians  in  Oklahoma  City,  Tulsa,  Wichita,  and 
Dallas.  Health  centers  are  important  clinics  op- 
I crated  in  communities  that  are  too  small  to  sup- 
port a fully  staffed  clinic.  They  are  normally  open 
Monday  through  Friday  from  8:()0  AM  until  5:00 
PM.  Physicians  assigned  to  health  centers  ordi- 
narily have  no  night  call.  Patients  requiring  inpa- 
I tient  care  are  referred  to  the  nearest  ills  hospital, 
unless  it  is  an  emergency  in  which  private  facil- 
I ities  may  be  utilized. 

Ills  and  tribal  hospitals  are  typically  small;  the 
largest  in  Oklahoma  has  60  beds.  Except  for  the 
14-bed  facility  in  Clinton,  all  Ills  hospitals  pro- 
vide general  medical,  surgical,  obstetrical,  gyne- 
cologic, pediatric,  and  outpatient  services.  Hos- 
pitals operated  by  the  IMS  are  located  in  Claremore, 
Lawton,  Clinton,  and  Tahlequah.  Hospitals  op- 
erated by  the  tribes  are  the  Choctaw  Hospital  in 
Talihina,  the  Ada  facility  operated  by  the  Chick- 
asaw Nation,  and  the  Okemah  facility  operated 
by  the  Creek  Nation.  The  location  of  the  various 
clinics  operated  by  the  IMS  and  the  tribes  is  shown 
in  Table  4.  The  relationship  of  these  to  rural  ar- 
eas provides  a basis  for  possible  cooperation  be- 
tween IMS  and  the  tribes  and  other  rural  health 
care  programs. 

Indian  Health  Services  Are  Complex 

There  are  three  primary  reasons  for  the  complexity 
of  Indian  health  services,  including  those  in  Okla- 
homa: { 1 ) In  the  state  are  33  tribal  governments, 
each  one  sovereign,  and  each  with  its  own  set  of 
characteristics;  (2)  The  IMS  program  is  the  most 
complex  health  care  delivery  in  the  country,  com- 
bining preventive,  curative,  rehabilitative,  and 
environmental  services  into  a decentralized  sys- 
tem of  community  oriented  primary  care;  and  (3 ) 
There  are  several  systems  of  financing  of  care 
for  Indian  people  both  directly  in  IMS  facilities 
and  in  the  purchase  of  care  from  the  private  sec- 
tor. For  example,  the  IMS  is  not  only  a payer  for 
services,  but  collects  from  Medicaid  and  Medi- 
care for  services  rendered  to  eligible  Indian  peo- 
ple. To  the  already  complicated  aspects  of  daily 
Indian  life  is  added  the  increasingly  complex  nature 
of  health  care  and  health  care  delivery. 

Indian  Heahh  Services  Contribute 
Greatly  to  the  Economy  of  the  State 

The  FY  1995  allocation  of  $230  million  to  the 
Oklahoma  City  area  represents  a substantial  eco- 
nomic contribution  to  the  state.  The  monies  that 
go  directly  to  private  providers  through  the  IMS 
Contract  Health  Services  Program  in  FY  1995  was 
approximately  $42  million.  The  latter  program 
basically  covers  uninsured  Indians  ineligible  for 
Medicaid.  If  the  IMS  were  abolished,  as  some  have 


from  time  to  time  advocated,  some  other  source 
of  care  would  have  to  be  found  for  these  unin- 
sured individuals.  If  for  no  other  reason,  this  fact 
should  require  consideration  by  those  planning 
for  health  delivery  for  Oklahoma  citizens. 

Oklahoma  Health  Care  Authority  and 
SoonerCare 

The  advent  of  managed  care  in  the  Oklahoma 
Medicaid  program  administered  through  the  newly 
established  Oklahoma  Health  Care  Authority  is 
already  beginning  to  have  considerable  effect  on 
Indian  health  care  services  in  the  state  and  is 
expected  to  bring  about  considerable  change  for 
both  the  IMS  and  the  tribes.  Since  they  arc  also 
providers  of  care  to  Medicaid  recipients,  their 
income  will  be  affected  by  the  managed  care  as- 
pects of  the  Oklahoma  Medicaid  program.  The 
advent  of  SoonerCare  greatly  increases  the  pres- 
sure for  IMS  and  tribal  programs  to  compete  for 
patients.  There  is  no  satisfactory  way  to  predict 
at  the  moment  how  many  Medicaid-eligible  In- 
dians may  opt  to  receive  all  their  care  from  one 
of  the  established  health  maintenance  organiza- 
tions ratherthan  from  IMS  or  tribal  programs. This 
is  of  concern  primarily  to  the  urban  programs  but 
as  SoonerCare  spreads  to  involve  the  rural  por- 
tions of  the  state,  it  will  undoubtedly  have  great- 
er impact. 


Table  3.  IHS  Service  Units  in 

Oklahoma  City  Area 

Ada 

Claremore 

Clinton 

Haskell,  Kansas 
Holton,  Kansas 
Lawton 

Pawnee 

Shawnee 

Tahlequah 

Talihina 

Wewoka 

Adopted  from  doio  of  Oklohomo  Areo  Office.  tHS 

Table  4.  Locafion  of  IHS  and  Tribally  Operated  Facilities  in  Oklahoma  Area 


Hospitals  Health  Clinics  and  Centers 


IHS 

Tribal 

IHS 

Tribal 

Urban 

Claremore 

Talihina 

Anadarko 

Ardmore 

Oklahoma  City 

Clinton 

Okemah 

Carnegie 

Broken  Bow 

Tulsa 

Lawton 

Ada 

Concho 

Eufaula 

Wichita 

Tahlequah 

Miami 
Pawhuska 
Pawnee 
Shawnee 
Watonga 
Wewoka 
White  Eagle 
Holton  (Ks.) 
Lawrence  (Ks.) 

Hugo 

Jay 

McAlester 

Nowata 

Okemah 

Salina 

Sallisaw 

Sapulpa 

Stilwell 

Stroud 

Tishomingo 

Dallas 

Adopted  from  doto  of  Okiohoma  Area  Office,  IHS 
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Summary 

There  is  a special  relationship  between  tribes  in 
the  US.  in  which  the  sovereignty  of  tribes  has 
been  reaffirmed  many  times.  In  the  course  of  treat- 
ing with  Indians,  the  federal  government  under- 
took solemn  obligations  to  provide  certain  ser- 
vices to  Indian  people,  including  health  care. 
Notwithstanding  this  relationship  and  the  obli- 
gations of  the  federal  government,  Indians  have 
a “dual  entitlement”  to  programs,  and  programs 
cannot  deny  services  to  Indian  people  simply 
because  there  is  an  Indian  health  program  financed 
by  the  federal  government.  The  sovereign  nature 
of  tribes,  the  special  government-to-government 
relationship  with  the  federal  government,  the 
provision  of  services  to  Indian  people  by  the  fed- 
eral government,  the  continuing  responsibility  for 
Indian  services  by  the  various  states  have  all  cul- 
minated in  a situation  made  ideal  for  confusion, 
frustration,  and  conflict.  In  answer  to  the  often- 
asked  question.  Why  are  there  so  many  programs 
for  Indian  people  in  the  state?  it  can  be  seen  that 
there  is,  in  fact,  only  one  federal  system  of  care 
for  Indian  people.  It  is  an  extremely  complex  one, 
arising  from  a series  of  historical  and  social  con- 
texts. Finally,  as  the  revolution  in  health  care 
delivery  continues,  with  all  its  ramifications,  the 
Indian  population  and  its  programs  will  have  to 
be  taken  into  account  in  whatever  ultimately  re- 
sults from  the  changes  in  Oklahoma.  It  is  hoped 
that  this  brief  description  of  some  of  the  major 
aspects  of  Indian  health  care  both  nationally  and 
in  Oklahoma  will  increase  understanding  of  this 
important  segment  of  the  Oklahoma  population.® 
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Poison  Prevention  for  the  Elderly 

Lee  McGoodwin,  MS 


Persons  60  years  of  age  or  older  accounted  for 
only  about  3%  of  poison-center-related  calls. 
However,  this  age  group  comprised  more  than 
20%  of  poison-center-reported  poisoning 
deaths  in  1994.  The  physiological  changes  as- 
sociated with  the  aging  process  that  frequently 
alter  the  overall  effects  of  a drug  {or  a poison) 
make  this  rapidly  growing  population  group 
especially  susceptible  to  both  acute  and 
chronic  toxicity.  The  prevention  of  intentional 
and  unintentional  poisonings  and  misdosing  of 
medications  among  the  elderly  requires  new 
and  imaginative  approaches. 

Historically,  poison  prevention  efforts  have  fo- 
cused mainly  on  the  pediatric  patient  and  on 
poison-proofing  the  home.  This  focus  seems  rea- 
sonable because  approximately  54%  of  the  more 
than  1 .9  million  toxic  exposures  reported  to  poi- 
son centers  in  1 994  involved  persons  younger  than 
six  years  of  age.'  Fortunately,  this  age  group  only 
accounted  for  3.4%  of  the  reported  fatalities  in 
1 994.'  However,  while  approximately  3%  of  these 
reported  calls  involved  persons  60  years  of  age 
or  older,  the  elderly  accounted  for  more  than  20% 
of  poison  center-reported  poisoning  deaths.'  A 
Massachusetts  Poison  Center  study  discovered  that 
persons  more  than  60  years  of  age  had  the  same 
poisoning  hospitalization  rates  as  younger  age 
groups,  but  corresponding  poisoning  death  rates 


From  ihe  Oklahoma  Poison  Control  Center,  The  University  of  Oklahoma 
College  of  Pharmacy  and  Children's  Hospital  of  Oklahoma.  Oklahoma 
City.  Oklahoma. 

Direct  correspondence  to  Lee  McGoodwin.  Managing  Director,  Okla- 
homa Poison  Control  Center.  940  N.E.  13th  Street,  Oklahoma  City,  OK 
73104. 


were  as  much  as  2.6  times  higher  for  the  mature 
adult.-  It  is  also  likely  that  many  toxic  exposures 
or  adverse  drug  reactions  involving  older  persons 
are  not  reported  to  poison  centers. 

Although  the  elderly  currently  make  up  approx- 
imately 1 2%  of  the  United  States  population,  they 
consume  more  than  25%  of  all  medications.^  The 
typical  ambulatory,  elderly  patient  takes  4.5  pre- 
scribed medications  and  3.4  over-the-counter 
preparations."*'^  Those  in  nursing  homes  and  in- 
termediate care  facilities  are  prescribed  an  aver- 
age of  eight  drugs  during  a month. ^ America’s 
elderly  population  is  projected  to  increase  to  23% 
by  the  year  2040.’ 

With  so  many  older  persons  taking  potent  drugs, 
it  is  apparent  why  this  is  a rapidly  growing  high 
risk  group  for  both  chronic  or  acute  intoxications. 
The  most  commonly  used  medications  in  the 
geriatric  population  include  analgesics  (salicy- 
lates and  acetaminophen),  anti-inflammatory 
drugs,  gastrointestinal  preparations,  the  cyclic 
antidepressants,  theophylline,  sedative-hypnotics 
including  benzodiazepines,  antihypertensives,  and 
cardiovascular  medications  such  as  digitalis,  cal- 
cium channel  blockers,  and  beta  blockers."  Res- 
idents in  long-term  care  facilities  receive  a daily 
average  of  seven  different  medications.  Laxatives, 
analgesics,  neuroleptics,  and  sedative-hypnotics 
are  the  most  commonly  prescribed  medications 
in  long-term  care  facilities.’  Benzodiazepines, 
antidepressants,  and  phenothiazines  have  all  been 
associated  with  increases  in  injuries  resulting  from 
falls  among  this  age  group. '°  Elderly  persons  have 
higher  rates  of  adverse  drug  reactions  2 to  3 times 
higher  than  younger  age  groups."  Drug-drug 
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As  people 
age,  their 
physiological 
handling  of  o 
drug  may 
change  so 
to  render 
them  more 
susceptible  to 
its  therapeutic 
effects  os  well 
os  to  its 
side-effects. 


interactions  are  also  common.  In  one  nursing  home 
study,  as  many  as  42%  of  elderly  patients  were 
given  several  prescriptions  which  could  have  had 
important  interactions.'^ 

Iatrogenic  mismedication  accounts  for  many 
poisonings  and  adverse  effects  annually.  In  one 
West  German  study  of  1 96  patients  given  medi- 
cations, 12.2%  had  been  prescribed  wrong  or  high- 
risk  drugs;  among  the  694  prescriptions  dispensed, 
4.2%  were  in  error.'^  With  up  to  4.0  million  pa- 
tients in  the  United  States  with  Alzheimer’s  or 
related  conditions,''*  dementia  or  confusion  may 
account  for  many  instances  of  poisoning  or  mis- 
medication. Incidentally,  solvents,  pesticides,  and 
carbon  monoxide  are  known  causes  of  chronic 
psychorganic  syndromes  and  peripheral  neurop- 
athies. Cleaning  products,  arts  and  crafts  supplies 
such  as  ceramic  glazes  with  lead,  topical  medi- 
cations, rubbing  alcohol,  colognes,  and  plants  are 
frequently  implicated  in  ingestions  of  confused 
or  institutionalized  older  patients. 

Poor  vision  may  also  result  in  accidental  use 
of  the  wrong  medications  or  mistaking  of  a non- 
potable  fora  food  item.'^  Mislabeling  or  improp- 
er storage  of  substances  in  the  medicine  cabinet 
or  pantry  can  easily  result  in  accidental  ingestions. 
Brushing  teeth  with  muscle  rubs,  placing  glue  in 
the  eye  rather  than  an  ophthalmic  ointment,  or 
drinking  bleaches  mistaken  for  water  in  a cup  are 
common  scenarios  reported  to  the  Oklahoma 
Poison  Control  Center.  Frequently  at  night  an 
elderly  patient  may  poison  himself  by  taking  the 
wrong  medicine  off  the  bedside  stand  without 
bothering  to  turn  on  the  light.  Medication  dosag- 
es may  accidentally  or  mistakenly  be  doubled. 
Depression  and  self-harm  are  other  under-recog- 
nized factors  in  elderly  poisoning  cases.  In  the 
1 994  survey  of  AAPCC,  a large  percentage  of  eld- 
erly poisoning  deaths  were  documented  suicides. ' 

Kinetics 

Approximately  3 to  10%  of  all  hospital  admis- 
sions for  elderly  patients  are  attributed  to  adverse 
drug  effects.'*’ Advanced  age,  lower  body  weight, 
renal  or  hepatic  insufficiency,  and  polypharma- 
cy are  all  associated  with  an  increased  risk  of 
adverse  drug  reactions  and  potential  toxicity. 
Physiological  changes  associated  with  the  aging 
process  frequently  alter  the  overall  effects  of  a 
drug  (or  a poison)  that  arc  dependent  on  how  the 
body  manages  the  absorption,  distribution,  me- 
tabolism, and  excretion  of  that  agent.  Aging  it- 
self causes  changes  in  the  compartment  distribu- 
tion of  a drug,  its  plasma  protein  binding,  the 
sensitivity  of  target  organs,  the  vulnerability  of 
non-target  organs,  and  the  drug’s  endogenous 
elimination.'’  Commonly  these  changes  result  in 


longer  duration  of  action,  greater  or  lesser  respons- 
es to  certain  drugs,  and  increases  in  the  number 
of  adverse  drug  reactions  or  increases  in  the  in- 
cidences of  toxicity.'’ 

Absorption 

Despite  age-related  changes  that  reduce  absorp- 
tion of  nutrients  by  active  transport  such  as  thia- 
mine, iron,  and  calcium,  no  clinically  significant 
decreases  in  drug  absorption  have  been  attribut- 
able to  the  normal  aging  process.  Most  drugs  are 
passively  absorbed  so  that  even  factors  such  as  a 
40%  reduction  in  blood  flow  to  the  small  intes- 
tine, a 30%  decrease  in  mucosal  surface  area  and 
general  decrease  in  gastric  acid  production  asso- 
ciated with  normal  aging  do  not  effect  absorp- 
tion of  most  medications.'*  However,  conditions 
that  are  more  frequent  in  the  elderly  than  in  young 
persons,  such  as  partial  small  bowel  resections, 
various  types  of  malabsorptive  states,  and  the 
concomitant  administration  of  antacids  or  anti- 
cholinergics, can  significantly  alter  drug  absorp- 
tion. 

Distribution 

The  duration  of  action  of  a drug  depends  on  the 
volume  of  distribution,  the  metabolism,  and  the 
clearance  of  the  drug.  Elderly  persons  have  a 
decreased  lean  body  mass.  The  proportion  of 
adipose  tissue  in  males  increases  from  1 8%  of 
body  mass  in  young  men  to  36%  in  elderly  males 
and  from  36%  in  young  women  to  48%  in  elder- 
ly women.  Due  to  a 10  to  15%  decrease  in  total 
body  water  between  20  and  90  years'’  ''*combined 
with  this  increase  in  total  body  fat,  many  drugs 
and  toxins  will  have  changed  volumes  of  distri- 
bution as  aging  occurs,  effecting  their  concen- 
tration at  active  receptor  sites  in  target  tissues  and 
their  storage  and  availability  for  metabolism  and 
clearance.  Water  soluble  drugs  such  as  lithium 
and  ethanol  have  a smaller  volume  of  distribu- 
tion that  can  result  in  an  increased  serum  con- 
centration and  toxicity  at  lower  dosages.  Lipid 
soluble  drugs  and  chemicals  have  a larger  vol- 
ume of  distribution  resulting  in  longer  elimina- 
tion half  lives  for  certain  pesticides,  barbiturates, 
and  drugs  affecting  the  central  nervous  system. 
For  example,  the  elderly  are  more  susceptible  to 
the  narcotic  analgesics  due  in  part  to  increased 
peripheral  compartment  concentrations.’"  Due  to 
an  elderly  patient’s  decreased  lean  body  mass  and 
subsequently  decreased  volume  of  distribution, 
a therapeutic  dose  of  digoxin  in  a younger  pa- 
tient may  produce  a toxic  reaction  in  the  mature 
patient. 

The  extent  of  plasma  protein  binding  alTects 
the  amount  of  a free  drug  available  to  susceptible 
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tissues  as  well  as  the  amount  available  for  renal 
clearanee.  Acidic  drugs  bind  well  to  the  albumin 
fraction  of  plasma  proteins,  whereas  basic  drugs 
' bind  to  the  alpha- 1 -acid  glycoprotein  fraction. 

' While  the  concentration  of  alpha- 1 -glycoprotein 
. rises  with  aging,  the  concentration  of  albumin  in 
I an  80-year-old  is  approximately  20%  less  than 
I that  in  a 20-ycar-old.-'  Examples  of  drugs  that 
have  a greater  than  50%  increase  in  free  fractions 

Iin  the  elderly  include  acetazolamide,  diflusinal, 
naproxen,  salicylate,  and  valproic  acid.'’-'  Chron- 
ically ill,  hospitalized,  or  institutionalized  mature 
patients  may  have  even  greater  decreases  in  plasma 
albumin.  Drugs  may  compete  for  protein  bind- 
ing sites  so  a subsequently  added  drug  may  dis- 
place another  drug  from  protein  binding  sites  and 
result  in  toxicity.  Theophylline,  phenytoin,  war- 
farin, and  digoxin  can  have  increased  effects  in 
these  circumstances. 

Excretion 

As  people  age,  their  physiological  handling  of  a 
drug  may  change  so  to  render  them  more  suscep- 
, tible  to  its  therapeutic  effects  as  well  as  to  its  side- 

1 effects.  The  elderly  have  a reduction  in  renal  func- 
tion (a  10%  fall  in  GFR  for  each  decade  past  50 
years  old’' ) and  will  clear  more  slowly  those  drugs 
or  toxins  that  are  primarily  excreted  through  the 
kidneys.  Dosage  adjustments  based  on  creatinine 
clearance  are  commonly  made  for  aminoglyco- 
. sides,  vancomycin,  lithium,  digitalis,  and  procain- 
I amide.  Due  to  the  low  therapeutic  indices  of  these 
I renally  cleared  drugs,  closer  pharmacokinetic 
I monitoring  of  these  drugs  is  important  for  patients 
of  advanced  age.  Aging  produces  changes  in  liv- 
er function  as  well;  the  rate  of  blood  flow  through 
the  liver  declines  from  1400  cc  min  at  30  years 
' old  to  800  cc;  min  by  age  7 5 years.”  Patients  with 
< slowed  liver  function  may  be  more  susceptible  to 
1 those  agents  with  a large  first  pass  effect  (e.g., 
( lidocaine,  propranol).  Decreased  enzymatic  oxi- 
I dative  reactions  in  the  cytochrome  P450  can  re- 
* suit  in  longer  duration  of  action  for  some  drugs 
[ in  older  patients.”-''  This  is  true  especially  for  drugs 
I producing  active  metabolites,  such  as  alprazolam 
I and  diazepam. 

Pharmacodynamics 

The  changed  physiology  of  the  elderly  patient  can 
increase  susceptibility  to  the  anticipated  effects 
of  a drug  or  toxin.  These  pharmacodynamic  chang- 
es may  be  due  to  changes  in  receptor  numbers, 
alterations  in  receptor  binding,  or  changes  in  trans- 
lation of  receptor-initiated  cellular  response  into 
a biochemical  reaction.  Increased  receptor  response 
has  been  reported  in  elderly  using  opiates,  ben- 
zodiazepines,’^ or  warfarin.’^  Increased  autonomic 


instability  might  make  older  patients  more  sus- 
ceptible to  pressor  side-effects  of  phenylpropano- 
lamine.” Decreased  adrenergic  response  results 
in  less  tachycardia  when  elderly  patients  receive 
isoproterenol  and  less  bradycardia  when  beta 
blockers  are  used.”' Changes  in  gut  mucosa  and 
local  pi  1 might  explain  the  increa.sed  rates  of  gastric 
irritation  and  bleeding  found  in  elderly  patients 
treated  w ith  nonsteroidal  anti-inflammatory  med- 
ications.’''’*’The  aging  process  seems  to  increase 
the  sensitivity  of  the  heart,  bladder,  bowel,  and 
the  central  nervous  system.  Older  patients  clear- 
ly do  not  tolerate  anticholinergic  side-elTects  of 
drugs  such  as  cyclic  antidepressants  or  antihista- 
mines well.  The  elderly  have  shown  increased 
sensitivity  to  the  cardiac  and  blood  pressure  ef- 
fects of  theophylline.’'  ” 

Toxins  should  be  ruled  out  in  the  elderly  pa- 
tient with  confusion,  seizures,  coma,  or  the  new 
onset  of  inexplicable  signs  and  symptoms.  Ad- 
verse drug  reactions  frequently  produce  symp- 
toms such  as  nausea,  loss  of  balance,  change  in 
bowel  pattern,  confusion,  or  sedation.  A review 
of  the  patient’s  current  medications  may  reveal 
combinations  that  are  contraindicated  or  may 
synergistically  interact. 

Treatment 

Principles  of  resuscitation  and  supportive  care, 
decontamination,  enhanced  elimination,  and  an- 
tidotal therapy  apply  in  the  management  of  eld- 
erly poisonings.  However,  the  use  of  ipecac  may 
hold  additional  dangers  for  the  elderly  patient. 
One  case  report  documents  intracerebral  hemor- 
rhage, aspiration,  and  death  after  ipecac  syrup 
treatment  of  a boric  acid  ingestion  in  an  84-year- 
old  woman.”  Gastric  lavage  and  activated  char- 
coal. under  controlled  circumstances,  are  preferred 
methods  of  decontamination. 

Prevention 

The  prevention  of  intentional  and  unintentional 
poisonings  and  mismedication  among  the  elder- 
ly requires  new  and  imaginative  approaches. 
Regulatory  changes  that  require  the  use  of  large 
print  and  universal  symbols  and  warnings  on 
prescription  labels  designed  for  the  elderly  would 
be  very  desirable.  A few  drug  companies  plan  OTC 
label  changes  in  the  future  that  will  hopefully 
become  a general  trend  These  companies  are 
voluntarily  increasing  print  size,  simplifying 
medical  terminology,  and  highlighting  important 
warnings  for  selected  OTC  drugs. 

Education  strategies  should  emphasize  the  need 
for  communication  between  patient,  his  caretak- 
ers, the  physician,  the  nurse,  and  the  pharmacist. 
Simple  drug  information  sheets  given  to  patients 
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may  be  only  marginally  effective  in  increasing 
their  knowledge  about  adverse  drug  effects  and 
changing  their  behaviors.^''  However,  a review  by 
the  physician  or  pharmacist  of  the  patient’s  cur- 
rent medications,  the  possible  drug-drug  interac- 
tions, and  adverse  side  effects  may  be  much  more 
effective  and  should  be  a standard  of  each  visit. 

Finally,  10%  of  the  elderly  population  has 
symptoms  of  depression  and  1 0 to  20%  of  those 
in  acute  or  chronic  care  institutions  carry  the  di- 
agnosis of  a major  depressive  disorder.^^  Depressed 
geriatric  patients  must  be  assessed  as  to  their  risk 
for  suicide  or  intentional  mismedication.  Care- 
ful prescribing  of  potent  medications  in  non-le- 
thal  total  prescriptions  with  frequent  follow-up 
and  attention  to  social  and  psychiatric  as  well  as 
medical  concerns  may  help  prevent  intentional 
injuries  in  this  high-risk  population. 

The  Oklahoma  Poison  Control  Center  is  staffed 
by  licensed  pharmacists  and  offers  free  statewide 
service  to  both  laypersons  and  health  professionals. 
As  always,  physicians  are  encouraged  to  call  our 
center  for  any  assistance  needed  with  the  man- 
agement of  acute  and  chronic  toxic  exposures  to 
drugs  or  poisons.  Often,  poisonings  can  be  more 
easily  prevented  than  treated.  Please  actively  pro- 
mote patient  awareness  of  potential  hazards  and 
encourage  them  to  call  the  center  for  poison  pre- 
vention information.  This  telephone  service  is 
available  twenty-four  hours  a day  and  year  round 
at  405-271-5454  in  the  greater  Oklahoma  City 
area  and  1-800-522-4611  statewide.  [j 
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OKLAHOMA  CENTRALIZED 
VERIFICA  TION  ORGAN  IZ A TION 
A Way  Out  of  the  Paperwork  Nightmare 


By  Michelle  Seba,  OCVO  Program  Director 


There  is  a way  out  of  the  credentialing 
nightmare  that  has  inundated  the 
physician's  office.  The  centralized  system 
developed  by  Tulsa  County  Medical  Society 
(TCMS)  has  successfully  operated  and 
experienced  dramatic  growth  over  the  last 
: eight  years.  With  larger  managed  care  plans 

■ and  more  hospitals  now’  using  this  system, 
physicians  across  the  state  can  look  forward  to 
being  part  of  this  program. 

The  TCMS  service,  Oklahoma  Centralized 
■ Verification  Organization,  or  OCVO,  developed 
its  programs  in  response  to  physicians  asking 
' for  help  to  reduce  the  redundancy  of 
• paperwork  necessary  to  become,  or  continue  to 
< be,  a part  of  various  health  care  organizations 
i (HCOS). 

Centralized  Verification  Organizations 
t (cvos)  are  encouraged  by  the  am  A and 
I recognized  as  adding  to  the  efficiency  of  the 
i credentialing  process.  The  Oklahoma  State 
i Medical  Association  has  officially  recognized 
and  endorsed  Oklahoma's  CVO  as  one  of  the 
leaders  in  the  industry. 

There  are  basic  consistencies  among 
hospitals  and  managed  care  organizations 
. regarding  what  information  needs  to  be 
gathered  during  the  credentialing  process.  We 
asked  medical  directors,  provider  relations 
1 managers,  and  medical  staff  coordinators  what 
' must  be  included  on  the  applications  to  meet 
their  accreditation,  license,  bylaws,  and  legal 

' Direct  correspondence  to  Michelle  Seba.  Program  Manager.  Oklahoma 
, Centralized  Verification  Organization.  202 1 South  Lewis,  Suite  560.  Tulsa. 
, OK  74104-5723. 


requirements.  The  answer  was  one 
comprehensive  initial  application  and  one 
comprehensive  recredentialing 
(reappointment)  application  that  met  the  needs 
of  all  clients.  Some  hospitals  required  a written 
request  for  an  application  to  be  submitted  by 
the  physician,  and  for  this  purpose  a very  brief 
third  form  (one  page),  the  “Pre-App,”  was 
developed. 

Now,  when  a physician  applies  to  one  or 
more  HCOs,  the  application  is  completed  on 
paper  or  disk  and  returned  to  OCVO.  We  verify 
the  application  and  provide  a complete  file  to 
the  HCO(s).  When  the  physician  needs  to  apply 
to  another  HCO,  the  application  is  sent  to  the 
physician  to  review,  make  any  changes  that 
have  occurred  since  it  was  last  submitted,  and 
return  it  to  OCVO.  There  will  always  be  HCO- 
specific  papers  to  complete,  such  as  a privilege 
request  form  or  affirmation  statement,  but  the 
greatest  portion  of  the  physician  information  is 
already  handled — a real  relief  for  office 
personnel  trying  to  prepare  credentialing 
paperwork  among  all  their  other  duties. 

Confidentiality  is  the  highest  priority  and 
OCVO  has  stringent  guidelines.  The  HCO  must 
be  contracted  with  OCVO  to  receive 
information  about  a physician  and  the 
physician  must  sign  a release  for  us  to  provide 
that  information.  Physician  files  are  locked  and 
secured,  and  only  authorized  OCVO  personnel 
have  access. 

In  addition  to  centralized  applications  and 
verifications.  OCVO  collects  documents  from 
the  physician  that  are  required  by  the  HCOs. 
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Copies  of  medical  licenses,  certificates  of 
malpractice  insurance,  dea  and  bndd 
registrations  are  all  required  to  be  current  and 
each  of  the  physician’s  HCOs  must  have  a copy, 
ocvo  collects  the  document  once  from  the 
physician  at  the  time  of  expiration,  and 
forwards  a copy  to  each  HCO  client  to  which 
the  physician  is  a member.  This  saves  each 
HCO  from  having  to  send  a letter  of  request  to 
each  physician,  as  well  as  the  physician  having 
to  respond  separately  to  each  request. 

The  centralized  recredentialing  program  is 
timed  according  to  the  physician’s  birth  month, 
odd  or  even  number  year.  For  instance,  a 
physician  born  in  October  1952  would  be 
scheduled  to  be  recredentialed  in  October  1996, 
and  not  again  until  October  1998.  Each  HCO 
contracted  to  participate  in  this  program 
eliminates  the  need  of  the  physician  to  complete 
a different  recredentialing  application  for  each 
organization.  Physicians  who  are  members  of 
several  hospitals  and  managed  care  plans 
quickly  benefit.  The  recredentialing  packet 
contains  one  application  and  the  HCO-specific 
form(s)  (i.e.,  privilege  request  form)  for  each 
organization.  Because  it  involves  several  HCOs 
and  their  specific  paperwork,  it’s  a little  more 
lengthy  at  the  time,  but  does  not  have  to  be 
repeated  for  two  years. 


ocvo  is  planning  to  have  the  ability  to 
complete  non-client  credentialing  forms  for 
physicians.  The  physician  that  has  been 
credentialed  by  ocvo  would  simply  submit  the 
form  to  us,  and  the  historical  data  would  be 
electronically  downloaded  onto  the  form. 

Watch  for  the  announcement  regarding 
implementation  of  this  service. 

Other  services  now  under  consideration  to 
meet  the  accreditation  standards  for  managed 
care  organizations  are  centralized  safety, 
medical  records,  and  other  on-site  reviews. 

ocvo  is  open  to  developing  solutions  to 
common  needs  of  physicians  and  health  care 
organizations  and  would  be  glad  to  hear  from 
you.  Only  by  working  together  to  keep 
organized  medicine  in  control  of  these 
necessary  processes  will  physicians  be  able  to 
continue  to  deliver  their  product — high-quality 
medical  care — at  the  lowest  possible  cost.  You 
may  reach  us  at  1-800-340-6070  or  918-743- 
0381.  Our  address  is  2021  South  Lewis,  Suite 
560,  Tulsa,  Oklahoma  74104-5723.  31 

The  Author 

Michelle  Seba.  C'MSC,  is  program  manager  for  the  Oklahoma  Central- 
ized Verification  Organization. 
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Osteoporosis:  It  is  a fact  of  life  but  both  preventable  and  treatable 


Women,  today,  w ill  live  one  third  of 
lives  after  menopause,  greatly  in- 
ereasing  their  risk  of  osteoporosis.  A 
women's  risk  of  developing  a hip  frac- 
ture  is  equal  to  the 
eombined  risk  of  de- 
■ O . veloping  breast,  uter- 

H ■ ine,  and  ovarian  can- 

I P I eer;  and  50%  of  all 
^ Oklahoma  women  fif- 

ty years  or  older  will 
ha\  e an  experience  w ith  a fracture  caused 
by  osteoporosis.  Of  this  group  w ho  ex- 
perience a fracture,  25%  w ill  be  so  func- 
tionally impaired  as  to  be  admitted  for 
long-term  care.  In  1994,  Oklahoma 
Medicare  expenditures  for  inpatient  care 
related  to  fractures  and  osteoporosis  were 
over  1 1 million  dollars.  This  common 
metabolic  bone  disorder  is  characterized 
by  a reduction  in  bone  mass  that  endan- 
gers the  biomechanical  integrity  of  the 
skeleton,  leading  to  bone  fragility  and  a 
consequent  fracture  risk. 

The  burden  for  the  person  is  proba- 
bly not  great  until  the  fracture  occurs. 
Long  bone  fractures,  if  set  properly  and 
healed  normally,  are  not  painful.  Hip 
fractures  are  normally  seen  in  the  old, 
whereas,  spinal  fractures  are  seen  in  the 
middle-aged.  Fractures  of  the  spine  heal 
with  reversible  displacement  and  de- 
crease the  quality  of  life  and  productiv- 
ity of  the  person.  Spinal  fractures  dis- 
tort the  skeletal  anatomy  and  collapse 
truncal  height.  This  causes  reduction  to 
the  thoracic  and  abdominal  cavities,  and 
embarrasses  the  action  of  the  heart,  lungs, 
stomach,  and  bladder,  causing  breath- 
ing problems,  hiatal  hernia,  and  urinary 
incontinence.  The  financial  burden  in 


Oklahoma  is  expect  to  rise  because  frac- 
ture rates  increase  with  age,  and  our  aging 
population  is  growing  rapidly.  In  addi- 
tion to  the  financial  burden  attributed  to 
this  disease,  osteoporosis  has  a profound 
effect  on  the  quality  of  life  of  older  in- 
dividuals. The  older  adult  w ith  osteoporo- 
sis typically  experiences  reduced  mobil- 
ity, pain,  loss  of  independence,  and 
psychological  distress  with  the  postural 
disfigurement  and  fear  of  additional  falls 
and  fractures. 

Other  startling  statistics  about  Okla- 
homa w omen,  osteoporosis,  and  fractures 
include;  15%  of  women  who  died  of 
accidental  falls  associated  with  os- 
teoporosis had  premature  and  prevent- 
able osteoporosis,  and  20%  of  persons 
who  have  a hip  fracture  associated  with 


osteoporosis  will  die  within  the  year.  Each 
year  some  15,()()()  fractures  will  occur 
among  Oklahoma  women  due  to  os- 
teoporosis. As  a disease,  osteoporosis  is 
too  costly  not  to  attempt  preventive  strat- 
egies throughout  the  life  cycle. 

Good  bones  that  should  last  a lifetime 
begin  in  childhood.  Peak  bone  mass  is 
reached  by  age  30,  decreases  slowly  at 
first,  and  then  more  quickly  after  climac- 
teric in  both  sexes.  The  clinical  outcome 
of  osteoporosis  is  fracture,  but  the  tim- 
ing of  this  catastrophe  depends  on  chance 
and  trauma. 

Strategies  for  preventing  bone  mass 
loss  include  exercise,  a diet  with  rec- 
ommended calcium  levels,  calcium  sup- 

(continued) 
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Osteoporosis  Burden 

Fractures  by  Age,  1994 
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plements,  and  hormone  replacement  for 
women  after  menopause. 

♦ Primary  prevention  activities  can 
be  conducted  with  children,  youth,  and 
young  adults.  Children  and  young  adults 
can  receive  educational  opportunities  on 
the  benefits  of  exercise  and  diet  and  the 
hazards  of  smoking  and  alcohol  con- 
sumption, as  well  as  practicing  these  good 
health  habits.  Young  women  during  child- 
bearing years  should  receive  supplemen- 
tal calcium  if  diets  are  deficient;  1,600 
mg/day  is  recommended.  Parents  should 
be  counseled  on  the  calcium  levels  need- 
ed by  their  children;  1,200  mg/day  is 
recommended.  Encouraging  children  and 
young  adults  to  participate  in  sports  and 
physical  activities  will  sustain  bone  mass. 
When  counseling  on  dietary  factors, 
physicians  should  encourage  the  fami- 
ly to  utilize  skim  or  1%  milk,  thereby 
lowering  the  fat  but  still  getting  the  cal- 
cium that  is  needed.  Young  adults  should 
be  encouraged  to  continue  physical  ex- 
ercise and  commit  to  no  smoking  and 
drinking  in  moderation.  Diets  deficient 
in  calcium  should  be  augmented  with  a 
calcium  supplement. 

♦ Secondary  prevention  activities  can 
be  conducted  with  middle-aged  and  older 
adults.  Emphasis  in  these  age  groups 
should  be  on  specific  forms  of  exercise, 
adequate  calcium  supplements  (1,000 
mg/day),  and  targeted  bone  mass  screen- 
ing. Targeted  bone  mass  screening  could 
be  conducted  on  those  women  who  meet 
the  risk  profile.  The  effectiveness  and 
efficacy  of  mass  screening  has  not  been 
proven.  Menopausal  women  should  be 
counseled  on  the  benefits  of  hormone 
replacement  therapy.  The  longer  the 
hormonal  effect,  the  less  the  bone  mass 
loss  will  be.  Hormone  replacement  ther- 
apy can  stop  the  bone  loss  at  any  age, 
but  the  more  years  after  the  menopause, 
the  less  the  effect  will  be.  Women  should 
be  counseled  on  the  combined  effects 
of  adequate  exercise,  calcium  supple- 
ments, and  hormone  replacement  ther- 
apy. The  ideal  exercise  program  maxi- 
mizes bone  response  and  increases 
muscle  strength,  mass,  and  power.  Ex- 
erci.ses  requiring  full  support  ofthe  body 
weight  such  as  tennis,  walking,  weight 


lifting,  and  gymnastics  provide  the  in- 
crease in  muscle  strength,  mass,  and 
power. 

♦ Tertiary  prevention  activities  can 
be  conducted  with  middle-aged  and  older 
adults  who  have  osteoporosis.  Targeted 
bone  density  testing  should  be  repeated 
after  a course  of  treatment  with  the  new 
osteoporosis  bone  mass  repair  drug, 
exercise,  and  calcium  supplements. 
Educational  opportunities  on  fall  preven- 
tion should  be  given  to  the  older  adult. 
Ninety  percent  of  all  older  adults  suffer 
falls,  and  of  this  group  some  5%  suffer 
hip  fractures.  Encouraging  older  adults 

Health  Department 


to  exercise,  with  attention  to  balance, 
endurance,  and  stretching  exercises,  not 
only  helps  reduce  falls,  but  aids  in  their 
continued  independence. 

National  Osteoporosis  Awareness 
week  is  May  12-18,  1996,  and  the  Na- 
tional Osteoporosis  Foundation  and  the 
American  College  of  Obstetricians  and 
Gynecologists  have  excellent  materials 
to  assist  in  the  education  of  patients  and 
families. 

For  more  information,  please  contact 
Adeline  Yerkes,  RN,  MPH,  Chief,  Chron- 
ic Disease  Service,  Oklahoma  State  De- 
partment of  Health  at  405-271-4072.  (j) 


Chlamydia  fraehomafis  is  too  costly  to  ignore 


In  1 995, 5,060  cases  of  Chlamydia  tra- 
chomatis were  reported  to  the  Okla- 
homa State  Department  of  Health  (OSDII). 
Of  these  cases,  46%  (2,322)  were  diag- 
nosed in  ages  15  through  19  and  34% 
(1,744)  were  diagnosed  in  ages  20 
through  24.  Females  represented  88% 
(4,465)of  reported  cases,  with  1 2%(595) 
in  males.  Racial  and  ethnic  breakdowns 
of  reported  cases  are  as  follows:  45% 
(2,345)  white,  34%  ( 1,716)  black,  12% 
(618)  American  Indian,  5%  (223)  His- 
panic, 1%  (38)  Asian,  and  2%  (120) 
unknown. 


Flistorically,  chlamydia  testing  has 
been  available  on  a limited  basis,  with  a 
majority  of  chlamydia  infections  diag- 
nosed and  treated  as  non-gonococcal 
urethritis  or  mucopurulent  cervicitis. 
Chlamydia  screening  services  in  Okla- 
homa were  piloted  in  December  1994 
by  OSDl  I at  23  county  health  departments; 
as  of  March  1996,  37  county  health 
department  sites  participate  in  screen- 
ing. During  1995,24,287  specimens  were 
collected  for  chlamydia  screening.  Of 
these,  1 ,709  positives  were  detected  (7.0 
positivity  rate).  Centers  for  Disease 
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Control  and  Prevention  (Cix  ) estimates 
every  $1  spent  on  sereening  and  treat- 
ment saves  $12  which  would  be  spent 
on  complications. 

Infections  caused  by  Chlamydia  tra- 
chomatis are  recognized  by  CDC  as  be- 
ing among  the  most  prevalent  and  per- 
haps the  most  damaging  sexually 
transmitted  diseases  seen  in  the  United 
States  today.  The  C IX'  estimates  over  4 
million  new  infections  occur  each  year 
with  approximately  $2.4  billion  required 
to  treat  associated  complications.  Knowl- 
edge of  the  incidence  or  prevalence  of 
genital  infection  is  limited  since  many 
areas  of  the  country  do  not  screen  for 
disease.  Asymptomatic  cases  often  go 
untreated  and  therefore  unreported. 

Females,  infants,  and  males  are  af- 
fected by  this  disease.  Females  infected 
with  chlamydia  are  at  increased  risk  for 
adverse  reproductive  consequences  they 
are  often  asymptomatic.  Symptoms  of 
untreated  infection  include  mucopuru- 
lent cervicitis  ( MPC ),  urethritis,  and  acute 
pelvic  inflammatory  disease  (PID). 
Chlamydia  trachomatis  has  been  iden- 
tified in  30  to  50%  of  women  who  ex- 
hibit MPC  exudate  and  from  50%  of 
women  with  PID.  Chlamydia  accounts  for 
one-quarter  to  one-half  of  the  one  mil- 
lion recognized  cases  of  PID  of  the  United 
States  each  year.  These  infections  con- 
tribute significantly  to  the  increasing 
number  of  women  experiencing  ectop- 
ic pregnancies  or  involuntary  infertili- 
ty. Early  detection  and  treatment  of 
chlamydia  infections  will  have  a major 
impact  on  preventable  infertility. 

Chlamydia  is  also  responsible  for 
maternal  and  infant  infections  during 
pregnancy  and  following  delivery.  Ev- 
ery year  nearly  1 55,000  infants  are  born 
in  the  U.S.  to  women  with  chlamydia. 
These  infants  are  exposed  during  birth 
by  contact  with  infected  cervicovaginal 
secretions;  18%  to  50%  may  develop 
conjunctivitis  1 to  3 weeks  after  birth. 
Three  percent  to  18%  may  develop 
chlamydial  pneumonia  or  bronchiolitis 
between  1 and  4 months  of  age.  Chlamy- 
dia is  the  most  common  cause  of  neo- 
natal eye  infections  and  of  afebrile  in- 
terstitial pneumonia  in  infants  under  six 


Chlamydia 

Age  at  Diagnosis 
Oklahoma  1995 


Age  in  Years 


months  of  age.  Early  detection  and  treat- 
ment of  the  mother  is  essential  to  stop- 
ping infections  in  their  babies. 

Chlamydia-associated  syndromes 
common  in  men  are  nongonococcal  ure- 
thritis (NGU)  and  acute  epididymo-orchi- 
tis.  Chlamydia  trachomatis  causes  ap- 
proximately 50%  of  NGU  cases  and 
approximately  50%  of  acute  epididym- 
itis cases  seen  yearly  in  the  United  States. 
NGU  is  a sexually  transmitted  disease 
(STD)  with  an  incidence  estimated  to  be 
2.5  times  greater  than  gonococcal  ure- 
thritis. The  majority  of  men  with  chlamy- 
dial infections  of  the  urethra  are  asymp- 
tomatic and  may  not  seek  treatment,  thus 
furthering  transmission. 

To  reduce  the  morbidity  and  subse- 
quent complications  associated  with 
Chlamydia  trachomatis  infection  in  the 
United  States,  effective  control  and  pre- 
vention strategies  must  be  implement- 
ed. Selective  screening  to  detect  asymp- 
tomatic infection  is  an  essential 
component  of  all  control  programs. 
Without  effective  screening  programs, 
women  will  continue  to  become  infer- 
tile and  to  seek  expensive  surgery;  ec- 
topic pregnancies  will  occur  and  endan- 
ger mothers’  lives;  and  newborns  will 


be  at  increased  risk  for  exposure  and 
greater  chance  of  developing  pneumo- 
nia and  eye  infections.  iji 
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Deaths 


Carl  Archie  Barclay,  MD 
1922-1996 

Dr.  Carl  A.  Barclay,  Sr.,  a Life  Member  of  the  Oklahoma  State 
Medical  Association  since  1992,  died  March  21,  1996,  in 
Oklahoma  City.  Dr.  Barclay  was  born  in  Nanticoke,  Md.  In 
1947  he  was  graduated  from  the  Howard  University  School 
of  Medicine.  He  moved  to  Oklahoma  City  in  1948  after  com- 
pleting an  internship  at  Homer  G.  Phillips  Hospital  in  St.  Louis. 
He  worked  as  a physician  for  the  Oklahoma  City  Public  School 
System  until  1959  and  maintained  a private  general  practice 
from  1951  until  1979.  From  1971  to  1991,  Dr.  Barclay  was 
the  physician  at  the  Guthrie  Job  Corps  Center. 

Thomas  Dewey  Howard,  MD 
1922-1996 

Thomas  D.  Howard,  MD,  a native  of  Picher,  Okla.,  and  1948 
graduate  of  the  University  of  Oklahoma  School  of  Medicine, 
died  April  14,  1996.  Dr.  Howard  had  a general  practice  in 
Idabel.  He  served  on  active  duty  with  the  U.S.  Air  Force  in 
1953  and  1954,  attaining  the  rank  of  captain. 


Erma  Ossip  Johnson,  MD 
1908-1996 

OSMA  Life  Member  E.  Ossip  Johnson,  MD,  died  April  3, 
1 996,  in  Tulsa.  An  obstetrician-gynecologist.  Dr.  Johnson  was 
born  in  West  Plains,  Mo.,  and  his  family  moved  to  Broken 
Arrow  in  1910.  He  was  graduated  from  the  OU  School  of 
Medicine  in  1934  and  completed  his  residency  at  the  Wom- 
en’s Clinic  at  Johns  Hopkins  University.  He  opened  his  prac- 
tice in  1 937.  He  is  a past  president  of  the  Tulsa  County  Med- 
ical Society  and  was  named  Doctor  of  the  Year  by  the  TCMS 
Auxiliary  (now  Alliance). 

John  Walker  Johnson,  Jr.,  MD 
1927-1996 

Dr.  John  W.  “Buddy”  Johnson,  a native  of  Shawnee,  died  at 
his  home  on  March  13,  1996.  The  Johnson  family  moved  to 
Shawnee  from  Arkansas  1890  and  Johnson  was  a third  gen- 
eration resident.  After  a two-year  stint  with  the  Merchant 
Marines,  he  completed  his  education  and  was  graduated  from 
the  OU  School  of  Medicine  in  1954,  one  of  the  top  five  stu- 
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• Individual  Disability  Protection 
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• Group  Term  Life 
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dents  in  his  class.  A general  practitioner,  he  was  named  Doc- 
tor of  the  Year  by  Mission  Hill  Memorial  Hospital  in  1987 
and  recently  by  the  Pottawatomie  County  Medical  Society 
Alliance. 

Joseph  Jules  Maril,  MD 
1912-1996 

OSMA  Life  Member  Joseph  J.  Maril,  MD.  died  March  16, 
1996,  in  Oklahoma  City.  He  was  born  in  Chicago  in  1912 
and  was  graduated  from  high  school  in  Oklahoma  City.  In 
I 1936  he  earned  his  medical  degree  from  the  University  of 
I Oklahoma  School  of  Medicine.  After  serving  in  China  and 
I Burma  during  World  War  II  and  attaining  the  rank  of  lieuten- 
[ ant  colonel,  he  returned  to  practice  general  medicine  in  Okla- 
i homa  City  for  fifty  years. 

Jane  Self,  MD 
1936-1996 

Tulsa  native  Jane  Self,  MD,  died  on  March  30,  1996.  Dr.  Self, 
a 1 96 1 graduate  of  the  OU  School  of  Medicine,  did  postgraduate 
work  at  St.  John's  Hospital,  Tulsa  (’62-’63);  Minneapolis  VA 
Hospital  ’64-'64);  and  Ancker  Hospital,  St.  Paul,  Minn.  (’64- 
’65).  She  had  a private  practice  in  internal  medicine  and  he- 
matology-oncology in  Tulsa  and  was  clinical  professor  of 
medicine  at  the  OU  Medical  School,  Tulsa  division.  In  1977 
Dr.  Self  was  appointed  by  Governor  David  Boren  to  the  Okla- 
homa Cancer  Center,  Inc.,  Board  of  Trustees.  t 


Classifieds 


Classified  ads  are  50  cents  a word,  with  a minimum  of  S25  per  ad.  A word 
is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  as- 
signed upon  request  and  will  add  6 words  to  the  total.  Payment  must  ac- 
company all  submissions.  Orders  will  NOT  be  accepted  via  telephone  or 
fax.  Mail  ad  with  payment  to  OSMA  Journal,  601  Northwest  Express- 
way, Oklahoma  City,  OK  73118.  Deadline  is  the  first  of  the  month  pre- 
ceding the  month  of  publication. 


Physicians  Wanted 


OKLAHOMA  CITY,  LAWTON  & WESTERN  OKLAHOMA  LOCA- 
TIONS: ER,  Clinic  and  House  Staff  opportunities  available  for  various 
specialties.  BCLS  & ACLS  required.  Flexible  schedules.  Malpractice  cov- 
erage available.  For  more  information,  contact:  ANNASHAE  CORPORA- 
TION, Healthcare  Management  & Staffing;  1-800-245-2662. 


For  Sale  or  Lease 


For  lease  in  Tulsa  3,000  square  feet  (two  offices)  available.  Third  office 
occupied  by  Plastic  Surgeon.  Located  near  Saint  Francis  Hospital.  Am- 
ple parking.  (918)  492-3964. 


1995 

Elmer  William  Taylor,  MD March  5 

Othal  Blair  Cunnyngham,  MD March  14 

George  S.  Bozalis,  MD March  21 

William  Gerald  Rogers,  MD March  21 

Charles  Wesley  Letcher,  MD March  26 

John  Frederick  Bolene,  MD March  27 

John  B.  Miles,  MD March  31 

Elvus  Jene  Allgood,  MD May  6 

Wiley  T.  McCollum,  MD May  13 

Gerald  Leon  Honick,  MD May  24 

William  G.  Husband,  Jr.,  MD May  25 

Henry  Washington  Harris,  MD June  2 

Joan  Kazan] ian  Leavitt,  MD June  13 

Lucien  Michael  Pa.scucci,  MD July  2 

Glen  M.  Floyd,  MD July  8 

Marvin  Homer  Hird,  MD July  18 

Yale  Eugene  Parkhurst,  MD July  27 

Joe  Leslie  Duer,  MD August  25 

William  Earl  Van  Pelt,  MD August  26 

William  Martin  Benzing,  Jr.,  MD September  2 

Thomas  Lee  Moffeit,  MD September  19 

Avery  Bruce  Wight,  MD September  21 

George  Burley  Gathers,  Jr.,  MD October  2 

Malcolm  Mollison,  MD October  8 

Ralph  William  Murphy,  MD October  13 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD  October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel,  MD October  31 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody,  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard,  MD December  24 

1996 

Gerald  LeRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 

Ted  Samuel  Edward  Lewis,  MD January  3 1 

Elbert  Henderson  Shuller,  MD January  26 

Earl  I.  Mulmed,  MD February  2 

Theodore  Sherman  Williams,  MD February  22 

John  Walker  Johnson,  Jr.,  MD March  13 

Joseph  Jules  Maril,  MD March  16 

Carl  Archie  Barclay,  MD March  21 

Thomas  Dewey  Howard,  MD March  21 

Jane  Self,  MD March  30 

Erma  Ossip  Johnson,  MD April  3 
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SOUTHERN  PLAINS  MEDICAL  CENTER  P.C. 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE.  INC. 


FAMILY  PRACTICE 
222-9550 

J.W.  McDoniel,  M.D. 

J.O.  Wood,  Jr..  M.D, 

INTERNAL  MEDICINE 
222-9510 
D L.  Stehr,  M.D. 

Don  R.  Hess,  M.D. 

R.L.  Jenkins,  M D. 

R.C.  Talley,  M.D. 

Thomas  W.  Essex,  D.O 
H.  Stan  Wood,  D.O. 

Ralph  Kauley,  P.A. 

CARDIOLOGY 

222-9510 

Joe  T Bledsoe,  M D 

GASTROENTEROLOGY 
222-9510 
C.K.  Su,  M.D. 

PEDIATRICS 
222-9500 
E.  Ron  Orr,  M.D. 

J.E.  Freed,  M.D. 

Pilar  Escobar,  M.D. 

Fernando  A.  Fernandez,  M.D. 


OBSTETRICS  AND 
GYNECOLOGY 
222-9550 

Alan  J.  Weedn,  M.D. 
Ernest  W.  Archer.  M.D. 

GYNECOLOGY 

222-9550 

Nancy  W.  Dever,  M.D. 

THORACIC  & VASCULAR 
SURGERY 
222-9560 

Jim  G.  Melton,  D O. 

GENERAL  & VASCULAR 
SURGERY 
222-9560 

Linda  M.  Johnson,  M.D. 
Virginia  L.  Harr,  M.D. 

John  T.  Gregg,  M.D. 

Jim  G.  Melton,  D O. 

John  Hurd,  P.A.-C. 

OPHTHALMOLOGY 

222-9530 

John  R.  Gearhart,  M.D. 


ANESTHESIOLOGY 
222-9520 
Gideon  Lau,  M.D. 

M.M.  Vaidya,  M.D. 

Kenneth  Priest,  M.D. 

QUICKCARE  AND 
OCCUPATIONAL  MEDICINE 
222-9560 
C.R.  Gibson,  M.D. 

D F.  Haslam,  M.D. 

UROLOGY 

222-9520 

Joseph  M.  McClintock,  M.D. 

ORTHOPEDIC  SURGERY 
222-9520 

J.E.  Winslow,  Jr.,  M.D. 

Robert  C.  Lesher,  M.D. 

OTORHINOLARYNGOLOGY 
Gregg  S.  Govett,  M.D. 

PSYCHIATRY 
222-9560 
Boyd  K.  Lester 


RADIOLOGY 

224-8111 

T.J.  Williams,  M.D. 

SPEECH  PATHOLOGY 
222-9540 

Collette  Ellis,  M.Ed.,  C.C.C. 

Debrah  A.  Morris,  M S.,  C.C.C. 

Kaysi  Edmonds.  M.Ed.,  C.F.Y. 

DERMATOLOGY 

222-9530 

Linda  A.  Reinhardt,  M.D. 

ALLERGY 

222-9570 

R E.  Herndon,  M.D. 

PHYSICAL  MEDICINE 

& REHABILITATION 
222-9520 

K.M.  Vaidya.  M.D. 

PSYCHOLOGY/COUNSELOR 

222-9540 

J.M.  Ross,  Ph  D. 

Jane  Ross,  M.Ed.,  L.P.C. 


EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 
AMBULATORY  SURGERY  (SAME  DAY  IN  — OUT  SURGERY) 

MAIN  CLINIC  — 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 


NEUROSURGERY 

(Part-time) 

222-9520 

R E.  Woosley,  M D. 
Stepen  Cagle,  M.D. 

ONCOLOGY  (Part-time) 
222-9560 
R.G.  Ganick,  M D. 

L.M.  Bowen,  M.D. 

ANCILLARY  SERVICES 
224-81 1 1 

• Ambulatory  Surgery 

• Laboratory 

• Radiology 

Ultrasound 
Mammography 
Magnetic  Resonance 
Imaging  (MRI) 

• EKG/Stress  Testing 

• Physical  Therapy 

• Chemotherapy 

ADMINISTRATION 

224-8111 

Daniel  N.  Vaughan 
David  L.  Ward 
Pamela  J.  Nix 


If  No  Answer  Call  224-2300  Call  Toll  Free  For  An  Appointment  1 -800-522-3966 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City.  OK  73126 


CENTRAL  OFFICE 
750  Northeast  1 3th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
The  Plaza  Physicians  Building 
4140  W.  Memorial  Road,  Suite  115 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDf* 

Lyle  W.  Burroughs,  MDf° 
Charles  D.  Haunschild,  MDf° 
James  H.  Wells,  MDf 
John  R.  Bozalis,  MD,  t* 
Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 
Patricia  I.  Overhulser,  MDf” 
Dean  A.  Atkinson,  MDf* 

Senior  Consultant: 
George  L.  Winn,  MDf 


SOUTH  OFFICE 
Southwest  Medical  Tower 
1044  S.W.  44th  St.,  Suite  210 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


t Diplomale  American  Board  of  Allergy  and  Immunology 
* Diplomale  American  Board  of  Internal  Medicine 
° Diplomale  American  Board  of  Pediatrics 
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ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 


lORC 


1044  S.W.  44th  Skth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 


ORTHOPAEDIC  SURGERY 


SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 
SPORTS  MEDICINE 


HOUSHANG  SERADGE,  MD,  FIGS** 
MEHDI  N.  ADHAM,  MD,  FACS* 
WINFRED  PARKER,  PA 


"Diplomate:  American  Board  of  Orthopaedic  Surgery,  * Board  certified  Plastic  Surgery 

Certified:  OrthopaedicSurgery,  Hand  Surgery  Member:  American  Society  Of 

Fellow;  AAOS,  ASSH,  AAHS  Plastic  & Reconstructive  Surgeons 
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Oklahoma  Hand  Surgery  Center 

RbGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 
Kenneth  A.  Hieke,  M.D. 
Robert  S.  Unsell,  M.D. 


(405)  945-4850  • Fax  (405)  945-4391 


3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 
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PROFESSIONAL  DIRECTORY 


ALLERGY 


I 

JAMES  A.  MURRAY,  MD,  INC.  i 

Diagnosis  and  Treatment  of  Allergic  Diseases 

Adults  and  Children  I 

JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue  i 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


ENDOCRINOLOGY 


Modhi  Gude,  MD,  MRCP(UK),  FACP,  FACE 
Diplomats,  American  Boards  of  Internal  Medicine  and 
Endocrinology,  Diabetes  and  Metabolism 
South  Office:  1552  S.W.  44th,  OKC,  OK  73119;  Phone  405-681-1100 
North  Office:  6001  N.W.  120th  Ct  #6,  OKC,  OK  73163;  Phone  405-728-7329 
Practice  limited  to  ENDOCRINOLOGY,  DIABETES,  THYROID 
Special  Procedures:  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


GYNECOLOGIC  ONCOLOGY 


Deaconess  Medical  Offices 


NORTHWEST  ALLERGY  CLINIC,  INC. 


John  L.  Davis,  M.D. 

5701  N.  Portland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC,  INC. 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


Robert  S.  Ellis.  MD  f 
Lyle  W.  Burroughs,  MDf 
Charles  D.  Haunschild,  MDt 
James  H,  Wells.  MDf 
John  R.  Bozalis,  MDf 


Warren  V.  Filley,  MDf 
James  R.  Claflin,  MDf 
Patricia  I.  Overhulser,  MDt‘ 
Dean  A.  Atkinson,  MDf 


Senior  Counsultant:  George  L.  Winn,  MDt 


tDiplomate  American  Board  of  Allergy  and  Immunology 
•Diplomate  American  Board  of  Internal  Medicine 
' Diplomate  American  Board  of  Pediatrics 


Southwest 

Central  Office:  Medical  Tower 

750  NE  1 3th  St  1 044  SW  44th  St. 

Okla  City,  OK  731 04  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 

Physicians  Building  Norman  Office: 

4140  W Memorial  Road  950  N Porter 
Suite  115  Suite  101 

405-235-0040  405-235-0040 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J.  SMITH.  MD,  FACOG,  FACS 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

71 1 Stanton  L.  Young  Blvd.  #706 
Oklahoma  City.  Oklahoma  73104 
271-3200 


ORTHOPEDICS 


S.  Fulton  Tompkins.  M.D. 

John  F,  Tompkins,  M.D. 

Charles  E.  Bryant,  M.D. 

Baptist  Medical  Plaza  - Building  A 
3435  N.W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

Diplomates  American  Board  of  Orthopaedic  Surgery 


CARDIOVASCULAR 

Galen  P Robbins,  MD 
William  S.  Myers.  MD 
William  J.  Fors,  MD 
Charles  F.  Bethea,  MD 
Fred  E Lybrand,  MD 

CARDIOVASCULAR  CLINIC 
Mel  Clark.  MD 
Jerome  L.  Anderson,  MD 
Santosh  T.  Prabhu,  MD‘ 

Richard  T.  Lane,  MD 
Gary  Worcester.  MD 
Jerry  L.  Rhodes,  MD 
Steven  J.  Reiter,  MD 
Matt  Wong.  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty,  Stents,  and  Antherectomy 
Diagnostic  Stress  Testing  — Treadmill,  Echo,  and  Nuclear  Imaging 
Electrophysiology,  Pacemaker,  AlCD  Diagnostic  Vascular  Lab 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla.  City,  Okia.  73112*  947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W,  Memorial  Rd.,  Suite  613,  Okla.  City.  Okla.  73120  • 945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE.  MD.  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


HOUSEHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH.  JR.,  MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  - American  Board  of  Otolaryngology 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


SKIN  & SKIN  CANCER  CENTER,  INC 

M Denise  Wiley,  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermafology 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56.  Oklahoma  City  (405)  946-5678 


Professional  directory  listings  are 
available  to  OSMA  members.  They 
are  sold  in  vertical  increments  of 
one-half  inch  at  the  rate  of  S60  per 
half  inch  per  year. 
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PEDIATRIC  SURGERY 


SURGERY,  CARDIOVASCULAR  & THORACIC 


WM  P TUNELL.  MD‘  DAVID  W TUGGLE.  MD' 

P CAMERON  MANTOR,  MD 

940  NE  13lh  Street,  Oklahoma  City.  Oklahoma  73104 
Office:  405-271  -4536  After  hours:  405-523-6739  (then  enter  your  phone  no.) 

‘American  Board  of  Surgery  — Special  Oualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453 

1110  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K IMES,  MD 

Diplomate  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultant  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
Sleep  Medicine 


3330  N W.  56th  Street.  Suite  212 

Oklahoma  City,  Oklahoma  731 12 


(405)  947-3345 


JAMES  E.  CHEATHAM,  JR  , M D„  F.A.C.S. 

3435  NW  56th,  #900 
OKLAHOMA  CITY,  OK  73112 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M RAYAN,  M.D 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  of  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 
3366  NW  EXPWY.  Suite  700  Oklahoma  City.  OK  731 12  (405)945-4888 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


UROLOGY 


A de  QUEVEDO,  MD,  Inc. 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  1211  N.  Shartel 

Oklahoma  City.  Oklahoma  73103  232-1333 
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It  is  too  disruptive  to  patient  care.  It  is  so  nice 
not  dealing  with  billing  and  collection  issues. " 


COMPLETE  PHYSICIAN  PRACTICE  MANAGEMENT 
Over  thirty  years  of  business  management  experience 


MEMBER  OE;  International  Billing  Association 
American  Collectors  Association 
Credit  Bureau  of  Oklahoma  City 
American  Academy  of  Procedural  Coders 
Medical  Group  Managemant  Association 


PAR  IS  BONDED  AND  INSURED 


PROFESSIONAL  ACCOUNTS  RECEIVABLE 
P.O.  BOX  14664  • OKLA.  CITY,  OK  73113 
(405)  771-5600  • FAX  (405)  771-4771 


EARN 

8.5% 


Annually 

Residents  Loan  Fund,  Inc.,  established  in 
1990,  makes  loans  to  Resident  M.D.’s  at 
favorable  rates.  RLE,  Inc.  serves  as  a 
conduit,  borrowing  money  from  in- 
practice physicians  and  reloaning  to 
Resident  physicians  at  the  Oklahoma 
Health  Sciences  Center. 


For  more  information,  call  (405)879-1179 
or  toll  free  1-800-460-2900. 


Residents  Loan  Fund,  Inc. 
6401  N.  Pennsylvania,  Suite  205 
Oklahoma  City,  OK  73116 


OFFICERS  OF  THE 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


Dovid  L.  Horper.  MD.  Presideni 
Dovid  M.  Selby,  MD,  President-Elecl 
Mary  Anne  McCaffree.  MD,  Vice-President 
Coro!  Blackwell  Imes.  MD,  Secretary-Treosorer 
Boyd  O.  Whitlock,  MD,  Speaker. 

House  of  Delegates 
Bruce  L Storms,  MD.  Vice  Speoker, 

House  of  Delegates 

Robert  J.  Weedn,  MD,  Choir,  Board  of  Trustees 
Chester  L.  Bynum,  MD,  Vice-Chair.  Board  of  Trustees 


Instructions  for  Authors 


ConIribwHens 

Articles  submitted  for  publication  become  the  sole  property  of  the 
Journal  and  must  not  have  been  published  elsewhere.  The  Edito- 
rial Board  reserves  the  right  to  edit  any  material  submitted.  Manu- 
scripts must  be  typew'ritten  or  printed  in  a standard  typeface,  dou- 
ble-spaced, and  submitted  in  quadruplicate  (original  and  three 
copies).  Pale  or  dirty  copy,  dot  matrix  fonts,  or  any  use  of  all  cap- 
ital letters  is  not  acceptable.  In  addition,  authors  are  requested 
to  submit  their  manuscripts  on  computer  disk,  preferably  in 
WordPerfect  (any  PC  version)  or  .ascii/.a.nsi/dos  text.  Disk  should 
be  clearly  labeled  with  the  manuscript’s  title,  author,  and  format. 
The  Journal  does  not  assume  responsibility  for  the  statements  or 
opinions  of  any  contributor. 

Any  material  reprinted  from  another  source  must  be  accompa- 
nied by  written  permission  from  that  source  to  use  the  material  in 
the  Journal. 

Style 

All  manuscripts  should  approximate  the  style  adopted  by  the  Amer- 
ican Medical  Association  as  illustrated  mJAMA  and  detailed  in  the 
AMA's  Manual  of  Style.  An  abstract  of  150  words  or  less  should 
accompany  each  paper  and  should  state  the  exact  question  consid- 
ered, the  key  points  of  methodology  and  success  of  e.xecution.  the 
key  findings,  and  the  conclusions  directly  supported  by  these  find- 
ings. 

Bylines  may  contain  no  more  than  six  (6)  names  and  shall  in- 
clude only  those  individuals  who  can  attest  that  they  have  contrib- 
uted to  the  conception  and  design,  or  analysis  and  interpretation  of 
data;  and  to  drafting  the  article  or  revising  it  critically  for  impor- 
tant intellectual  content;  and  to  final  approval  of  the  version  to  be 
published.  Other  contributions  may  be  recognized  in  an  acknow- 
ledgment. 

References  are  to  be  listed  in  the  order  of  their  appearance  in 
the  article,  and  in  the  style  used  in  both  the  Journal  and  in  JAMA 
(author,  title,  publication,  year,  volume  number,  pages).  Footnotes, 
bibliographies,  and  legends  for  illustrations  should  be  on  separate 
sheets. 

Illustrations 

Illustrations  other  than  the  author's  will  not  be  accepted  for 
publication  unless  accompanied  by  written  permission  from  the 
original  source.  Illustrations  should  be  labeled  wdth  the  author's 
name  and  must  be  numbered  in  the  order  in  which  they  are  referred 
to  in  the  article.  The  quality  of  all  illustrations  must  be  in  keeping 
with  the  quality  of  the  magazine. 

Reprints 

Authors  will  receive  reprint  order  forms  from  the  Tran.scnpt  Press, 
P.O.  Box  6440,  Norman.  OK  73070-6440,  with  their  galleys. 
Requests  for  reprints  must  be  made  to  the  Transcript  Press  within 
30  days  atler  publication. 
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why  Should  We  Be  Concerned? 


At  AMAA  meetings  and  Confluence  1 and  11,  physician 
spouses  are  educated  about  the  number  one  health  prob- 
lem -violence.  In  October,  1 was  fortunate  to  attend  the  kick- 
ofl'of  SAVE  (Stop  American’s  Violence  Everywhere)  Today. 
We  heard  powerful  testimonials  from  a woman  who  had  been 
abused,  sought  out  a difl'erent  lifestyle,  and  now  has  set  up  an 
abuse  shelter  in  her  hometown.  What  amazed  me  was  the 
number  of  physician  spouses  who  stood  up  when  asked,  “1  low 
many  of  you  have  been  abused  by  a parent,  former  spouse,  or 
current  spouse?”  Over  one-third  of  those  in  the  room  stood 
up!  One  lady  talked  about  how'  no  one  in  the  Emergency  Room 
ever  asked  her  how  she  acquired  her  bruises  and  broken  bones. 
The  Alliance  across  Oklahoma  and  America  dedicate  one  day 
of  the  year  to  raising  awareness  of  ways  people  can  solve 
violence  problems  in  their  own  communities.  Held  on  the 
second  Wednesday  in  October,  SAVE  Today  premiered  on 
October  11,1 995.  The  first  annual  event  was  celebrated  across 
the  country  with  school  pledges  of“No  violence”  by  students 
of  all  ages,  educational  and  awareness  programs  for  parents 
and  physicians,  events  to  collect  needed  items  for  abuse  shel- 
ters, candlelight  vigils,  and  other  cflbrts  to  remember  victims 
of  violence,  and  hundreds  of  public  SAVE  Today  proclama- 
tions by  national,  state,  and  local  officials.  Dr.  Robert  McA- 
fee, a past  president  of  the  AMA,  is  the  national  SAVE  Today 
spokesperson. 


Test  yo//r  knowledge  on  violence.  The  answers  are  at  the  end 
of  the  article. 

1.  What  percentage  of  female  homicide  victims  are  killed 
by  their  partners?  (a)  10%  (b)  33%  (c)  50% 

2.  What  is  the  total  annual  amount  of  medical  expenses  that 
results  from  domestic  violence?  (a)  $1  billion 

(b)  $2  billion  (c)  S5  billion 

3.  Family  violence  mostly  occurs  in  lower  socioeconomic 
groups.  True  or  False? 

4.  Between  1984  and  1991,  the  number  of  juveniles  aged  14 
to  17  who  were  victims  of  homicide  nearly  doubled. 
True  or  False? 

5.  Between  1950  and  1990,  the  rate  of  adolescence  suicide 
doubled.  True  or  False? 

6.  What  is  the  leading  cause  of  death  for  people  10  to  34 
years  of  age?  (a)  aids  (b)  motor  vehicle  accidents 

(c)  firearm-related  injuries 

7.  What  is  the  leading  cause  of  injury  for  women  aged  1 5 to 
34  years  of  age?  (a)  motor  vehicle  accidents 
(b)  domestic  violence  (c)  firearm  accidents 

8.  Children  who  are  abused  often  become  abusers 
themselves.  True  or  False? 

9.  The  U.S.  murder  rate  of  children  is  twice  that  of 
France.  True  or  False? 

10.  In  America,  a woman  is  abused  every 

(a)  12  seconds  (b)  30  seconds  (c)  minute 


Information  for  this  article  obtained  from  aM.'\a  family  violence  materials,  SAVE  materials. 
Center  for  Substance  Abuse  Prevention.  1993.  and  SODA. 


Alliance 


Did  you  know?... 

♦ The  average  age  when  most  children  start  drinking  is  1 1 . 

♦ More  than  3 million  teens  are  classified  as  alcoholics. 

♦ One  of  6 students  w ill  be  chemically  dependent  as  an  adult. 

♦ One  of  every  four  children  is  affected  by  a chemically  de- 
pendent person  in  their  family. 

♦ After  income  taxes,  the  next  greatest  source  of  income  to 
the  Federal  Government  is  aleohol  taxes. 

♦ The  average  age  of  youngsters  in  chemically  dependent 
treatment  facilities  is  15. 

♦ The  U.S.  consumes  60%  of  the  illicit  drugs  in  the  world. 

♦ The  average  child  will  sec  alcohol  consumed  on  TV 
1 {)(),()(){)  times  before  reaching  legal  drinking  age. 

♦ Nearly  I (),()()()  teenage/drug  related  deaths  occur  each  year. 

♦ Fifty  youth  under  the  age  of  20  die  from  a drinking/driv- 
ing related  accident  each  day. 

♦ 60%  of  teens  who  complete  suicide  are  involved  with  al- 
cohol or  drugs. 

♦ An  estimated  375,000  alcohol/drug  affected  babies  are 
born  each  year. 

♦ Over  75%  of  adolescent  deaths  are  a result  of  drug  violence. 

♦ Alcohol  is  present  in  more  than  50%  of  all  incidents  of 
domestic  violence. 

A look  in  the  daily  newspaper  tells  most  people  that  family 
violence  is  a problem.  Yet  most  are  not  really  aware  of  the  toll 
it  takes  on  the  lives  of  those  who  are  involved  as  well  as  on  the 
community.  What  is  needed  is  education  to  make  people  aware 
that  family  violence  is  a community  problem  that  affects 
everyone.  Education  efforts  can  include: 

♦ Developing  programs  to  make  people  aware  of  the  inci- 
dence of  family  violence  and  how  they  can  be  involved  in 
prevention  and  in  support  for  victims 

♦ Developing  programs  to  make  people  aware  of  the  prob- 
lem in  their  local  communities  and  what  they  can  do  to 
help  prevent  the  problem 

♦ Developing  programs  for  school  personnel  on  the  signs  of 
family  violence  in  children  and  how  they  can  help  the  vic- 
tims 

♦ Sponsoring  programs  for  children  to  make  then  aware  of 
sexual  abuse 

My  theme  this  year  is  YES,  WE  can!  Whatever  the  method, 
promoting  awareness  of  the  problem — and  what  can  be  done 
to  help  the  victims  is  one  very  important  step  in  helping  to 
prevent  family  violence.  The  County  Alliances  of  Oklahoma 
are  concerned  about  violence  and  will  be  saying — YES,  WE 
CAN  work  together  toward  a healthier  Oklahoma. 

— Barbara  Jett, 
1996-97  OSMAA  President 


Answers:  ( I ) c;  (2)  c:  (3)  F.  Family  violence  cuts  across  economic,  racial,  ethnic,  age,  sex, 
and  other  barriers.  (4)  F.  The  rate  tripled;  (5)  F.  The  rate  quadrupled.  (6)  c;  (7)  b;  (8)  T; 

(9)  F.  In  the  U.S.  there  are  15.3  murders  per  100,000  children,  compared  to  .7  in  France. 

(10) a 
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The  Last  Word 


■ The  University  of  Oklahoma  Medical  Alumni  Associa- 
tion named  several  special  award  winners  at  its  annual  dinner 
in  Tulsa,  April  26.  The  dinner  was  held  during  the  Annual 
Meeting  of  the  Oklahoma  State  Medical  Association’s  House 
of  Delegates.  The  honorees  were  Dr.  Mary  Anne  McCaffree 
and  Dr.  James  D.  Funnell.  Named  Physician  of  the  Year- 
Academic  Medicine,  Dr.  McCaffree  was  graduated  from  the 
OU  College  of  Medicine  in  1971.  She  is  vice-president  of  the 
OSMA  and  co-director  of  the  Infantile  Apnea  Diagnostic  Cen- 
ter at  Children's  Hospital  in  Oklahoma  City.  Dr.  Funnell, 
Physician  of  the  Year-Private  Practice,  is  a 1 960  graduate  of 
the  university.  He  has  an  obstetrics-gynecology  practice  in 
Oklahoma  City,  is  president  of  the  board  of  directors  of  Mercy 
Health  Center,  and  is  a past  OSMA  president. 

■ The  OSMA  Alliance  has  announced  its  slate  of  officers 

for  1 996-97.  Assisting  President  Barbara  Jett,  Oklahoma  City, 
will  be  President-Elect  Doris  Edge,  Norman;  First  Vice-Pres- 
ident Diane  Cooke,  Oklahoma  City;  Vice-President  of  New 
Alliance  Development  Linda  Stewart,  Edmond;  Vice-Presi- 
dent of  M-A-Ls  Linda  Ruefer,  Muskogee;  Vice-President  of 
RP/MSS  Mary  Hoff,  Tulsa;  Recording  Secretary  Linda  Lee- 
master,  Norman;  Treasurer  Mary  Robideaux,  Oklahoma  City; 
and  Treasurer-Elect  Abby  King,  Marlow. 

■ Peggy  J.  Wisdom,  MD,  associate  professor  of  neurolo- 
gy at  the  University  of  Oklahoma  College  of  Medicine,  has 
been  named  the  recipient  of  the  1 3th  annual  Stanton  L.  Young 
Master  Teacher  Award.  The  award  was  presented  at  a dinner 
April  16  in  Oklahoma  City.  The  award  was  established  in  1983 
by  Oklahoma  City  businessman  and  philanthropist  Stanton 
L.  Young.  It  is  presented  annually  to  a faculty  member  in  the 
OU  College  of  Medicine  who  demonstrates  the  ability  to  serve 
as  a truly  inspiring  teacher  and  as  one  who  exemplifies  pro- 
fessional and  personal  excellence.  Nominations  for  the  award 
are  made  by  medical  students  from  the  college’s  honor  soci- 
ety, from  the  Medical  Student  council,  and  class  officers,  as 
well  as  from  chief  residents  and  the  Faculty  Board.  The 
$1  (),()()()  award  is  one  of  the  largest  in  the  nation  given  for 
medical  teaching  excellence. 

Among  her  many  accomplishments.  Dr.  Wisdom  estab- 
lished and  supervised  development  ofthe  Brain  Injury  Reha- 
bilitation Program  at  the  O’Donoghue  Rehabilitation  Insti- 
tute. She  is  also  primarily  responsible  for  establishing  the 
Comprehensive  Oklahoma  Program  for  Epilepsy.  Among  her 
other  awards  are  the  1989  Neurologist  Award  for  Most  Out- 
standing Teaching  from  the  OU  Department  of  Neurology, 
and  the  James  F.  1 lammarsten  Physicians  of  Excellence  Award. 

■ Cordon  II.  Deckert,  Ml),  was  recently  given  special 

recognition  by  the  National  Board  of  Medical  Examiners  for 
“exemplary  service’’  over  the  past  25  years.  The  board  is  re- 
sponsible for  developing  and  administering  the  United  States 
Medical  Licensing  Examination,  which  all  physicians,  regard- 


less of  specialty,  must  pass  in  order  to  practice  medicine  in 
this  country.  The  David  Ross  Boyd  Professor  at  the  Universi- 
ty of  Oklahoma  is  only  the  sixth  person  this  century  to  re- 
ceive the  board’s  highest  honor,  the  Distinguished  Service- 
Award.  Dr.  Deckert  also  announced  that  he  will  retire  from 
the  University  of  Oklahoma  effective  September  1 , 1 996.  He 
will  become  president  of  the  Oklahoma  Board  of  Health  on 
July  1. 

■ The  Special  Services  Division  of  the  Oklahoma  State 

Department  of  Health  (OSDH)  has  installed  a special  24-hour, 
toll-free  telephone  number  for  complaints  about  nursing 
homes,  home  care,  and  other  health  care  facilities  in  the  state. 
The  number  is  1 -800-747-84 1 9.  Oklahoma  Commissioner  of 
Health  Jerry  R.  Nida,  MD,  said  the  number  should  be  used  by 
the  public  to  make  complaints  about  nursing  facilities,  resi- 
dential care  facilities,  adult  day  care  centers,  and  facilities 
providing  services  for  the  developmentally  disabled,  as  well 
as  complaints  about  certified  nurse’s  aides.  Callers  will  re- 
ceive instructions  on  how  to  register  a complaint. 

■ The  OSMA  will  begin  using  a new  address  this  month, 

in  accordance  with  instructions  from  the  city  planning  com- 
mission (street  signs  in  the  area  were  changed  several  years 
ago  as  an  aid  to  emergency  vehicles).  The  changeover  will 
occur  gradually,  as  existing  supplies  of  printed  materials  are 
exhausted.  The  new  address  is:  Oklahoma  State  Medical  As- 
sociation, 601  West  1-44  Service  Road,  Oklahoma  City,  OK 
73118-6073. 


■ Carole  A.  Smith,  Executive  Director  of  the  Oklahoma 

Board  of  Medical  Licensure  and  Supervision,  has  been  named 
recipient  of  the  Special  Recognition  Award  by  the  Federation 
of  State  Medical  Boards  of  the  United  States.  The  award  is 
given  only  as  warranted  for  particularly  outstanding  contri- 
butions and  has  been  presented  only  once  before.  Among  other 
things,  Ms.  Smith  was  commended  for  her  work  to  facilitate 
public  access  to  the  medical  board,  extending  office  hours, 
computerizing  board  records,  and  developing  an  alternative 
dispute  resolution  program. 


■ The  American  Medical  Association’s  Organized  Medi- 
cal Staff  Section  (AMA-OMSS)  will  hold  its  27th  Assembly 
Meeting  June  20-24  at  the  Chicago  Marriott  1 lotel.  Highlights 
of  the  meeting  will  include  an  information  exchange,  which 
builds  on  the  December  1995  program  theme  “Creating  the 
Future  and  Getting  There  First.’’ An  education  program  enti- 
tled “Keys  to  Inllucncing  Physician  Performance  and  Devel- 
oping Successful  Clinical  Pathways’’  will  be  presented.  The 
meeting  has  been  accredited  by  the  AM  A for  up  to  3 hours  in 
Category  I ofthe  Physician’s  Recogniton  Award.  For  more 
information,  call  l-800-AMA-321 1 and  ask  for  the  AMA’s 
Department  of  Organized  Medical  Staff  Services.  T 
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Dr.  Williams  doesn’t  see  just  anyone. 
Only  those  who  need  him  most. 

As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nation’s  five  largest  community 
health  centers,  Dr,  Williams  oversees 
a team  of  health  care  professionals 
that  managed  1 53,000  patient  visits 
last  year. 

Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors'  Association,  the  National  Association 
of  Coninutnity  Health  Centers  and  Pfizer. 
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No  Monetary  Limit  to  benefits. 
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and  direction,  the  differences  are  striking. 

The  things  that  make  PLICO  Health  different 
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whose  Home  Health  Care? 


Editorial 


In  the  ordinary  evolution  of  government 
programs,  all  eventually  come  to  a time 
when  serious  doubts  arise  about  their  cost 
versus  their  value,  or,  in  the  vernacular,  the 
cost-benefit  ratio.  Some  government  programs 
last  for  several  generations,  most  persist  well 
beyond  the  time  of  efficient  function,  and  all 
must  sometime  re-justify  their  existence.  This 
it  is  with  home  health  care,  which  has  rather 
.soon  come  into  the  public  spotlight  of  critical 
scrutiny. 

As  a program,  home  health  care  paid  by 
government  funds  is  a neonate  still  encased  in 
vernix  caseosa. 

But,  however  young  and  tender,  home 
health  care  has  now  resurfaced  to  stage  center 
as  a subject  of  inquiry  by  the  budget  hawks  of 
the  government,  and  recent  media  reports  have 
Boated  the  astonishing  figure  of  15% 
unnecessary  utilization  of  these  services — 
according  to  governmental  definitions  of 
medical  necessity.  Such  a projection  by 
government  sources  suggests  an  extremely 
poor  prognosis  for  the  continuation  of  the 
program  in  its  present  form. 

In  so  far  as  we  ordinary  citizens  can 
understand  the  government  perspective,  home 
health  care  was  conceived  as  a measure  to 
interdict  rising  hospital  costs  in  the  Medicare 
program,  supposedly  by  encouraging  the 
earlier  discharge  of  hospitalized  patients  to 
non-physician  caretakers  such  as  nurses  and 
physical  therapists.  But  in  a classical  episode 
of  legislative  ineptitude,  the  home  health  care 
compensation  rates  for  these  ancillary 
practitioners  were  set  considerably  higher  than 
the  corresponding  serx  ice  fees  paid  to 
physicians,  and  at  the  same  time  the  medical 
decision-making  was  diffused  and 


compromised  and  compromised  by 
bureaucratic  regulations. 

Thus  a program  was  implanted  that 
statistically  shortened  hospital  stays  by  one  of 
two  days — at  a cost  to  the  government  of 
several  months  of  well-paid  home  visits  by 
nurses  and  a variety  of  therapists  who  have 
absolutely  no  financial  interest  in  ending  the 
series  of  visits  merely  because  the  patient 
recovers.  And  many  patients  want  to 
experience  all  of  the  home  visits  the  statutes 
allow. 

It  is  now  timely  for  an  OSMA  and  AMA 
physician  initiative  to  approach  the 
government  for  a revision  of  the  home  health 
care  program. 

The  medical  profession  should  respectfully 
insist  that  medical  necessity  determinations  be 
removed  from  statisticians  and  administrators 
and  be  reposited  in  the  mutual  control  of  the 
patient  and  the  physician.  Government 
payments  to  physician  and  ancillary 
practitioner  should  be  changed  to  reflect  the 
realities  of  the  marketplace  and  the  complexity 
of  the  needed  decisions.  All  government 
payments  should  go  to  the  patient  for 
transmittal  to  the  nurse  of  therapist. 

Home  health  care  could  become  a useful 
program  if  its  neonatal  defects  are  rationally 
addressed  and  medical  necessity 
determinations  revised. 


An  editorial  is  a column  of  personal  opinion  that  may  or  may  not 
reflect  the  official  position  of  the  OSMA. 
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For 


Ten 


Years 


All  We’ve 


Cars. 


After  1 0 years  in  ftractice,  you’re  an  expert  in  your  field. 
Likewise,  Autqftex  Leasing  is  the  recognized  expert  in  auto 
leasing.  We  are  endorsed  hy  the  Oklahoma  State  Medical 
Association.  So,  contact  an  Autofex  leasing  specialist  today 


Antoflex 

(l  I A 8 I N 0 

I 

Call  I ^800^634' 1 234  | 
or  2 1 4^234' 1 234  \ 


PRESIDENT’S  PAGE 

PLICO— Our  Insurance  Company 


We  have  had  questions  raised  during  the 
past  year  concerning  the  operation  and 
policies  of  our  insurance  company.  Pi. ICO 
Some  of  these  questions 
were  legitimate  inquiries 
from  OSMA  members  and 
deserved  thoughtful 
response.  Some  may  have 
been  motivated  by 
considerations  not  in  the 
physicians'  best  interest.  I 
want  to  add  my  voice,  as 
OSMA  president,  to  those 
supporting  PLICO. 

As  has  been 
mentioned,  we  of  the  OSMA  collectively  own 
Pt.lCO,  a $150  million  dollar  asset.  All  of 
Pl.lCO's  directors  and  officers  are  physicians 
except  for  the  executive  director  of  the  OSMA. 
All  members  of  the  PLICO  board  are  elected  by 
the  OSMA  House  of  Delegates.  We  are  in 
complete  control  of  our  insurance  company. 

I believe  that  multiple  communications 
form  the  PLICO  board  to  OSMA  members  during 
this  past  year  have  effectively  put  to  re.st  the 
concerns  about  PLiCO's  decision  not  to  seek 
Best's  or  Standard  & Poor's  ratings.  PLICO  is 


financially  stronger  than  ever  and  has  recently 
received  a favorable  ruling  which  will  make 
the  company  exempt  from  new  regulations 
requiring  an  ever-greater  capital  reserve  fund. 

I do  not  believe  that  any  physicians  in 
Oklahoma  can  find  a professional  liability 
insurance  company  equal  to  the  bargain  or 
stability  offered  by  PLICO.  Many  physicians 
may  be  facing  increasing  pressure  from 
hospitals  to  switch  to  a different  professional 
liability  plan,  in  most  cases  sacrificing  their 
occurrence  policy  for  a claims-made  policy 
with  a potentially  very  expensive  tail  when  the 
plan  is  terminated.  It  is  very  important  to 
realize  the  difference  in  these  plans. 

All  of  us  should  support  our  insurance 
company.  We  should  insist  on  keeping  PLICO 
insurance.  We  should  stand  together,  not  only 
on  principle,  but  because  Pt.ico  is  the  absolute 
best  available  bargain  for  each  of  us. 
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The  Only  Center  in  Oklahoma  with  the  Full 
Range  of  Services  for  Liver  Disease. 


The  Hepatology  Division  and  Liver  Transplant  Medicine  Division  of  the  Dklahoma  Transplantation  Institute 


Building  upon  the  reputation  begun  in  1984,  the  medical  staff  at  INTEGRIS  Baptist  Medical 
Center' s Oklahoma  Transplantation  Institute  is  totally  committed  to  providing  all  forms  of 
therapy  to  patients  with  various  forms  of  liver  disease. 

The  specialists  at  OTI  are  full-time  hepatologists  and  transplant  surgeons  and  have 
established  practices  in  Oklahoma  City  to  fulfill  our  pledge,  "We're  Here  For  Life!" 

Hepatologists 

Harlan  Wright,  M.D.  405/949-351 5 
Robert  McFadden,  M.D.  405/945-4375 
Ahmet  Gurakar,  M.D.  405/951  -2641 

INTEGRIS 

Oklahoma  Transplantation  InstiU 

3300  I\1.W.  Expressway 
Oklahoma  City,  OK  731 12 
405/949-3349 
or  toll-free:  m/327-2273 


Nazih  Zuhdi,  M.D. 


/ 


\ 


OklaKoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 
Kenneth  A.  Hieke,  M.D. 
Robert  S.  Unsell,  M.D. 


(405)  945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 


f 


/ 
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Health  Maintenance  Organizations  in  Oklahoma 

Edward  N.  Brandt,  Jr.,  MD,  PhD;  Robert  W.  Broyles,  PhD;  David  Falcone,  PhD 


No  physician  needs  to  be  told  that  the  health 
care  system  is  changing  rapidly,  with  an  em- 
phasis on  cost  containment.  The  approach  to  ef- 
fecting cost  control  is  usually  called  managed  care, 
and  it  is  almost  impossible  to  obtain  health  insur- 
ance that  does  not  manage  use  of  services.  Man- 
aged care  now  forms  a continuum  ranging  from 
managed  indemnity  insurance  to  classic  health 
maintenance  organizations  (HMOs).  The  HMO  is  the 
only  form  of  managed  care  that  requires  specific 
licensure  by  the  State  of  Oklahoma. 

With  the  advent  of  managed  care  underway 
nationwide,  in  rural  as  well  as  urban  areas,  it  is 
vital  that  physicians  understand  the  various  types 
of  managed  care.  The  purpose  of  this  paper  is  to 
make  physicians  more  aware  of  the  various  types 
of  managed  care  and  to  review  current  informa- 
tion on  HMOs  that  operate  in  Oklahoma. 

Definitions 

Managed  care  is  a cost  containment  approach 
that  relies  on  utilization  review  to  limit  lengths 
of  stay  and  the  use  of  laboratory  and  imaging 
techniques;  and  pre-authorization  to  limit  hospi- 
tal admissions  and  access  to  expensive  diagnos- 
tic and  therapeutic  approaches.  Managed  indem- 
nity insurance  imposes  limitations  on  use,  but 
gives  the  insured  a choice  of  physicians,  other 
health  professionals,  and  hospitals. 

Preferred  provider  organizations  (PPOs)  limit 
choice  of  physicians,  other  health  professionals, 
and  hospitals  in  addition  to  applying  utilization 

Direct  correspondence  to  Edward  N.  Brandt.  Jr..  MD.  Director.  Center 
for  Health  Policy.  OUHSC  College  of  Public  Health.  P.O.  Box  26901. 
Oklahoma  City.  OK  73190. 


review'  and  preauthorization.  Many  PPOs  permit 
the  enrollee  to  utilize  physicians  other  than  those 
“preferred"  ones  if  the  patient  pays  the  difference 
betw'een  the  PPO’s  payment  rate  and  the  physi- 
cian's charges. 

Health  maintenance  organizations  provide  a 
guaranteed  benefit  package  for  a fixed  monthly 
payment.  In  addition  to  the  constraints  on  free- 
dom of  choice  in  other  managed  care  approach- 
es, HMOs  limit  referrals  to  non-primary  care  phy- 
sicians and  utilize  mid-level  practitioners  exten- 
sively. There  are  at  least  five  types  of  HMOs:  the 
staff  model,  in  which  the  physicians  are  employ- 
ees of  the  HMO;  the  group  model,  in  which  the 
HMO  contracts  with  a multi-specialty  group  for 
all  care;  the  individual  practice  association  (IPA), 
in  which  the  HMO  either  contracts  with  an  orga- 
nization representing  a number  of  individual 
physicians  or  contracts  directly  with  individual 
physicians;  the  network  model,  in  which  the  HMO 
contracts  with  several  group  practices,  usually 
single  specialty  ones;  and  the  point  of  service 
(POS)  model,  which  can  be  a variant  of  any  of 
the  above  models  but  permits  enrollees  to  con- 
sult any  physician  and  requires  the  patient  to  pay 
the  difference  between  the  HMO  fee  schedule  and 
the  physician’s  charge. 

Health  Maintenance  Organizations 

HMOs  are  licensed  by  the  state  Department  of 
Health,  which  issues  reports  on  them  quarterly. 
The  data  reported  here  are  from  the  report  of 
December  31,  1995,  and  are  for  the  full  year. 
Nine  HMOs  operate  in  Oklahoma.  Three  of  the 
nine  began  operations  after  October  1,  1994,  and 


The  rote 
of  increase 
in  HMO 
membership  in 
the  past  year 
has  been 
approximately 
20%. 
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Health  Maintenance  Organizations 


Table  1.  Membership 

HMO 

Members 

% 

Member 

Months 

% 

PacifiCare 

126,561 

44.7 

1,499,033 

49.7 

BlueLinks 

4T:005 

16.6 

381,454 

12.6 

Cigna 

8,024 

2,8 

80,466 

2.7 

Community  Care  24,596 

87 

153,583 

5.1 

PruCare-OKC 

42,644 

15.1 

494,225 

16.4 

PruCare-Tulsa 

34,286 

12.1 

407,268 

13.5 

Totals 

283,116 

100.0 

3,016,029 

100.0 

Medicare 

17,254 

6,1 

185,575 

2.0 

Medicaid 

30,860 

10.9 

71,826 

2.4 

Table  2.  Monthly  Premiums 


HMO 

Private 

Medicaid 

Medicare 

PacifiCare 

$118.47 

$111.70 

$364.02 

BlueLinks 

132.15 

95.28 

Cigna 

125.60 





Community  Care 

106.15 

93.63 



PruCare-OKC 

118.03 

PruCare-Tulsa 

112.92 

SO  had  operated  for  about  one  year  at  the  time  of 
the  December  31  report.  Since  the  costs  of  new- 
ly established  HMOs  are  abnormally  high,  the 
three  organizations  that  began  operation  after  Oc- 
tober 1,  1994,  are  not  included  in  this  paper.  Of 
the  remaining  six,  two  are  sponsored  by  PruCare 
and  licensed  to  operate  separately  in  Oklahoma 
City  and  Tulsa. 

As  of  December  31,  approximately  10%  of 
the  population,  or  305,049  Oklahomans,  were 
covered  by  an  HMO.  Of  these,  30,860  are  Med- 
icaid recipients  and  17,254  are  Medicare  bene- 
ficiaries. The  balance  of  256,935  members  were 
privately  insured.  The  three  newest  HMOs  includ- 
ed 21,933  enrollees. 


Table  1 summarizes  the  numbers  of  members 
and  member-months  for  each  of  the  six  HMOs. 
Note  that  PacifiCare  has  44.7%  of  the  total  mem- 
bers, followed  by  BlueLinks  and  PruCare  of 
Oklahoma  City. 

The  monthly  premiums  for  each  HMO  are  list- 
ed in  Table  2.  Premium  rates  varied  from  a min- 
imum of  $ 1 06. 1 5 per  month  for  Community  Care 
to  $132.15  per  month  for  BlueLinks;  however, 
the  benefit  packages  offered  by  the  HMOs  were 
not  analyzed  and  variation  in  the  insured  servic- 
es could  explain  all  or  part  of  the  differences  in 
premiums. 

Monthly  expenditures  are  depicted  in  Table  3. 
Expenditures,  by  category,  indicate  that  spending 
on  physician  care  varied  from  21.1  to  44.7%  of 
total  expenditures.  Administrative  expenditures 
ranged  from  12.9  to  46.0%.  Since  Cigna  has  the 
fewest  members  (8,024),  it  is  not  surprising  that 
it  has  the  highest  administrative  expenses. 

Table  4 lists  net  profits  for  the  year.  Communi- 
ty Care  is  still  in  the  “start-up”  phase  and  has  only 
24,596  members.  Furthermore,  they  had  the  low- 
est premium.  Finally,  Table  5 indicates  the  premi- 
um-to-health  care  benefit  ratio.  This  is  a good  mea- 
sure of  the  commitment  to  quality  of  care. 

Conclusions 

Of  the  nine  HMOs  licensed  to  operate  in  Oklaho- 
ma, three  (Foundation  Health,  Healthcare  Okla-  , 
homa,  and  PROklahoma  Care)  have  been  licensed  I 
in  the  past  year.  There  are  305,049  Oklahomans  I 
covered  by  HMOs,  of  which  1 7,254  are  Medicare 
beneficiaries  and  30,860  are  Medicaid  recipients. 
The  rate  of  increase  in  HMO  membership  in  the 
past  year  has  been  approximately  20%.  Mo.st  of 
the  growth  resulted  from  increased  enrollment 
among  Medicare  and  Medicaid  beneficiaries. 
The  number  of  such  beneficiaries  is  sure  to  in- 
crease because  of  the  law  requiring  all  Medic- 
aid recipients  in  urban  areas  to  be  covered  by 


Table  3.  Monthly  Expenditures 


HMO 

Total 

Physicians 

% 

Inpatient 

% 

Other 

Health 

Care 

% 

Subtotal 

Health 

Care 

% 

Admin- 

istration 

% 

PacifiCare 

$140.46 

$62.80 

44.70 

$25.30 

18.00 

$31.70 

22.60 

119.80 

85.30 

$20.66 

1470 

BlueLinks 

135.75 

45.75 

33.17 

22.90 

20.60 

38,75 

28.50 

112.40 

82  80 

23.35 

17.20 

Cigna 

183.65 

38.70 

21.10 

19.33 

10.50 

41.12 

22.40 

99  15 

54  00 

84  51 

4600 

Community  Care 

129.76 

42.33 

32.60 

35.19 

27.20 

19.02 

14.70 

96.54 

7440 

33  21 

25.60 

PruCare-OKC 

11799 

31  89 

2700 

21.35 

18  10 

4947 

41  90 

10271 

8700 

15.27 

12.90 

PruCare-Tulsa 

110.15 

32.36 

29  40 

16.67 

15.10 

46.53 

42.20 

95.56 

86  80 

14,59 

13.20 

Average 

$135.06 

$48.87 

36.20 

$2445 

18.10 

$37.32 

27.60  $11064 

81.90 

$24  43 

18  10 

Note:  All  percentages  are  of  total  expenditures 
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Table  4.  Net  (After  Taxes)  Profits 


HMO 

Per  Member  Member 
Month  Months 

Total 

PacifiCare 

$842 

1,499,031 

$12,621,841.00 

BlueLinks 

$094 

381,454 

358,366.76 

Cigna 

4.50 

80,466 

362,097.00 

Community  Care 

(20.14) 

153,583 

(3,093,18616) 

PruCare-OKC 

2.18 

494,225 

1,047410.50 

PruCare-Tulsa 

7.06 

407268 

2,875,312.00 

*Ogno  reports  that  33.0%  of  its  income  is  from  "other  revenue  ' 


HMOs  and  increased  incentives  for  Medicare  re- 
cipients to  join  HMOs.  Furthermore,  there  are  also 
incentives  for  CHAMPUS  recipients,  of  which 
there  are  approximately  60,()()()  in  Oklahoma,  to 
join  HMOs.  Hence,  it  is  likely  that  the  HMO  mar- 
ket share  will  increase  in  the  near  future. 

According  to  a rand  survey  performed  in 
1993  for  the  State  Task  Force  on  Medicaid  and 
Welfare  Reform,  most  Oklahoma  employers  who 
spon.sor  health  insurance  benefits  offer  a choice 
of  plans.  It  seems  clear  that  most  employees  are 
not  selecting  HMOs,  opting  instead  for  greater 
choice  of  physicians.  Unfortunately,  no  reliable 


Table  5.  Premium  to  Health  Care  Benefit  Ratios 


HMO 

Health  Care 
Premiums  Benefits 

Benefits/ 

Premiums 

PacifiCare 

$118.47 

$119.80 

1.01 

BlueLinks 

132.15 

112.49 

0.85 

Cigna 

125.60 

99.15 

0.79 

Community  Core 

106.15 

96.54 

0.91 

PruCare-OKC 

118.03 

102.71 

0.87 

PruCore-Tulsa 

112.92 

95.56 

0.85 

data  are  available  on  people  covered  by  PPOs  or 
managed  indemnity  plans.  Yet,  it  seems  likely 
from  indirect  sources  that  the  majority  of  em- 
ployees covered  by  their  employers  are  in  such 
managed  care  plans.  j 
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Leaders  in  Medicine 


G.  Rainey  Williams,  MD 

The  Importance  of  Doing  It  Right 

By  Richard  Green 
Photography  by  Robert  Taylor 


he  situation  at  the  medical  center  in 
1974  had  been  deteriorating  for  almost 
a year.  It  .seemed  like  destructive  forces 
had  been  loosed  upon  the  land.  This 
much  was  clear  to  most  of  the  University  of 
Oklahoma  faculty  at  the  medical  center:  the 
.source  of  their  problems  was  located  about  a 
mile  to  the  north  at  NE  23rd  and  Lincoln  Bou- 
levard and  the  root  cause  was  money. 

Legislative  leaders  said  or  implied  that  the 
doctors  had  too  much  money  and  that  is  why 
they  didn't  want  to  be  held  accountable  for  it. 
Just  the  opposite,  responded  the  medical  center 
leadership,  noting  that  the  medical  school  and 
its  teaching  hospitals  had  always  been  chroni- 
cally underfunded,  that  state  support  tended  to 
come  in  fits  and  bursts  and  usually  amounted 
to  expensive  Band-Aids. 

This  appeared  to  be  so  again  in  1973,  they 
believed,  when  a 214-bed  addition  to  Universi- 
ty Hospital  was  constructed  but  couldn’t  be 
opened  because  the  Legislature  wouldn’t  pro- 
vide adequate  funds  to  operate  it.  In  response 
to  the  OU  medical  leadership’s  plea  for  funds, 
the  governor  and  certain  members  of  the  Leg- 
islature announced  that  the  medical  center 
would  be  investigated  and  that  doctors  would 
be  required  to  put  a portion  of  the  money  they 
had  generated  from  private  practice  into  a gen- 
eral fund  that  their  individual  departments 
could  not  control.  Furthermore,  state  leaders 
wanted  the  two  teaching  hospitals  (University 
and  Children’s)  to  be  separated  from  OU. 

In  response  to  an  atmosphere  poisoned  with 
distrust,  recriminations,  charges,  and  counter- 


charges, frustrated  and  angry  clinical  faculty 
had  begun  to  protest  by  resigning.  Not  only 
were  they  not  appreciated,  but  their  honesty 
and  integrity  were  being  questioned.  The  de- 
partment that  was  hit  the  hardest  was  surgery. 
Of  eleven  surgeons,  eight  either  had  departed 
or  had  announced  plans  to  do  so.  Among  them 
was  the  chairman,  John  Schilling. 

Dr.  Schilling  was  a proud  man.  As  the  de- 
partment’s first-ever,  full-time  chairman,  he 
had  built  a unit  that  was  staffed  with  excellent 
surgeons  and  teachers  and  that  had  a credible 
and  highly  promising  research  component. 
During  his  eighteen  years,  he  had  had  to  fight 
other  battles  to  keep  things  on  track.  Now,  the 
department  he  had  helped  to  build  was  disinte- 
grating and  he  was  powerless  to  stop  it.  In  June 
1974,  he  told  his  right-hand  man,  Rainey  Will- 
iams, that  he  wasn’t  going  to  spend  the  rest  of 
his  career  putting  up  with  this  kind  of  stuff, 
and  resigned.  He  was  followed  out  the  door  a 
month  later  by  the  College  of  Medicine’s  dean. 
Dr.  Robert  Bird,  a man  revered  by  most  of  the 
faculty. 


When  he  was  discharged  from  the 
Army,  Williams  said  he  never  again 
intended  to  be  part  of  any  outfit  that 
wasn't  committed  to  excellence. 
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On  his  daily  rounds, 
Williams  crosses  the 
overhead  walkway  at 
University  Hospital. 


At  that  point,  people  were  half  joking  that 
the  last  one  to  leave  should  turn  off  the  light. 
Rainey  Williams  wondered  if  he  should  clear 
out.  He  remembers  telling  heart  surgeon  Jim 
Hartsuck  that  if  he,  Hartsuck,  decided  to  leave, 
to  let  him  know,  and  maybe  he  would  go  with 
him.  It  was  a tough  call.  He  had  trained  in  both 
general  and  thoracic  surgery  at  Johns  Hopkins 
and  the  institution’s  commitment  to  and  tradi- 
tion of  excellence  was  imbued  in  every  bone  in 
his  body.  The  only  institution  he  had  ever  been 
affiliated  with  that  didn’t  have  high  standards 
was  the  U.S.  Army  and  when  he  was  dis- 
charged he  said  he  never  again  intended  to  be 
part  of  any  outfit  that  wasn’t  committed  to 
excellence. 

On  the  other  hand,  Williams  had  invested 
sixteen  years  at  OU  and  hated  to  see  the  de- 
partment’s programs  go  down  the  drain.  Fur- 
thermore, some  twenty  housestaff  physicians 
were  depending  on  him  and  the  department  to 
remain  viable.  Williams  told  his  surgery  prote- 
ge Ron  Elkins  that  maybe  he,  Elkins,  shouldn’t 
be  “the  last  one  out  of  the  box.’’  The  younger 
man  had  graduated  from  OU’s  medical  school 


and  with  Williams’  recommendation  and  sup- 
port had  been  accepted  at  Johns  Hopkins, 
where  he  completed  both  general  and  thoracic 
surgery  training.  He  had  returned  to  the  medi- 
cal school  to  join  its  strong  surgery  faculty  in 
1971,  and  he  and  Williams  were  doing  all  of 
the  congenital  cardiac  surgeries.  It  had  been  a 
time  of  great  professional  progress  and  satis- 
faction and  neither  man  wanted  it  to  end.  El- 
kins told  Williams  that  he  would  “stick  with 
it.’’  Rainey  Williams  was  very  relieved,  for  he 
had  already  decided  that  he  was  staying  put. 

His  sense  of  relief  didn’t  last  long,  however, 
with  the  sobering  realization  that  the  depart- 
ment had  three  surgeons  to  cover  three  teach- 
ing hospitals:  University;  the  elderly  and 
crumbling  Children’s;  and  V.A.  He  would  be- 
gin his  tenure  as  the  new  departmental  chair 
with  an  almost  crushing  schedule  of  surgeries, 
teaching,  and  faculty  recruiting  to  do.  And  if 
that  weren’t  enough,  he  was  in  the  middle  of 
his  term  as  chief  of  staff  at  University  Hospi- 
tal. In  that  position,  he  was  representing  a 
largely  unsettled,  unhappy  medical  staff  to  the 
hospital  administration,  which,  in  transition 
from  OU’s  control  to  an  independent  board, 
was  in  turmoil.  As  1974  was  running  its 
course,  he  would  often  return  home  late  at 
night,  completely  exhausted,  wondering  if  he 
were  crazy.  Did  he  for  some  perverse,  deep- 
seated  reason  need  the  abuse  from  the  politi- 
cians and  the  aggravation  from  the  OU  Re- 
gents and  the  new  hospital  board?  He  didn’t 
think  so  and  he  knew  there  were  plenty  of  sta- 
ble, relatively  well-funded  institutions  that 
would  be  glad  to  have  him.  What  was  it,  then? 
Why  did  he  stay? 

T 

George  Rainey  Williams  was  born 
October  25,  1926,  in  Atlanta.  He 
was  named  after  his  father  (they 
were  both  Rainey,  never  George) 
probably  because  he  emerged  first.  His  identi- 
cal twin  brother  was  named  Russell,  their 
mother’s  maiden  name.  Mr.  Williams  met  and 
married  Miss  Hildred  Russell  in  Oklahoma 
City  after  he  had  been  transferred  there  by  his 
Atlanta-based  cotton  insurance  company.  Be- 
fore the  boys  were  born,  however,  the  couple 
had  been  moved  back  to  Atlanta,  where  the 
boys  spent  their  primary  and  junior  high  .school 
years. 

Were  the  twins  inseparable  as  many  sets 
seem  to  be?  No,  Williams  says.  “My  mother 
didn’t  dress  us  up  in  matching  outfits  or  make 
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US  go  through  all  that  silliness  associated  with 
identical  twins.  She  wanted  us  to  lead  our  own 
lives."  As  to  their  closeness,  Williams  says  he 
can't  really  characterize  it  because  he  had  no 
other  siblings  with  which  to  compare.  Were 
you  and  your  brother  competitive?  "1  didn’t 
feel  that  way.  He  was  a better  student;  he  made 
I top  grades  and  1 made  good  grades.  But  years 
\ later,  a mutual  friend  of  ours  told  me  that  Rus- 
sell did  feel  highly  competitive  toward  me." 

Both  parents  had  attended  about  two 

years  of  college  and  placed  a premium 
on  a good  liberal  arts  education.  The 
whole  family  was  musical.  "Mother 
I sang  beautifully  but  never  did  anything  with 
I it,”  Williams  says.  "My  father  had  played  Bute 
I in  the  Georgia  Tech  band.  Rus.sell  played  vio- 
( lin  and  1 played  the  French  horn."  After  some 
j prodding,  Williams  says  he  "was  encouraged" 

I to  practice  daily  for  an  hour  or  so  and  as  a so- 
j loist  won  superior  ratings  in  music  contests. 

I Although  he  enjoyed  playing,  he  never  seriou.s- 
I ly  considered  a musical  career.  Maybe  engi- 
j neering,  he  thought,  though  he  didn't  know 
( the  first  thing  about  it.  Maybe  medicine.  Ditto. 

These  were  the  years  of  the  Great  Depres- 
I sion.  The  family  was  affected,  but  not  serious- 
( ly.  Williams  remembers  overhearing  his  moth- 
1 er  and  father  discuss  belt-tightening.  "We  had  a 
I small  house,  one  car,  and  lived  modestly.” 

Both  boys  joined  junior  high  fraternities, 
which  were  much  in  vogue  then,  serving  as 
semi-formal  units  for  .socializing.  "All  in  all,  I 
was  quite  happy,”  Williams  says. 

That  happiness  was  temporarily  suspended 
1 after  Mr.  Williams  was  called  to  active  duty  in 
I the  Army  in  1942.  Hildred  Williams  moved  the 
i family  back  to  Oklahoma  City  to  be  with  her 
family.  Rainey  and  Russell  were  16.  Shortly 
after  they  had  settled  in  with  Hildred’s  family. 
Mr.  Williams  announced  from  North  Carolina 
that  he  wasn't  coming  home.  He  was  involved 
with  another  woman.  “Russell  and  I were  sur- 
prised. We  didn't  know  they  had  been  unhap- 
py. but  these  things  don't  generally  happen  if 
the  marriage  is  on  a firm  footing.  We  were 
very  unhappy  for  a time,  but  it  (the  news  and 
■ subsequent  divorce)  wasn’t  the  ever-lasting 
trauma  that  seems  to  be  the  standard  that  I read 
about  today.” 

Rainey,  of  course,  disliked  being  uprooted 
' but  brought  something  lasting  with  him  from 
Atlanta;  his  soft  Georgia  accent.  He  had  no 
trouble  making  friends,  especially  after  joining 
a fraternity  at  Classen  High  School.  Two  from 
that  group.  Bob  Ellis  and  Dick  Clements,  are 


In  school  Williams  particularly  liked 
philosophy.  "I  was  amazed  to  find  that 
there  was  a discipline  on  thinking.  I 
hod  never  thought  very  much 
about  thinking." 


still  his  best  friends.  Later,  he  met  Martha  Vose, 
pretty,  petite,  charming,  smart,  and  the  daughter 
of  the  president  of  the  First  National  Bank,  one 
of  Oklahoma  City's  two  leading  banks.  “We  hit 
it  off  immediately  and  1 don't  think  it  was  long 
before  I knew'  that  someday  we  would  be  mar- 
ried. Martha  felt  the  same  w ay. 

First,  they  had  to  complete  high  school  and 
college,  and  he  was  hoping  to  go  to  medical 
school  after  that.  There  was  also  the  matter  of 
World  War  II.  By  Rainey’s  graduation  in  the 
spring  of  1944,  the  Allies  were  about  to  launch 
the  massive  effort  to  reclaim  Europe.  Very  like- 
ly Rainey  would  have  been  involved  if  he  had 
not  been  admitted  to  the  Navy’s  V.-12  program, 
a vehicle  for  producing  officers  with  special- 
ized training  such  as  engineers  and  physicians. 
He  was  one  of  four  Classen  graduates  to  score 
high  enough  for  admission  to  the  V-12.  He 
hoped  he  would  be  assigned  to 
Emory  University  in  Atlanta. 

His  best  friend,  Dick  Clem- 
ents, wanted  the  University  of 
Texas.  Perhaps  the  Navy  got 
things  scrambled  up:  Clements 
to  Emory;  Williams  to  UT. 

Russell  went  to  OU  and 
roomed  with  Bob  Ellis.  Ironi- 
cally, Rainey  would  become 
much  closer  to  Ellis  than  to  his 
twin  brother,  mainly  because 
of  career  choices.  He  and  Ellis 
wanted  to  be  doctors  while 
Russell  eventually  became  a 
historian.  Of  his  twin,  Rainey 
says,  “Beginning  with  college, 
our  lives  changed  as  we  pur- 
sued different  courses  and  we 
were  never  very  close  after 
that.” 

As  with  any  set  of  identical 
twins,  their  lives  could  be  stud- 
ied for  clues  associated  with  the 
relative  influence  of  nature  ver- 
sus nurture.  After  a successful 
and  productive  career  teaching 


His  well-deserved 
selection  as  OU's 
Stanton  L.  Young 
Master  Teacher  in  1991 
was  one  of  Williams' 
proudest  moments. 

j 
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Martha  Vose  of 
Oklahoma  City 
became  Mrs.  G.  Rainey 
Williams  in  1950. 


history  at  Michigan,  Russell  developed  alcohol 
and  emotional  problems  and  died  unhappy  and 
feeling  unfulfilled  in  1974.  That  was  the  same 
year  that  Rainey  Williams  was  dealing  with  the 
aforementioned  crises  at  OU’s  medical  school 
and  the  teaching  hospitals.  Why  one  prevailed 
while  the  other  could  not  cope  is  unknown  and 
by  now,  probably  unknowable. 

Rainey  spent  two  years  at  UT,  one  of  3,000 
men  enrolled  with  12,000  women.  Although 
Martha  had  his  heart,  she  did  not  have  his  pres- 
ence, and  he  dated  at  least  a few  of  the  multi- 
tude available  in  Austin.  After  graduating  in 
1945,  she  matriculated  to  her  mother’s  college. 
Smith,  in  Philadelphia,  Pennsylvania.  Martha 
also  dated,  but  like  Rainey,  the  dates  were 
strictly  .social. 

As  a pre-med  student  in  the  Navy,  Rainey 
attended  class  in  uniform  and  marched  and 
drilled  some;  otherwi.se,  he  was  on  his  own  and 
joined  a fraternity  and  partied  Just  like  any  un- 
derclassman. Gradewi.se,  he  did  fine,  but  didn’t 
study  any  harder  or  more  than  he  partied.  Me 
particularly  liked  zoology  and  philosophy.  “I 


was  amazed  to  find  that  there  was  a discipline 
on  thinking.  I had  never  thought  very  much 
about  thinking.”  He  was  drawn  to  Descartes, 
who  among  other  things,  said  that  nothing  can 
be  considered  true  unless  it  can  never  be 
doubted  under  any  conditions.  Cogito,  ergo 
sum  (I  think,  therefore  I am)  survived  his  test. 
This  rigorous,  highly  disciplined  sort  of  think- 
ing, Williams  would  later  see,  helped  make 
him  a better  physician. 

The  war  ended  and  consequently  the  V- 1 2 
program.  After  six  semesters  at  UT,  Williams 
was  ready  for  medical  school.  He  applied  to 
four  schools  and  he  and  Bob  Ellis  made  a deal; 
they  would  go  to  the  first  one  that  accepted 
them  both.  They  reported  to  Northwestern  Uni- 
versity in  Chicago  in  1946. 

Why  Williams  chose  medical  school  is  still 
unfathomable  to  him.  “No  doctors  in  the  fami- 
ly, no  experience  with  doctors  or  hospitals,  but 
somehow  it  just  always  seemed  like  the  right 
idea.  As  I discovered  later,  most  of  my  class- 
mates were  in  that  way  just  like  me.” 

y 

One  of  life’s  defining  moments  oc- 
curred during  his  first  weeks  of 
medical  school.  Williams  realized 
he  was  in  the  right  place  at  the  right 
time,  with  people  like  him  who  were  giving 
their  best.  Out  of  the  initial  anxiety  and  in.se- 
curity,  order  had  emerged  and  he  found  that  he 
could  not  only  compete,  but  excel.  And  it 
wasn’t  just  that  he  could  do  this,  but  that  he 
wanted  to  do  this.  As  a result,  he  felt  his  life 
had  direction  and  purpose. 

“It  (the  first  year)  was  one  of  the  great  years 
of  my  life,”  Williams  says.  I had  four  or  five  of 
the  best  teachers  I’ve  ever  seen,  always  well 
prepared,  always  presented  the  information 
clearly  and  concisely.  Everyone  attended  class, 
and  took  voluminous  notes.  Today,  it’s  one  guy 
with  a tape  recorder.”  (As  a member  of  the  ad- 
missions board  for  many  years,  Williams  made 
several  such  comparisons  during  the  interviews 
for  this  story.) 

Ellis  and  Williams  were  roommates  in  the 
dorm  for  the  first  year  and  a half.  “Rainey  was 
very  enthusiastic  and  the  profs  recognized 
this,”  Ellis  says.  “He  made  AOA.  But  as  hard 
as  we  studied,  we  still  had  somewhat  of  a so- 
cial life.  It  was,  after  all,  Chicago.  We  saw 
Streetcar  Named  Desire,  Nat  King  Cole  at  the 
Blue  Note  Club,  and  even  went  to  the  Rose 
Bowl  in  1948 — the  last  time  Northwe.stern  was 
there  until  last  January.” 
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Rainey  later  worked  for  an  industrial  physi- 
cian, sleeping  in  his  office  and  taking  night 
call.  “1  had  the  Gl  bill  but  Northwestern  even 
then  was  expensive,  about  $ 1 ,000  a year,  and  I 
needed  to  be  less  of  a drain  on  my  mother,  w ho 
as  far  as  I knew  was  living  on  alimony." 

He  was  leaning  toward  surgery  even  before 
his  clinical  rotation.  "Actually,  the  first  time  1 
saw  surgery  being  performed  in  one  of  those 
surgical  amphitheaters,  1 almost  passed  out.  1 
don't  recall  the  details,  but  it  was  some  sort  of 
operation  in  which  they  were  spilling  a great 
deal  of  blood.” 


Having  thoroughly  enjoyed  his  sur- 
gery rotation,  he  also  had  found  a 
role  model,  chief  resident  James  T. 
Grace,  who  seemed  to  know  every- 
thing pertinent,  was  bright,  enthusiastic,  an 
excellent  surgeon,  and  intere.sted  in  the  stu- 
dents and  residents.  He  saw  gastrectomies,  gall 
bladders,  thyroids,  cancer  operations  of  the 
abdominal  region,  and  just  grew  to  love  gener- 
al surgery.  He  found  his  neurosurgery  rotation 
fascinating,  and  although  neurosurgeons  were 
at  the  top  in  prestige,  "1  was  smart  enough  to 
know  that  in  the  late  forties  they  weren't  get- 
ting very  good  results." 

The  year  he  received  his  MD  coincided  with 
Martha’s  graduation  from  Smith.  She  majored 
in  American  studies,  a great  field  of  study  but 
with  no  apparent  commercial  value.  That  was 
okay;  she  planned  to  be  a doctor’s  wife  and 
raise  a family.  Rainey  and  Martha  were  mar- 
ried in  June  1950.  Since  1946,  except  for  sum- 
mer vacations,  they  had  carried  on  their  rela- 
tionship through  letters.  "Long  distance  was 
very  expensive  and  1 don’t  think  1 ever  once 
called  Martha  during  those  years,”  Rainey 
says.  “I  do  recall  sending  her  a telegram  about 
my  internship.” 

Rainey  had  a lot  going  for 
him  in  1950.  He  had  been  se- 
nior class  president,  was  AOA, 
and  had  excellent  recommen- 
dations. He  didn’t  want  a ro- 
tating internship,  but  one  that 
tied  into  a surgery  residency. 

Accordingly,  he  interviewed  at 
appropriate  and  top-notch  pro- 
grams in  Philadelphia,  New 
York,  Boston,  and  Baltimore. 

“I  happened  to  have  lunch  with 
this  group  of  residents  at  Johns 
Hopkins  and  remember  telling 
Martha  that  they  were  the 
damndest  bunch  I had  ever 


seen.  David  Sabersten,  Denton  Cooley,  Frank 
Spencer,  and  Jim  Maloney — all  who  became 
nationally  renowned  surgeons.  1 thought,  this 
is  the  place  for  me.” 

It  was. 

During  that  first  year,  Rainey  had  no  as- 
signed time  off.  Martha  says  she  didn’t  know 
what  she  was  getting  into.  "That  first  morning 
Rainey  said  he’d  call  when  he  got  things 
squared  away.  Three  days  later  he  called,  say- 
ing it  looked  like  he  was  going  to  be  a little  bit 
busy." 

He  received  no  salary  and  Martha  was  a 
secretary  in  downtown  Baltimore.  "We  lived  in 
a little  apartment  in  a row  house  near  the  hos- 
pital,” Martha  recalls.  "The  living  room  was 
separated  from  our  bedroom  by  a stairway 
leading  to  the  upper  floors."  The  bathroom  in 
the  back,  an  add-on  with  a dirt  floor  and  no 
heat,  had  the  charm  of  an  outhouse. 

In  his  first  year,  Rainey  spent  a month  on 
the  heart  service  with  the  chief.  Dr.  Alfred 
Blaylock,  one  of  the  most  imminent  and  best- 
known  surgeons  in  the  world.  "With  the  heart- 
lung  machine  still  years  off,  almost  all  of  the 
surgeries  involved  congenital 
disease  and,  of  course,  were 
performed  on  the  beating 
closed  heart.  It  was  the  only 
chance  the  baby  had  and 
many  of  these  surgeries  were 
successful.” 

Through  exposure  to 
many  superb  faculty  and 
residents  Rainey  saw  that 
their  standards  were  excep- 
tionally high.  For  the  first 
time,  he  learned  of  the  im- 
portance of  doing  every- 
thing right.  Shortcuts 


Family  means 
everything  to  Rainey 
and  Martha  Williams. 
Below,  they  enjoy 
Halloween  with  two  of 
their  grandchildren, 
Rainey  III  and  Sam, 
sons  of  Casey  and 
Rainey  Williams,  Jr. 
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Williams  is  an 
avid  hunter,  as 
evidenced  by  this 
painting  of  his 
bird  dogs  and  a 
handsome 
collection  of 
shotguns. 


were  to  be  avoided  even 
though  he  might  be  swamped 
with  patients  and  other  re- 
sponsibilities. In  that  milieu, 
before  he  quite  realized  it,  his 
standards  of  practice  and  con- 
duct mirrored  his  superiors. 

They  became 
so  ingrained 
that  he  could 
accept  no 
less  from 
anyone  ei- 
ther during 
his  ascent  at 
Johns  Hop- 
kins or  at 
OU.  All  this 
before  he 
was  even 
operating 
himself. 

But  the  po- 
tential must 
have  been 
obvious 
because 
Rainey 
Williams 
was  one  of 

two  residents  to  receive  the  William  Stewart 
Halsted  Fellowship  in  surgical  pathology  in 


1951-52. 


A builder  of  model 
ships,  Williams  wields 
an  X-acto  knife  as 
skillfully  as  a scalpel. 


In  those  days,  Johns  Hopkins  accepted  four- 
teen first-year  residents,  but  only  two  of  them, 
the  chief  residents,  would  complete  the  six- 
year  residency.  Generally,  the  Halsted  fellows 
made  it  to  the  top  of  the  pyramid.  But  in  Rain- 
ey’s case  that  decision  would  be  in  limbo  for 
two  years  as  a result  of  the  Korean  War. 

Actually,  he  missed  the  war,  which  started 
five  days  before  he  began  his  internship  and 
the  armistice  was  signed  several 
days  after  his 
induction  in 
July  1953.  He 
arrived  in  Korea 
in  late  1953  and 
served  as  a 
medical  officer 
treating  the 
complaints  of 
soldiers  waiting 
to  go  home.  For 
the  most  part,  it 
was  a negative 
experience.  The 


Army  was  a model  of  how  not  to  do  things. 

The  line  officers,  he  recalls,  didn’t  seem  to 
give  a hoot  about  anything.  One  night,  after 
diagnosing  an  acute  appendix  in  a Korean  sol- 
dier, he  loaded  the  patient  into  a jeep  and  drove 
twenty  miles  to  a mash  unit.  They  arrived  to 
find  the  unit  in  the  midst  of  a drinking  party. 
The  colonel  in  charge  told  Williams  that  no- 
body was  sober  enough  to  do  the  operation.  He 
said  he  might  find  a nurse  who  wasn’t  too 
drunk  to  help  Williams  do  the  surgery — if  that 
would  help.  Williams,  who  had  done  a couple 
of  appendectomies  at  Hopkins,  readily  agreed 
and  performed  the  procedure. 

After  Korea,  Williams  spent  nearly  a year  at 
Fort  Hood  in  Texas.  He  was  assigned  to  a 
mechanized  unit  and  spent  a lot  of  time  doing 
maneuvers,  none  of  them  medical  or  surgical. 

“1  just  wanted  it  to  be  over  and  get  back  in 
Hopkins.  Dr.  Williams  reported  almost  two 
months  late  in  the  academic  year,  in  late  Au- 
gust 1954.  If  anything,  he  was  even  more  moti- 
vated than  he  had  been  in  1950.  By  then,  he 
and  Martha  had  two  babies,  Bruce  and  Alden. 

As  Williams  gained  experience  and  skill,  he 
did  more  and  more  closed  heart  procedures. 
When  they  worked,  these  critically  ill  children 
were  restored  to  health  almost  immediately.  To 
the  families  of  these  children  what  Williams 
had  done  seemed  miraculous.  Toward  the  end 
of  his  residency,  the  heart-lung  machine  was 
being  introduced  and  it  was  both  an  exciting 
and  painful  process.  During  one  stretch,  six- 
teen consecutive  heart  surgery  patients  died, 
probably  all  due  to  complications  arising  from 
the  pump.  The  team  worked  day  and  night  and 
tried  everything  they  knew  to  eliminate  prob- 
lems. Finally,  there  were  some  succes.ses  and 
although  in  1958  the  pump  had  not  been  per- 
fected, teams  at  Hopkins  and  a few  other  cen- 
ters were  getting  closer. 

W'illiams  was  asked  to  join  the  fac- 
ulty but  he  told  Dr.  Blaylock  that 
he  and  Martha  didn't  want  to 
raise  a family  near  Johns  Hop- 
kins. (As  a heart  surgeon,  he  would  have  to 
live  near  the  hospital.)  He  was  more  tempted 
by  Stanford’s  offer,  but  at  that  time  the  medical 
center  was  located  in  downtown  San  Francisco 
and  they  didn’t  want  to  raise  children  in  a 
crowded  big  city.  Although  Williams  could 
have  had  many  more  options  to  choose  from, 
he  had  liked  OU’s  surgery  chairman  John 
Schilling  and  knew  that  the  medical  .school 
was  adding  many  more  full-time  clinical  facul- 
ty. Also,  he  didn't  have  to  ask  to  know  that 
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Martha  would  love  to  set  up  their  home  in 
Oklahoma  City.  So  he  signed  up  as  an  assistant 
professor  of  surgery  and  was  paid  the  going 
rate:  $ 1(),(K)0  per  year.  A short  time  after  the 
family  arrived,  a second  daughter,  Ellen,  was 
born,  followed  in  1%()  by  the  last  of  the  chil- 
dren, another  George  Rainey  Williams. 

T 


Dr.  Williams  stepped  into  a highly  un- 
.settled  situation  in  the  summer  of 
1958.  Surgeons  in  private  practice 
had  always  run  the  department  in 
their  spare  time.  But  in  1955  Schilling  arrived, 
with  a mandate  to  transform  the  department 
into  a .strong  academic  unit  with  full-time  fac- 


ulty dedicated  to  teaching,  re.search,  and  ser- 
vice. With  the  addition  of  Williams,  Schilling 
had  built  a formidable  department  and  alienat- 
ed the  powers-that-were.  They  launched  a 
campaign  to  rid  the  medical  center  of  this  med- 
dlesome chairman.  Medical  school  dean  Mark 
Everett  shrewdly  formed  a committee  to  look 
into  the  matter. 

It  was  a simple  matter  of  control,  says  Will- 
iams. “The  good  ole  boys  ran  this  place  as  their 
hobby.  John  Schilling  got  control  and  took  the 
department  to  another  level  and  they  resented 
him,  as  an  outsider,  for  doing  that.  Their  idea  of 
a full-time  chairman  was  .somebody  who  worked 
for  them  full-time.  As  Dean  Everett  could  have 
predicted,  the  ad  hoc  committee's  report  was  fa- 
vorable to  Schilling;  there  were  no  grounds  for 
a resignation. 


Williams  was  relieved.  “If  they  had  forced 
Schilling  to  resign  I would  have  resigned  as  well 


and  probably  gone  into  private  practice.”  With  that 
out  of  the  way,  Williams  settled  down  to  study  for 
his  boards,  and  in  1959  he  was  board  certified  both 
in  general  surgery  and  thoracic  surgery. 

Williams  had  been  hired,  in  part,  to  increase 
the  department’s  research  component,  and  he 
didn’t  disappoint.  He  received  funding  from 
the  National  Institutes  of  Health  to  study  car- 
diovascular physiology  and  in  1960  was 
named  a Markle  Scholar,  which  provided  addi- 
tional research  support. 

The  thrust  of  his  research  changed  in  1962 
after  he  read  about  the  successful  reimplanta- 
tion of  a 12-year-old  boy’s  severed  arm.  “I  had 
already  seen  several  severely  damaged  limbs 
due  to  oilfield  or  farming  accidents  and 
thought  sooner  or  later  we  would  have  the  op- 
portunity to  reimplant  a limb  here.” 

To  prepare,  Williams  began  doing  animal 
studies  that  he  knows  would  not  be  permitted 


today.  But  he  needed  to  know  how  long  muscle 
would  live  and  where  to  begin  and  what  to  do 
next  and  so  on.  Within  two  years,  he  had  many 
of  the  answers  and  the  opportunity  to  use  this 
knowledge  in  an  attempt  to  save  Bob  Swaffar’s 
right  arm. 

It  had  been  wrenched  away  between  the  el- 
bow and  shoulder  when  this  Oklahoma  State 
University  basketball  player  reached  into  a 
high-speed,  water-extracting  clothes  dryer. 
Three  hours  later,  around  midnight,  Swaffar, 
his  severed  arm  in  a tub  of  ice,  arrived  at  Uni- 
versity Hospital.  A team  as.sembled  by  Will- 
iams was  in  place.  “Bob  was  an  ideal  candi- 
date,” Williams  says.  “He  was  a trained  athlete 
who  at  six  feet  eight  had  vessels  as  big  as  my 
finger.  The  accident  happened  with  such  force 
that  the  structures,  except  for  the  bone,  looked 
cut  apart,  not  torn  apart.  1 told  Bob  we  had 
never  done  this  before,  but  conditions  were 
favorable  and  we  wanted  to  try.” 

By  sunrise.  Swaffar’s  arm  was  back  in  place 
and  within  a day  or  two,  the  story 
was  reported  to  the  world  via  news 
wires.  It  was  by  no  means  a normal 
arm,  but  Bob  eventually  could  carr) 
a briefcase  and  open  doors  with  it' 

Williams  says  other  operations,  suci 
as  tendon  transfers  might  have  im- 
proved function  still  more,  but  Swa 
far  elected  not  to  have  them.  Techni 
cally,  surgeons  had  had  the  ability  t( 
perform  such  operations  for  at  least 
fifty  years,  Williams  says.  “Why  no 
one  had  was  the  same  reason  that  nc 
one  had  run  the  four-minute  mile 
(before  1954):  people  didn’t  think  il 
could  be  done.” 

Also  during  the  sixties,  Will- 
iams added  other  innovations  to 
surgical  practice.  The  recon- 
struction of  the  common  bile 
duct,  he  knew,  had  to  be  done 
very  precisely  to  avoid  scarring 
and  subsequent  failure.  Through 
trial  and  error,  he  developed  the 
techniques  that  enabled  him  to 
achieve  a much  higher  incidence 
of  healing  without  complications. 

Other  innovations,  involving 
congenital  heart  disease,  required 
experience  and  the  study  of  autopsy 
specimens,  and  were  dependent  on 
the  heart-lung  machine,  which  Will 
iams  says  totally  transformed  heart 
surgery  after  1960.  Throughout  the 
sixties,  Williams  spent  about  eighty 


An  all  around 
sportsman,  Williams 
loves  fishing  as  much  as 
hunting. 
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No  small  part  of 
Williams'  legacy  are 
these  surgery  residents, 
each  of  whom  studied 
under  his  tutelage. 


percent  of  his  surgical  time  doing  heart  opera- 
tions and  achieved  increasingly  better  results. 
But  even  into  the  seventies  it  was  necessary  to 
spend  a lot  of  time  postoperatively  with  his 
young  patients. 

And  there  were  other  demands  on  his  time. 
He  wanted  to  step  up  the  level  of  his  research, 
but  by  1963  Williams  had  been  promoted  to 
full  professor  and  vice  chair  of  the  department. 
John  Schilling  was  obviously  impressed  with 
his  administrative  abilities  and  was  perhaps 
grooming  him  to  be  his  successor.  As  an  exam- 
ple of  his  non-surgical  abilities,  Williams  en- 
listed state  welfare  director  Lloyd  Rader’s  sup- 
port in  establishing  a heart  center  at  Children’s 
Hospital.  Another  example:  Williams  could 
spot  potential  and  do  his  part  to  nurture  it.  He 
noticed  a very  bright  medical  student  named 
Ronald  Elkins  and,  after  getting  to  know  him 
better  during  a surgical  rotation,  decided  that 
Elkins  had  “a  surgical  personality.”  That  is, 
Elkins  was  willing  to  make  timely  decisions 
and  act  upon  them  quickly  and  decisively. 

He  encouraged  Elkins  to  pursue  a first-rate 
surgery  residency  program  and  then  when  El- 


kins followed  his  advice  to  apply  to  Johns 
Hopkins,  helped  to  get  the  young  man  accept- 
ed. “I  had  no  idea  if  he  would  come  back  to 
practice  here,  but  the  thinking  was  if  we  sent 
enough  of  our  best  and  brightest  out  to  these 
outstanding  programs,  we  would  get  some  of 
them  back.  Elkins  did  return  to  his  alma  mater 
in  1971  and  he  and  Williams  did  all  of  the 
heart  surgeries  until  the  crisis  year  of  1974. 

The  state  legislature  didn’t  trust  OU’s 
medical  center  leadership.  What  hap 
pened  in  the  surgery  department  in  the 
late  1950s  also  happened  in  other  clini- 
cal departments.  Leadership  had  changed 
hands,  from  local  volunteers  to  full-time  aca- 
demicians, and  since  they  were  from  out  of 
state,  they  were  dubbed  free-spending  carpet- 
baggers by  the  provincials  and  political  oppor- 
tunists in  the  legislature.  Some  of  the  “outsid- 
ers,” according  to  Williams,  could  inllame  leg- 
islators Just  by  walking  into  the  room.  Out  of 
this  estrangement  came  suspicion  and  distrust, 
which  led  to  investigations  and  allegations. 
Because  Schilling  had  seen  it  all  before  and 
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would  not  endure  it  again,  he  resigned  in  niid- 
1974.  Many  others  resigned  lor  similar  rea- 
sons. 

Williams  stayed  for  many  reasons,  and  al- 
though he  doesn't  remember  prioritizing  them, 
he  knew  that  when  the  crisis  pas.sed,  compro- 
mises would  have  been  fashioned  that  would 
enable  the  institution  to  emerge  with  renewed 
strength.  As  the  new  chairman  of  surgery  and 
chief  of  staff  at  University  Hospital,  Williams 
represented  the  interests  of  the  physicians  well 
and  fairly,  and  his  reputation  for  honesty  and 
integrity  was  enhanced.  Some  faculty,  like  Ron 
Elkins,  credited  him  for  holding  the  hospital 
together  in  1973-74. 

At  any  rate,  1974  was  a turning  point 
for  Rainey  Williams.  After  he  be 
came  department  chair,  he  told 
Elkins  he  no  longer  had  the  time  to 
deliver  adequate  post-operative  care  associated 
with  heart  surgeries.  A deal  was  made:  "1 
agreed  to  do  the  hearts  and  Dr.  Williams  said 
he  would  keep  doing  general  surgeries,”  El- 
kins says.  Williams’  immediate  priority  was  to 
recruit  good  faculty.  As  a Markle  Scholar,  he 
had  met  "a  disproportionate  number  of  leaders 
in  academic  medicine”  and  he  used  those  con- 
tacts to  identify  and  sign  up  several  excellent 
faculty  members. 

His  reputation,  skills,  and  contacts  were  in 
demand  locally  and  outside  of  Oklahoma.  He 
was  recruited  by  other  medical  centers,  and  al- 
though he  always  followed  Dr.  Schilling's  ad- 
monition to  at  least  see  what  they  had  in  mind, 
he  never  considered  any  offers  seriously.  In 
1981,  when  the  dean  of  OU's  medical  school 
resigned,  many  faculty  members  asked  Will- 
iams to  apply.  He  said  he  wasn't  interested,  that 
he  was  happy  doing  surgeries,  teaching  resi- 
dents and  students,  and  running  the  department. 
He  did  accept  an  appointment  as  interim  dean 
for  1981-82,  and  on  two  other  occasions  during 
the  eighties.  At  a diabetes  association-sponsored 
roast  of  Williams  in  1992,  his  old  friend  Bob 
Ellis,  for  years  an  allergist  with  the  Oklahoma 
Allergy  Clinic,  said  that  Rainey  had  been  acting 
dean  three  times  and  therefore  ought  to  stop  act- 
ing and  “do  something  over  there.” 

What  he  did  was  keep  things  on  an  even 
keel.  That  is  no  mean  feat  at  a medical  school 
populated  with  bright,  clever,  dynamic,  compul- 
sive, jealous,  talented,  ambitious,  and  egotisti- 
cal people  that  is  subordinate  to  regents  and  leg- 
islators. The  dynamics,  pressures,  and  challeng- 
es are  unrelenting.  Each  time,  Williams  handed 
over  a relatively  stable  enterprise. 


What  he  didn’t  do  was 
mix  well  or  often  with  public 
officials.  “No  question,  I 
should  have  spent  more  time 
with  those  people  shooting 
the  breeze  but  I've  always 
hated  politics.  1 don’t  trust 
politicians  because  our  ideas 
of  honesty  differ.” 

Whether  Williams  is  deal- 
ing with  legislators  or  surgery 
residents,  there  are  no  degrees 
or  modifications  of  honesty. 

"Residents  who  have  lied  to 
me  or  others  have  not  had 
their  contracts  renewed.”  he 
says.  “People  tend  not  to 
change.  When  I ask  a resident 
how  Mrs.  So-and-.So  is  doing 
and  he  says  fine,  and  I later 
find  he  had  not  seen  her.  that 
may  seem  minor  but  it's  not. 

Instead  of  saying  that  he  hasn't 
had  time  but  will  see  the  patient  later,  he  lies. 
People  like  that  tend  to  lie  repeatedly  and  we’re 
not  gonna  have  anyone  like  that  successfully 
completing  our  program.” 

Such  discrimination  has  contributed  to  the 
excellence  of  OU's  surgical  residency  pro- 
gram. Every  year,  Williams  receives  more  than 
one  hundred  applications  for  three  slots  in  gen- 
eral surgery. 


Three  of  Williams' 
former  residents  have 
named  children  after 
him.  This  two-year-old, 
K.  Rainey  Reynolds,  is 
the  third.  On  the  right  is 
his  dad.  Dr.  Tom  R. 
Reynolds. 


T 


For  the  past  few  years.  Dr.  Williams  has 
been  wearing  his  tux  more  often  than 
ever,  as  he  appears  at  dinners  and  cere- 
monies honoring  him  for  career  achieve- 
ments. He  was  inducted  into  the  Oklahoma 
Hall  of  Fame  in  1986,  elected  to  the  Johns 
Hopkins  Society  of  Scholars,  received  the 
Brotherhood  Award  from  the  state  chapter  of 
the  National  Conference  of  Christians  and 
Jews  and  OU’s  highest  award,  the  Distin- 
guished Service  Citation.  The  award  he  cher- 
ishes most,  however,  is  the  Stanton  L.  Young 
Master  Teacher  Award  for  1991.  “There  are 
very  few  major  awards  for  medical  teaching 
and  they  don’t  ordinarily  present  it  to  someone 
in  the  high-earning  specialties.  (The  award  in- 
cludes a $10,000  prize.)  I was  ab-so-lutely  sur- 
prised and  enormously  pleased  to  be  selected.” 
Later,  while  browsing  through  some  snap- 
shots of  himself  and  Martha  in  various  vaca- 
tion settings  and  of  himself  and  his  fishing  and 
hunting  buddies  in  various  trout  or  bird  ha- 
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vens,  Rainey  comes  across  a 
photo  that  reminds  him  of 
another  honor,  this  one  high- 
ly personal.  It  is  a picture  of 
Williams  and  one  of  his 
former  residents  cradling  his 
baby  son.  “That  baby  is 
named  Rainey,”  he  says, 
smiling.  He  was  the  third 
resident  to  have  named  a child  Rainey. 

Dr.  Williams  will  be  70  in  October  and  he 
has  submitted  his  resignation  as  chairman. 
Since  the  dean  has  taken  no  action  whatsoever, 
he  has,  in  effect,  not  accepted  the  resignation. 
Williams  has  indicated  that  he  will  probably 


"I  don't  trust  politicians 
because  our  ideas  of 
honesty  differ." 


stop  doing  surgeries  within  a year,  and  that 
would  force  some  action.  “I  want  to  quit  be- 
fore I recognize  that  I ought  to  quit.  But  I’d 
like  to  stay  around  to  assist  and  teach  some 
more.  I still  get  a charge  out  of  teaching  resi- 
dents and  students.  In  fact,  as  much  as  ever.”  j 

r 

Richard  Green,  an  Oklahoma  City  writer,  has 
been  doing  Leaders  in  Medicine  biographies 
for  the  Journal  since  1985. 

Robert  Taylor  is  a professional  photogra- 
pher based  in  Oklahoma  City. 
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Successful  Urgent  Cerclage  in  a Quadruplet  Gestation 


Stuart  D.  Haraway,  MD;  Arthur  H.  Schipul,  Jr.,  MD;  Jennifer  S.  Thomas,  MD;  William  F.  Rayburn,  MD 


Pregnancies  complicated  by  quadruplets  are 
rare  but  at  high  risk  for  premature  cervical  dila- 
tion, premature  deliveries,  and  increased  perina- 
tal mortality.  This  report  presents  a case  of  a pa- 
tient carrying  quadruplets  whose  cervix  became 
4 cm  dilated  at  21  weeks  even  though  there 
were  no  reported  uterine  contractions.  Despite 
bed  rest  and  combination  tocolytic  therapy,  the 
cervix  dilated  to  6 cm  and  the  membranes  pro- 
truded. Described  here  are  refinements  of  an 
Olatunbosun  technique  to  successfully  perform 
the  cerclage.  Labor  occurred  at  32  weeks,  and 
a cesarean  delivery  was  performed  before  the 
transvaginal  removal  of  the  cerclage.  The  four 
appropriately-grown  fetuses  adjusted  well  in  the 
intensive  care  nursery. 

The  incidence  of  quadruplets  ranges  from  1 
in  5,370  to  60,000'  pregnancies.  Quadruplet 
gestations  are  associated  with  a high  incidence 
of  neonate  complications  and  mortality,  especial- 
ly after  preterm  birth.  Collins  and  BleyP  have  re- 
ported that  the  mean  onset  of  preterm  labor  is 
24.5  weeks,  tocolysis  is  required  in  83%  of  cas- 
es, and  the  mean  gestational  age  at  delivery  rang- 
es from  31.1  to  33.8  weeks. 

Evidence  of  painless  cervical  dilation  has 
been  reported  in  14%  of  quadruplet  pregnancies.' 
Several  authors  have  examined  pregnancy  out- 
comes in  nonrandomized  studies  to  determine 


From  the  Section  of  Maternal-Fetal  Medicine.  Department  of  Obstetrics 
and  Gynecology,  the  University  of  Oklahoma  College  of  Medicine,  Okla- 
homa City.  Oklahoma  73190. 

Direct  correspondence  to  Arthur  H.  Schipul,  Jr,  MD.  Department  of 
Obstetrics  and  Gynecology.  University  of  Oklahoma  Health  Sciences 
Center.  P.O.  Box  26901.  4SP700,  Oklahoma  City.  Oklahoma  73190. 


whether  routine  placement  of  a cerclage  early  in 
gestation  is  helpful.  No  benefit  has  been  report- 
ed. Lipitz  et  al.^  compared  .seven  patients  receiv- 
ing cerclages  at  the  end  of  the  first  trimester  with 
three  patients  who  received  no -cerclage  and 
found  no  difference  in  mean  gestational  age  at 
delivery  (30.3  weeks  versus  33.0  weeks,  respec- 
tively). Collins  and  BleyE  reported  similar  find- 
ings in  a nonrandomized  study  involving  71  sets 
of  quadruplets.  The  mean  gestational  age  at  de- 
livery for  the  cerclage  group  was  not  different 
than  that  reported  overall  (31.2  vs.  31.4  weeks, 
respectively). 

A major  clinical  challenge  is  to  determine 
early  signs  of  cervical  dilation.  A woman  not 
suspected  of  having  such  a problem  may  present 
with  an  effaced  and  widely  dilated  cervix.  This 
unfavorable  circumstance  is  difficult  if  not  im- 
possible to  correct  with  a cerclage.  The  present 
case  is  the  first  known  report  of  a technique  used 
successfully  to  place  a cerclage  in  quadruplets 
in  the  presence  of  bulging  membranes  and  ad- 
vanced cervical  dilation. 

Case  Report 

The  patient  was  a 3 1 -year-old  African-American 
female  who  had  had  three  previous  full-term 
vaginal  deliveries.  She  had  undergone  a tubal 
sterilization  after  the  third  baby;  however,  a re- 
cent remarriage  resulted  in  the  patient  desiring 
further  fertility.  In  vitro  fertilization  elsewhere 
resulted  in  a quadruplet  gestation.  A repeat  pre- 
natal examination  revealed  her  cervix  to  be  3 cm 
dilated  and  60%  effaced  with  no  uterine  contrac- 
tions being  reported.  She  was  started  on  subcu- 


lt was  felt  that 
the  pregnancy's 
prognosis  was 
grim  with 
continued 
tocolysis  and 
bed  rest. 
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Figure  1.  Reduction  of  taneous  terbutaline  and  transferred  to  our  insti- 
cervicol  stay  sutures  tution  where  contractions  were  recorded  on  an 
while  reducing  bulging  external  electronic  monitor.  Intravenous  ampicil- 
lin  was  begun  until  select  cervical  and  vaginal 
cultures  (gonorrhea,  chlamydia,  group  B strep- 
tococcus) revealed  no  growth.  She  continued  to 
experience  contractions  despite  intravenous  mag- 
nesium sulfate,  oral  indomethacin,  and  subcuta- 
neous terbutaline.  By  hospital  day  six,  her  cer- 
vix was  6 cm  dilated  and  the  membranes  were 
bulging.  The  contractions  resolved  and  remained 
absent  for  24  hours. 

Estimated  gestational  age  was  2 1 weeks.  Long 
term  temporization  was  doubtful  with  continued 
tocolysis  and  bed  rest.  After  detailed  coun.seling, 
an  emergent  cerclage  was  offered  and  the  patient 
agreed  to  the  surgery.  She  was  placed  in  a steep 
Trendelenburg  position  under  general  halothane 
anesthesia,  and  the  vulva  was  prepared  in  the 
usual  manner.  The  vagina  was  rinsed  only  with 
sterile  saline.  The  dilated  cervix  was  then  ex- 
posed utilizing  multiple  intravaginal  retractors. 

The  urgent  cerclage  technique  was  a modifi- 
cation of  that  reported  by  Olatunbosun  and  Dyck 
in  1981 Initially,  10  stay  sutures  of  2.0  silk  were 
placed  around  the  edges  of  the  effaced  cervix  (Fig. 
I ).  The  first  surgical  assistant  then  placed  a .sec- 


ond larger-sized  surgical  glove  on  his  dominant 
hand.  Sterile  saline  was  placed  between  the  two 
gloves,  and  the  second  glove  was  secured  tightly 
with  an  umbilical  cord  clamp  near  the  wrist.  The 
saline  was  mobilized  to  the  index  finger  creating 
a 3-cm-long  liquid  cushion  between  the  two 
gloves  at  the  tip  of  the  index  finger.  While  the 
patient  was  maintained  in  the  deep  Trendelenburg 
position,  the  second  surgical  assistant  maintained 
traction  on  all  stay  sutures.  The  first  assistant  then 
utilized  his  cushioned  index  finger  to  gently  ele- 
vate the  bulging  membranes  up  into  the  cervical 
canal  while  the  stay  sutures  were  approximated 
as  closely  as  possible  to  his  index  finger  elevat- 
ing the  membranes  (Fig.  2). 

Next,  the  surgeon  placed  a monofilament  non- 
absorbable suture  ( 1 .0  Prolene)  as  high  near  the 
internal  cervical  os  as  possible  (Fig.  1).  The  first 
assistant  guided  the  depth  of  the  suture  placement 
by  feel.  When  the  purse-string  was  completed  an- 
teriorly, the  surgeon  tied  the  Prolene  suture  as 
lightly  as  possible  against  the  distal  tip  of  the  first 
assistant’s  index  finger.  Multiple  square  knots 
were  placed  before  the  saline  cushion  was  reduced 
and  the  flattened  second  glove  removed. 

A second  Prolene  purse-string  suture  was  then 
placed  on  the  cervix  approximately  0.5  cm  dis- 
tal to  the  first  suture.  This  was  also  tied  down 
against  the  distal  tip  of  a finger  inserted  into  the 
cervix.  The  silk  stay  sutures  were  then  removed 
and  the  procedure  completed  by  using  two  4.0 
Prolene  sutures  in  a figure-of-eight  fashion  to 
close  the  cervical  os. 

The  patient  was  kept  in  a Trendelenburg  po- 
sition for  the  next  24  hours  and  given  two  doses 
of  cefoxitin  intravenously  for  12  hours.  For  the 
first  postoperative  week,  she  was  given  two  toc- 
olytic drugs  (intravenous  magnesium  and  oral 
ritodrine  or  indomethacin)  due  to  intermittent 
uterine  contractions.  On  postoperative  day  nine, 
she  was  transferred  to  the  ward  and  gradually 
weaned  to  oral  ritodrine  alone.  Serial  ultrasound 
scans  revealed  concordant  and  adequate  fetal 
growth  with  normal  amniotic  fluid  volumes. 

Strong  and  frequent  uterine  contractions  re- 
curred at  3 D weeks.  The  closed  cervix  was  com- 
pletely effaced  with  the  presenting  part  being  at 
-1-1  station.  The  cerclage  remained  in  place  with- 
out evidence  of  a laceration.  Intravenous  magne- 
sium was  restarted,  but  contractions  continued. 
Therefore,  delivery  proceeded  with  a low  trans- 
verse cesarean  section  under  epidural  anesthesia, 
followed  by  the  transvaginal  removal  of  all  su- 
tures. Fler  postoperative  course  was  unremarkable 
and  she  went  home  on  postoperative  day  four. 

Each  infant  was  appropriately  grown  (1330 
g,  1360  g,  1 156  g,  and  1461  g)  but  experienced 
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respiratory  distress.  They  were  gradually  weaned 
off  oxygen,  continued  to  feed  and  grow  well,  and 
were  transferred  to  a level  one  nursery  in  the 
patient’s  home  town  on  postnatal  days  24  and  3 1 . 
All  survived  and  did  well. 

Discussion 

Limited  information  exists  about  the  effective- 
ness of  cerclages  in  high  order  gestations.  Should 
quadruplet  pregnancies  receive  an  elective  cer- 
clage even  if  there  is  no  history  of  an  incompe- 
tent cervix?  The  answer  appears  to  be  no.  This 
impression  is  also  true  for  twin  and  triplet  ges- 
tations.'* The  only  report  to  the  contrary  was  by 
Goldman  et  al.*'  in  which  a significant  prolonga- 
tion of  gestation  (35.0  weeks  versus  30.7  weeks) 
occurred  in  12  triplet  and  3 quadruplet  cases 
which  received  an  elective  cerclage,  compared 
to  a nonrandomly  chosen  group  of  10  triplets  and 
2 quadruplets  who  received  no  cerclage. 

Painless  cervical  dilation  is  usually  unsuspect- 
ed and  the  patient  presents  at  a previable  gesta- 
tional age  with  a widely  dilated  effaced  cervix 
and  bulging  amniotic  membranes.  If  there  is  no 
intervention,  uterine  contractions  invariably  en- 
sue and  frequently  lead  to  the  delivery  of  infants 
who  die  of  extreme  prematurity.'*  Should  an  ur- 
gent cerclage  be  performed  in  quadruplets  under 
this  circumstance?  Most  investigations  pertain- 
ing to  this  issue  have  dealt  with  singleton  gesta- 
tions. Salvage  rates  for  a cervical  dilation  great- 
er than  3 cm  or  membranes  bulging  beyond  the 
cervical  os  have  varied  widely  (mean  59%,  range 
1 1 to  100%)  using  emergency  cerclages  in  select 
singleton  gestations.'®  " 

Most  urgent  cerclages  are  of  the  McDonald 
type.  In  the  described  case  we  used  a modifica- 
tion of  the  McDonald  procedure  similar  to  that 
I presented  by  Olatunbosun  and  Dyck  in  singleton 
I gestations.'*  Use  of  cervical  stay  sutures  aided  the 
1 surgeon  in  placing  traction  on  the  fully  effaced  cer- 
i vix  while  gently  reducing  the  amniotic  membranes 
i above  the  cervical  canal  using  a cushioned  gloved 
* finger.  Other  reported  means  of  elevating  the 
: membranes  include  use  of  an  inflated  Foley  cath- 

( eter  bulb,  moistened  sponged  stick  (associated 
» with  a higher  incidence  of  ruptured  membranes), 
i amniocentesis,  and  maternal  bladder  distended 
with  normal  saline."  '-  Unlike  these  techniques, 

, the  gloved  finger  offered  the  advantage  of  palpat- 
ing the  suture  as  it  is  being  placed  nearby.  A 
monofilament  suture  was  used  to  reduce  the 
chance  of  an  ascending  bacterial  infection. 

This  case  reports  a technique  whereby  bulg- 
ing amniotic  membranes  were  elevated  and  the 
cervix  closed  in  a quadruplet  pregnancy  at  a crit- 
ical previable  gestational  age.  We  would  assume 


that  delivery  was  otherw  ise  imminent  because  of 
the  progressive  cervical  change  to  6 cm  dilation. 
Employment  of  an  urgent  cerclage  may  be  ques- 
tioned, but  seemed  reasonable  after  bed  rest  and 
maximal  medical  management  were  unsuccess- 
ful. More  definitive  conclusions  about  the  value 
of  the  described  technique  in  multifetal  gesta- 
tions should  be  studied  prospectively  in  a ran- 
domized, untreated  control  manner  as  part  of  a 
multicenter  trial.  j 


Figure  2.  Use  of  a 
saline-cushioned  index 
finger  to  elevate  the 
amniotic  membranes. 
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A message  to  Congress... 


Sana)  W Dickey.  MD  Lonnie  R.  Bristow.  MD 

Chair,  American  Medical  Association  President.  American  .Medical  Association 


“It’s  time  to  end  the  discrimination 
in  health  insurance.  ” 

The  House  and  the  Senate  are  taking  important  strides  toward  seeing  that  more  people  maintain  their 
access  to  health  care.  Congress  is  poised  to  pass  long-needed  laws  making  health  insurance  portable  and  ending 
exclusions  because  of  pre-existing  medical  conditions.  But  that  alone  will  not  end  the  discrimination  in  health 
insurance.  Medical  Savings  Accounts  and  coverage  for  people  with  mental  illnesses  are  two  more  steps  Congress 
should  take  to  make  sure  millions  more  Americans  get  the  care  that  today  they  are  denied. 

“Everybody-including  the  self-employed-should  have  equal 
ability  to  decide  how  to  spend  their  health  care  dollars.” 

MSAs  are  a choice  millions  want  but  are  denied.  National  surveys  report  that  43  percent  of  all  workers  would 
consider  switching  to  an  MSA  if  they  could.  Today,  only  2,000  employers  offer  them  to  their  employees,  because 
under  current  law,  they  don’t  qualify  for  the  same  beneficial  tax  treatment  as  other  forms  of  health  insurance. 

So  far,  1.5  states  have  enacted  MSA  legislation.  It  makes  sense  to  make  MSAs  available  to  the  people  who  want  them. 

“People  with  mental  illness  should  have  the  same  access  to  care 
as  people  with  other  illnesses.” 

Anyone  who  has  watched  a family  member  or  friend  succumb  to  mental  illness  knows  that  it  is  just  as  real  as 
other  diseases.  Legislation  passed  by  the  Senate  requires  insurance  companies  to  put  mental  illness  on  an 
equal  basis  with  other  medical  conditions.  Parity  will  save  the  economy  some  $2.2  billion  a year  in  reduced 
absenteeism,  higher  productivity  and  lower  health  care  costs. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


News 


Board  of  Trustees  meets  before  House  convenes 

Delegafes  make  decisions  on  39  resolutions  at  Annual  Meeting  in  Tulsa 


This  year’s  Annual  Meeting  of  the  OSMA 
House  of  Delegates,  held  in  Tulsa  in 
April,  was  relatively  quiet  as  those  in  at- 
tendance tried  to  put  aside  partisan  dif- 
ferences and  turn  their  energies  to  the 
business  of  the  association. 

Officially  the  meeting  ran  from  April 
26  through  28,  when  the  House  of  Del- 
egates met;  unofficially  it  began  with  the 
meeting  of  the  OSMA  Board  of  Trustees 
on  April  25. 

SYNOPSIS  OF  ACTIONS  TAKEN  BY  THE 
OSMA  BOARD  OF  TRUSTEES: 

The  board  confirmed  the  appoint- 
ments of  Mary  Anne  McCaffree,  MD, 
and  Sara  R.  DePersio,  MD,  to  serve  out 


the  vacant  terms  on  the  Oklahoma  ama 
delegation. 

The  board  will  ask  PI.ICO  for  a royal- 
ty of  approximately  $ 1 ()(),()()()  a year. 

The  board  will  ask  PI.ICO  for  the 
$5()(),()(H)  owed  the  OSMA  and  when  it 
is  received,  the  money  will  go  into  re- 
.serves  and  not  into  the  general  operat- 
ing funds. 

New  signature  cards  will  be  obtained 
for  signing  OSMA  checks.  The  signatures 
will  be  those  of  the  president,  secretary- 
treasurer,  and  executive  director. 

^ The  following  re-appointments  to  the 
Journal's  Editorial  Board  were  con- 
firmed: Robert  L.  Scott,  MD,  editor  (3- 
year  term);  and  Drs.  Ruth  H.  Oneson, 


David  M.  Selby,  Clifford  G.  Wlodaver, 
and  Ollie  W.  Dehart,  associate  editors 
( 1-year  terms). 

The  board  accepted  the  Supplemen- 
tal Report,  Annual  Report,  and  recom- 
mendations of  the  Appropriations  and 
Audit  Committee,  which  was  amended 
to  read:  “The  Audit  Committee  recom- 
mends to  the  Board  of  Trustees  to  allow 
management  to  actually  fulfill  the  respon- 
sibilities noted  in  the  Grant  Thornton 
Audit  Report  and  that  consideration  be 
given  to  contracting  for  accounting  .ser- 
vices with  a CPA.” 

To  protect  the  tax-exempt  status  of 
the  OSMA  from  charges  of  private  inure- 

(continued) 


Cybers€ien€e:  OSMA  hops  aboard  Hte  Iniernef  express  wifh  Tulsa  debuf 


OSMA  Online,  the  association’s  new  web  site  on  the  Inter- 
net, made  its  debut  at  April’s  Annual  Meeting  in  Tulsa.  The 
site  will  give  OSMA  physicians  quick,  easy  access  to  electronic 
news  and  entertainment  from  the  Internet,  currently  the  hot- 
test thing  in  modem  communications. 

The  site  will  also 
post  the  latest  OSMA 
information — legisla- 
tive updates  and  alerts. 

OMPAC  information,  association  publications,  OSMA  Alliance 
information,  and  news  from  OSMA  councils  and  committees. 

The  Internet  itself  offers  access  to  countless  medical  jour- 
nals; clinical  resources  such  as  established  online  medical 
references;  NIH  resources;  medical  education  libraries;  pub- 
lic and  private  research;  and  disease-specific  databases.  By 
accessing  the  Internet  through  OSMA  Online  and  its  links  to 
these  “healthy”  web  sites,  physicians  won’t  have  to  “surf’ 
for  hours  to  find  the  information  they  need. 

Physicians  can  also  keep  in  touch  with  colleagues  through 
OSMA  Online’s  e-mail  directory.  Online  discussion  groups  or 
“chat  rooms”  are  planned  for  the  near  future  as  well. 


The  OSMA  web  site  also  provides  the  general  public  with 
valuable  information  about  the  Oklahoma  State  Medical  As- 
sociation and  other  health-related  topics. 

There  is  no  charge  for  members  to  use  OSMA  Online;  how- 
ever, registration  is  required  in  order  for  physicians  to  obtain 
their  personal  login  and  password  to  access  the  member  por- 
tion of  the  site. 

To  register,  physicians  should  visit  the  OSMa’s  home  page 
at  http://www.osmaonline.org  and  complete  the  online  reg- 
istration form.  Until  physician  registrations  and  private  pass- 
words are  confirmed  by  the  OSMA,  physicians  may  access 
the  member  information  for  a limited  time  by  entering  the 
following  login  and  password: 

Login:  doctors 
Password:  osmahome 

Password  access  to  OSMA  Online  is  available  to  non-member 
MDs,  and  also  DOs,  for  a nominal  yearly  fee. 

For  more  information  about  OSMA  Online  contact  Kathy 
Musson  at  the  Oklahoma  State  Medical  Association,  (405) 
843-9571  or  l-800-522-9452orbye-mailatosma@ionet.net. 
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Resolutions  (eontinuedf 

merit,  all  outstanding  loans  are  to  be 
brought  current. 

The  new  OSMA  Personnel  Policy  pre- 
sented by  the  Finance,  Personnel,  and 
Compensation  Committee  was  adopted. 
Also  adopted,  as  contained  within  the 
report  of  that  committee,  were  the  rec- 
ommendations of  the  OSMA  Pension  Plan 
Committee,  the  OSMA  check-signing 
policy,  and  the  annual  review  of  OSMA 
personnel. 

^ Officer  stipends  were  increased. 

The  board  adopted  the  new  policies 
and  procedures  for  the  OSMA  Program 
of  Accreditation  for  Continuing  Medi- 
cal Education. 

An  expenditure  of  $44,835  to  upgrade 
the  OSMA  computer  system  was  approved 
as  outlined. 

Robert  Weedn,  MD,  was  elected  chair 
of  the  OSMA  Board  of  Trustees  and  Chet 
Bynum,  MD,  was  elected  vice-chair. 

M.  Michael  Sulzycki,  acting  OSMA 
executive  director  since  last  fall,  was 
named  executive  director. 

As  noted  in  the  secretary-treasurer’s 
report  pertaining  to  the  cost  of  an  audit, 
the  board  is  to  study  the  cost  and  duties 
to  be  performed,  and  evaluate  them  for 
action  to  be  taken. 


Trustees  name  new 
OSMA  Life  Members 

Ten  applications  for  Life  Member- 
ship status  in  the  OSMA  were  ap- 
proved by  the  Board  of  Trustees 
at  their  meeting  on  April  25  in 
Tulsa. 

Applicants  from  Oklahoma 
City  were  Theodore  W.  Violett, 
MD;  Bertram  E.  Sears,  MD;  and 
M.T.  Buxton,  Jr.,  MD. 

From  Tulsa  were  Bill  B.  Elrod, 
MD,  and  Robert  L.  Kramer,  MD. 

Others  were  William  S.  Myers, 
MD,  Edmond;  Robert  L.  Hamp- 
ton, MD,  Poteau;  Louis  E.  Speed, 
MD,  Duncan;  Ollie  W.  Dehart, 
MD,  Vinita;  and  Frank  H.  Cooper, 
MD,  Grove.  iJj 


THE  OSMA  HOUSE  OF  DELEGATES 
ADOPTED  SIX  CHANGES  (APPROVED  IN 
1995)  TO  THE  OSMA  BYLAWS: 

#1 — Create  a Finance,  Personnel  and 
Compensation  Committee  by  adding  a 
new  Section  9.00  to  Chapter  X,  as  fol- 
lows: 

Section  9.00  Finance,  Personnel,  and 
Compensation  Committee.  Five  mem- 
bers of  the  Board  of  Trustees  shall  be 
appointed  by  the  President  to  serx’e 
as  a Committee  on  Finance,  Person- 
nel, and  Compensation.  One  mem- 
ber of  the  committee  shall  be  the  Sec- 
retary-Treasurer. 

9.01  Duties.  The  Committee  shall  ad- 
vise and  assist  the  Board  of  Trustees 
in  making  decisions  regarding  the  fi- 
nancial affairs  of  the  Association.  In 
addition,  it  shall  advise  the  Execu- 
tive Committee  on  matters  of  person- 
nel and  personnel  compensation.  The 
Committee  shall  meet  at  least  once 
in  the  first  quarter  of  each  calendar 
year  to  develop  a Personnel  and  Com- 
pensation Report  regarding  employ- 
ment conditions,  fringe  benefits,  and 
future  compensation  for  submission 
to  the  Executive  Committee  to  utilize 
whenever  it  makes  its  yearly  employee 
evaluations  and  establishes  a new 
compensation  base. 

#2 — Change  the  name  Hospital  Med- 
ical Staff  Section  to  Organized  Medical 
Staff  Section  wherever  the  former  ap- 
pears in  the  current  Bylaws. 

#3 — Eliminate  the  OSMA  bylaws  re- 
quirement that  OSMA  membership  is  open 
only  to  American  citizens  or  those  with 
the  intent  to  become  citizens  by  delet- 
ing from  Chapter  I,  Section  1.00  the 
following:  “...who  are  citizens  or  who 
have  filed  a declaration  of  intent  to  be- 
come citizens  of  the  United  States, 
and....”  The  .section  will  then  read  as 
follows: 

Section  LOO  Basic  Requirements.  All 
membership  in  the  Oklahoma  Stsate 
Medical  Association  shall  oroiginate 
in  component  societies.  Except  as  oth- 
erwise provided  in  these  bylaws,  mem- 
bership in  a component  society  and 
in  this  Association  shall  be  granted 
only  to  resident  of  Oklahoma  who  as 
Doctors  of  Medicine  shall  have  re- 
ceived that  degree  from  an  educational 
institution  approved  by  the  Board  of 


Trustees,  and  who  are  licensed  by  the 
Oklahoma  State  Board  of  Medical 
Licensure  and  Supervision.  All  mem- 
bers of  component  societies  and  of 
this  Association  are  required  to  be- 
long to  the  American  Medical  Asso- 
ciation. 

#4 — Limit  the  terms  of  Oklahoma  AMA 
alternate  delegates  to  three  2-year  terms 
by  addion  a new  Section  5.04  as  follows: 
Section  5.04  Term  Limits.  Alternate 
Delegates  to  the  House  of  Delegates 
of  the  American  Medical  Association 
may  serve  no  more  than  three  con- 
secutive terms  in  that  positon.  (The 
counting  of  the  three  consecutive 
terms  shall  commence  when  the  cur- 
rent Alternate  Delegates  have  finished 
their  current  term.)  Any  unexpired 
term  being  filled  by  an  appointed 
Alternate  Delegate  shall  not  be  count- 
ed as  one  of  the  three  consecutive 
terms. 

#5 — Rescind  the  right  of  OSMA  past 
presidents  to  vote  in  the  OSMA  House  of 
Delegates  unless  they  are  an  elected 
OSMA  delegate  or  alternate,  AMA  dele- 
gate or  alternate  delegate,  OSMA  trustee 
or  alternate  trustee,  or  other  OSMA  posi- 
tion as  stated  in  the  Bylaws.  The  affect- 
ed portions  of  Chapter  IV  will  then  read 
as  follows  (new  language  underlined): 
Section  3.03  Quorum.  A majority  of 
the  certified  and  qualitied  Delegates 
shall  constitute  a quorum  at  any  an- 
nual or  special  meetings. 

Section  3.07  Privileges.  Only  creden- 
tial ed  Delegates  or  their  seated  al- 
ternates, or  chairs  of  Association 
councils  and  committees,  acting  in 
their  official  capacity,  may  introduce 
business  into  the  House.  The  Speak- 
er of  the  House  of  Delegates  shall  de- 
termine who  has  the  privilege  of  the 
floor,  provided  that  Past  Presidents 
of  the  OSMA  shall  have  full  riehts  and 
privileses.  with  the  exception  of  the 
rivht  to  vote,  unless  elected  to  the  com- 
position of  the  House  as  outlined  in 
“Section  LOO  Composition"  above. 
#6 — Certify  that  all  OSMA  meetings  are 
open  to  all  members,  per  a newly  creat- 
ed chapter  that  reads  as  follows: 
Chapter  XII 
Open  Meetings 

It  is  the  policy  of  the  OSMA  that  all 
meetings  of  its  Executive  Committee, 
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Board  of  Trustees,  Councils,  Commit- 
tees.  Sections,  etc.,  shall  he  open  to 
all  members  of  the  Association,  ex- 
cept for  Executive  Sessions  of  any 
official  body  for  the  purpose  of  dis- 
cussing personnel  or  legal  issues. 

1 THE  HOUSE  ADOPTED  THE  FOLLOWING 
resolutions: 

#7  (Substitute  Resolution) — Directing 
I the  OSMA  to  work  with  Oklahoma  State 
Trauma  System  Advisory  Committee  to 
identify  and  assist  at  least  one  hospital 
. to  develop  a Level  1 Trauma  Center  and 
j work  with  the  Oklahoma  State  Legisla- 
ture to  obtain  appropriate  funding. 

I #8 — Recommending  that  the  members 
of  the  Oklahoma  State  Board  of  Health 
meet  with  representatives  of  the  Okla- 

ihoma  City  and  Tulsa  City/County  health 
departments  for  the  purpose  of  examin- 
ing the  mututal  interest  of  public  health. 
#9 — Requesting  that  Dr.  Edward  N. 

I Brandt,  Jr.,  review  the  first  year  experi- 
ence of  Oklahoma’s  Medicaid  managed 
care  system. 


#10 — Commending  Edward  N.  Brandt, 
Jr.,  MD,  for  his  efforts  during  this  legis- 
lative session. 

#16 — Supporting  the  concept  of  phy- 
sician-owned and  operated  credential- 
ing  services. 

#\9( Substitute  Resolution) — Asking  the 
OMPAC  board  to  distribute  its  contribu- 
tions based  on  voting  records  of  legis- 
lators on  issues  of  importance  to  physi- 
cians, patients,  and  the  public’s  general 
health;  and  that  funds  distribution  reports 
and  legislative  records  regarding  prior- 
ity medical  issues  be  sent  to  OMPAC 
members  yearly,  and  that  universal  sup- 
port of  OMPAC  be  recommended. 

#21  (Substitute  Resolution) — Recom- 
mending that  the  State  of  Oklahoma 
review  its  driver’s  license  vision  testing 
policies,  consider  retesting  vision  every 
ten  years,  and  requesting  the  OSMA  to 
begin  an  educational  program  for  phy- 
sicians to  make  them  aware  of  the  anon- 
ymous reporting  methods  of  the  Depart- 
ment of  Public  Safety. 

#22 — Recommending  that  primary  care 


physicians  refer  patients  with  diabetes 
mellitus  to  ophthalmologists  for  annual 
retinopathy  screenings. 

#23 — Urging  the  OSMA  to  encourage 
organ  donation. 

#25 — Calling  for  the  OSMA  Council  on 
Long  Range  Planning  and  Development 
to  meet  annually. 

#26  (Substitute  Resolution) — Recom- 
mending that  audits  of  PUCO  and  the 
OSMA  be  conducted  by  the  same  firm  to 
be  selected  mutually  by  the  OSMA  Board 
of  Trustees  and  the  Pl.lCO  Board  of  Di- 
rectors. 

#27 — Recommending  periodic  joint 
meetings  of  the  governing  boards  of  the 
Oklahoma  State  Department  of  Health, 
the  Oklahoma  State  Department  of 
Mental  Health  and  Substance  Abuse,  and 
the  Oklahoma  Health  Care  Authority. 
#30 — Resolving  “that  future  Pi. ICO  and 
OSMA  auditing  firm  changes  be  concur- 
rent” and,  further: 

that  the  OSMA  and  PLICO  change  the 
auditing  firm  to  Ernst  & Young  for 

(continued} 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


^ • Indmdual  Disability  Protection 

• Business  Overhead  Expense  Insurance 
I • Group  Term  Life 

j 

• Full  Time  Accident  Insurance 

I 


In  Oklahoma  Citu 
P.O.Box  26967  73126 

Phone  (405)  524-7811 
Fax  (405)  525-2909 


In  Tulsa 

2021  S.  Lewis  #570 
Phone  (918)  743-9703 
Fax  (918)  743-9723 


• Hospital  Indemnity  Plan 

• Long  Term  Care 
•Workers  Compensation 


C.  L.  FRATES  AND  COMPANY 

INTERNATIONAL  INSURANCE  FACILITIES 


Toll  Free  1-800-  522-9219 
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Resolutions  (eonMnumd) 


1996  and  that  future  changes  of  au- 
diting firms  be  initiated  after: 

1 . The  audit  committee  of  either  PLI- 
CO  or  OSMA  boards  have  been  noti- 


OHMal  ballot  €ounf 
posted  for  elections 

The  official  vote  counts  in  this 
year’s  OSMA  Annual  Meeting 
elections  were  as  follows  (200 
credentialed  voters): 


President-Elect 

David  Selby 190 

Vice-President 

Mary  Anne  McCaffree ....  1 5 1 
Speaker  of  the  House 

Boyd  Whitlock 192 

Vice-Speaker  of  the  House 

Bruce  Storms 190 

AM  A Delegates 

( with  3 slots  open,  the  3 


candidates  were  “elected" 


automatically) 

Sara  DePersio 
Jay  Gregory 
Perry  Lambird 
Alternate  AM  A Delegates 

Jack  Beller 165 

Greg  Ratliff 130 

Clarence  Robison 1 1 3 

Patrick  Lester 90 

PLICO  Board 

Kenneth  Whittington 160 

Billy  Dale  Dotter 145 

James  Funnell 142 

Tim  Smalley 137 

Lynn  Frame 1 3 1 

Gary  Paddack 1 30 

Trustee,  District  VI 

John  Bozalis 1 89 

Alternate  Trustee,  District  VI 

Royice  Everett 1 82 

Trustee,  District  XI 

Jone  Kendrick 181 

Alternate  Trustee,  District  XI 

Robert  Hayes 1 8 1 

Trustee,  District  XII 

Travis  Fo.ster 174 

Alternate  Trustee,  District  XII 
Roy  Doty 172 


fied  of  problems  with  the  current  au- 
diting firm,  by  OSMA  or  PLICO  mem- 
bers or  directors;  and 
2.  The  concerned  audit  committee  has 
by  majority  voted  that  a concern  ex- 
ists and  the  committee  will  arrange: 
a)  a presentation  by  PLICO  or  OSMA 
staff,  members,  or  directors,  repre- 
senting both  sides  of  the  issue  for  the 
following  House  of  Delegates  annu- 
al meeting  where... 

( 1 ) an  informed  House  of  Delegates 
can  then,  by  the  usual  simple  major- 
ity, direct  the  audit  committees  to  both 
the  PLICO  and  OSMA  boards,  by  res- 
olutions, to  seek  bids  and  pursue  au- 
diting firm  changes. 

#31  — Recommending  hepatitis  B vac- 
cine for  1 1 - and  1 2-year-old  children  who 
have  not  previously  received  it. 

#32 — Recommending  OSMA  support  ef- 
forts to  educate  pregnant  women  to  make 
folic  acid  a part  of  their  diets  in  order  to 
prevent  neural  tube  defects. 

#33 — Asking  the  OSMA  to  seek  regu- 
lations or  legislation  to  control  the  sale 
of  nonhuman  primates  as  pets,  and  to 
educate  physicians,  veterinarians,  and  the 
public  on  the  health  risks  associated  with 
nonhuman  primates  and  the  diseases  they 
can  spread  to  humans. 

#38  (Substitute  Resolution) — Recom- 
mending that  as  a condition  of  re-licen- 
sure,  Oklahoma  physicians  “show  proof 
of  a current  Physicians  Recognition 
Award  of  the  American  Medical  Asso- 


\A/e must  all 
hang  together, 
or  assuredly 
we  shall  all 
hang  separately. 
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ciation  or  the  specialty  equivalent,”  with 
this  requirement  becoming  effective  in 
the  year  2000  and  affecting  a physician’s 
re-licensure  three  years  after  the  new 
initial  license. 

#39 — Recommending  that  insurance 
companies  provide  full  coverage  for  im- 
munizations without  co-payments  or  de- 
ductibles and  that  the  same  coverage  be 
offered  by  the  State  Employees  Insur- 
ance Program. 

THE  HOUSE  DID  NOT  ADOPT  THE 
FOLLOWING  resolutions: 

# 1 7 — Calling  for  the  education  of  med- 
ical students  in  defusing  and  debriefing. 
#24 — Resolving  that  OSMA  bylaws 
changes  go  into  effect  immediately. 
#36 — Proposing  studies  to  evaluate  the 
safety  of  travel  on  Oklahoma  highways, 
particularly  with  regard  to  multi-trailer 
rigs. 

THE  HOUSE  REFERRED  THE  FOLLOWING 
RESOLUTIONS  BACK  TO  THE  BOARD: 

#11 — Regarding  fee-splitting,  its  def- 
inition, and  the  reporting  of  physicians 
engaged  in  such  activity. 

#13  (Substitute  Resolution) — Extend- 
ing OSMA  membership  to  appropriately 
qualified  osteopathic  physicians. 

#18  (Substitute  Resolution  combining 
original  #18  & #20,  entitled  Medical  Doc- 
tor as  a Lobbyist) — Directing  the  OSMA 
House  of  Delegates  to  “investigate  increas- 
ing the  medical  expertise  of  the  lobby- 
ing effort  and  to  promote  more  grassroots 
physician  involvement  in  legislative  and 
political  endeavors”  and  directing  the 
Board  of  Trustees  to  “develop  new  ways 
to  fund  these  endeavors. 

#34 — Asking  OSMA  to  take  the  steps 
necessary  to  mandate  the  development 
of  measures  of  quality  of  care  and  reg- 
ulation of  PPOs  and  HMOs  and  that  those 
measures  be  made  available  to  the  mem- 
bers and  physicians  of  those  groups  and 
to  the  public. 

THE  HOUSE  REFERRED  THE  FOLLOWING 
RESOLUTIONS  TO  THE  AMA: 

#12 — Asking  the  AMA  toendorse  reduced 
fees  from  all  providers  of  continuing 
medical  education  for  retired  physicians 
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Health  Department 


OSDH  nutrition  program  successful  in  reducing  childhood  anemia  rate 


Between  1984  and  1994  there  was  a 14%  decrease  in  the  anemia 
rate  among  children  who  participated  in  the  Oklahoma  State 
Department  of  Health  Special  Supplemental  Nutrition  Pro- 

gram  for  Women,  Infants,  and  Children  (WIC) 

(Fig-  1 )•  This  decrease  in  the  rate  from  1984 
(22.2%)  to  1994  (8. 1%)  illustrates  the  trend 
^ g in  anemia  reduction  among  W'lC  children  over 

■ O I the  ten-year  period.  The  1994  anemia  rate 

F)r  this  group  of  children  is  approximately 
2.75  times  higher  than  the  Healthy  People 
2()()0  goal  to  reduce  iron  deficiency  to  less  than  3.0%  among 
children  ages  1 to  4. 


Nutrition-related  data  is  provided  by  the  Pediatric  Nutri- 
tion Surveillance  System  (PedNSS)  for  monitoring  the  nutri- 
tional status  of  low-income  children.  The  system  compiles 
birth  weight,  current  height,  weight,  and  hemoglobin  and/or 
hematocrit  from  children  birth  to  5 years  of  age  participating 
in  WIC.  The  Centers  for  Disease  Control  and  Prevention  an- 
alyzes the  data  and  reports  the  prevalence  of  anemia,  short 
stature,  underweight,  overweight,  and  low  birth  weight  in 
Oklahoma  compared  to  national  prevalence  figures.  The  data 
are  used  to  identify  high-risk  population  groups  and  target 
appropriate  nutrition  interventions. 

Other  important  Oklahoma  PedNSS  indicators  include  an 
increase  in  the  prevalence  of  overweight  in  the  wic  popula- 
tion from  7.3%  in  1993  to  10.0%  in  1994.  Nationally,  10%  of 
all  WIC  children  were  overweight  in  1994.  Oklahoma  had 


proportionally  few'er  children  reported  as  being  underweight 
( 1 .6%)  or  low  weight  at  birth  ( 8.3%)  in  1 994  compared  to  the 
national  figures  for  underweight  (2.7%)  and  low  birth  weight 
(10.0%).  Short  stature  (height-for-age  <5th  percentile)  was 
more  prominent  in  the  state  ( 1 3.0%)  than  reported  nationally 


(10.8%). 


There  are  several  Healthy  People  2000  objectives  related 


Trends  in  Anemia 

Among  WIC  Children  Ages  0-5 


to  nutrition  that  are  pertinent  to  the  data  obtained  through 
PedNSS:  First,  reduce  the  prevalence  of  overweight  to  no  more 
than  4.0%  among  children  younger  than  5 years;  second,  reduce 
growth  retardation  among  low  income  children  under  5 years 
of  age  to  less  than  10.0%;  and  third,  reduce  low  birth  weight 
to  an  incidence  of  no  more  than  5.0%  of  live  births. 

Beginning  with  prenatal  visits  and  continuing  through 
childhood,  health  care  providers  must  focus  on  health  pro- 
motion, health  protection,  and  preventive  services  to  achieve 
these  objectives.  Early  identification  and  treatment  of  nutri- 
tional problems  will  help  ensure  optimal  health  for  young 
children.  For  more  information  on  the  results  of  the  PedNSS, 
contact  either  the  Nutrition  Division  at  405-27 1 -4476,  or  the 
WIC  Service  at  405-271-4676,  x50014,  Oklahoma  State  De- 
partment of  Health.  T 


Resolutions  {confinved) 


who  attend  such  courses,  with  the  fee 
schedule  being  equal  to  or  less  than  that 
for  medical  students  and  residents, 
and  to  cease  promotion  and  marketing 
of  physician  profiles  in  counties  and  states 
operating  such  services. 

# 1 5 — Asking  the  Pharmaceutical  Man- 
ufacturers Association  to  develop  stan- 
dard and  uniform  policies  and  procedures 
for  certifying  indigent  patients  for  free- 
drug  programs. 

#28  ( Substitute  Resolution) — Asking  the 
AMA  to  study  the  status  of  home  care  in 
the  United  States  regarding  the  prolif- 


eration of  Medicare  costs,  fraud,  and 
abuse. 

#29 — (Substitute  Resolution)  Asking 
the  AMA  to  work  with  Congress  to  al- 
low more  local  control  of  home  care 
agencies. 

#35 — ( Substitute  Resolution)  Request- 
ing counseling  and  mandatory  testing  of 
pregnant  women  for  HIV. 

THE  FOLLOWING  RESOLUTION  WAS 
WITHDRAWN  BY  ITS  AUTHOR  AFTER 
LENGTHY  DEBATE  IN  THE  HOUSE: 

#37 — Asking  the  OSMA  to  reaffirm,  at 
its  annual  meeting  each  year,  the  prin- 
ciples aspired  to  in  the  Hippocratic  Oath. 

4 


Oklahoma 

Physician 

Recovery 

Hotline 

405-360-4535 
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In  Memoriam 


1995 

James  Kendall  Boyd,  MD 

...  November  21 

Henry  Washington  Harris,  MD 

June  2 

Hollis  Eugene  Hampton,  Jr.,  MD 

December  1 

Joan  Kazanjian  Leavitt,  MD 

June  13 

Herman  Carter  Moody,  MD 

December  8 

Lucien  Michael  Pascucci,  MD 

July  2 

Ethan  Allen  Walker,  Jr.,  MD 

December  8 

Glen  M.  Floyd,  MD 

Marvin  Homer  Hird.  MD 

July  8 

July  18 

John  Russell  Hubbard,  MD 

....December  24 

Yale  Eugene  Parkhurst,  MD 

July  27 

1996 

Joe  Leslie  Duer,  MD 

August  25 

Gerald  LeRoy  Beasley,  Jr.,  MD 

January  4 

William  Earl  Van  Pelt,  MD 

August  26 

Kerri  Dianne  Williams,  MD 

January  9 

William  Martin  Benzing,  Jr.,  MD  ... 

September  2 

Emanuel  Nathan  Lubin.  MD 

January  1 1 

Thomas  Lee  Molfeit,  MD 

....  September  19 

Ted  Samuel  Edward  Lewis,  MD 

January  31 

Avery  Bruce  Wight.  MD 

....  September  21 

Elbert  Henderson  Shuller,  MD 

January  26 

George  Burley  Gathers,  Jr.,  MD 

October  2 

Earl  I.  Mulmed,  MD 

February  2 

Malcolm  Mollison,  MD 

October  8 

Theodore  Sherman  Williams,  MD  ... 

February  22 

Ralph  William  Murphy,  MD 

October  13 

John  Walker  Johnson,  Jr.,  MD 

March  13 

George  Newton  Barry,  Sr.,  MD 

October  16 

Joseph  Jules  Maril,  MD 

March  16 

John  Morgan  Moore,  MD 

October  17 

Carl  Archie  Barclay,  MD 

March  2 1 

Edwin  Patrick  Shanks,  MD 

October  24 

Thomas  Dewey  Howard,  MD 

March  2 1 

Paul  Harvey  Rempel,  MD 

October  3 1 

Jane  Self,  MD 

March  30 

David  H.  Copple,  MD 

Harold  Gordon  Muchmore,  MD 

November  8 

....  November  14 

Erma  Ossip  Johnson,  MD 

April  3 

Classifieds 


Classified  ads  are  50  cents  a word,  with  a minimum  of  $25  per  ad.  A word 
is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  as- 
signed upon  request  and  will  add  6 words  to  the  total.  Payment  must  ac- 
company all  submissions.  Orders  will  NOT  be  accepted  via  telephone  or 
fax.  Mail  ad  with  payment  to  osma  Journal,  601  Northwest  Expressway, 
Oklahoma  City,  OK  73118.  Deadline  is  the  first  of  the  month  preceding 
the  month  of  publication. 


Physicians  Wanted 


Excellent  opportunity  exists  for  primary  care  physicians.  VA  Medical 
Center,  Muskogee,  Oklahoma,  is  seeking  Board  Certified  Internal  Medi- 
cine Physicians  to  staff  primary  care  clinics.  Applicants  send  C.V.  to  Hu- 
man Resources  (05)  ATTN:  Cris  Ford,  VAMC,  1101  Honor  Heights  Drive, 
Muskogee,  OK  74401 . Questions  to  Michael  Whalen,  M.D.,  Chief  of  Staff, 
918-683-3261,  ext.  370.  Applicants  subject  to  drug  testing.  VA  IS  AN 
EQUAL  OPPORTUNITY  EMPLOYER. 


Excellent  opportunity  exists  for  ASSOCIATE  CHIEF  OF  STAFF,  Ambu- 
latory/Primary Care,  VA  Medical  Center,  Muskogee,  Oklahoma.  Board 
Certified  Internal  Medicine  Physician  will  manage  all  aspects  of  a pri- 
mary care/ambulatory  care  service.  Applicants  send  C.V.  to  Human  Re- 
sources (05),  Attn:  Cris  Ford,  VAMC,  1101  Honor  Heights  Drive,  Musko- 
gee, OK  74401.  Questions  to  Michael  Whalen,  M.D.,  Chief  of  Staff  918- 
683-3261 , ext.  370.  Applicants  subject  to  drug  testing.  VA  IS  AN  EQUAL 
OPPORTUNITY  EMPLOYER. 


OKLAHOMA  CITY,  LAWTON  & WESTERN  OKLAHOMA  LOCA- 
TIONS: ER,  C'linic  and  Hou.se  Staff  opportunities  available  for  various 
specialties.  BCLS  & ACLS  required.  Flexible  schedules.  Malpractice  cov- 
erage available.  For  more  information,  contact:  ANNASHAE  CORPORA- 
TION, Healthcare  Management  & Staffing;  1-800-245-2662. 


FOR  SALE.  OHMEDA  8000.  19  years  old.  Still  working  good.  Checked 
by  OHMEDA  year  after  year.  02-Nitro-Air  flowmeters  C02ETV-Oxime- 
ter-EKG-BP-OHIO  V5A  with  extra  child  bellows.  Vaporizers.  Halo-lso 
Suprane-Enflurane.  Adaptor  for  Bayne  Rack  for  syringes  in  use.  Asking 
22G.  405-752-9303. 


For  lea.se  in  Tulsa  1,480  square  feet  (one  office)  available.  Second  office 
occupied  by  Optometrist  and  third  office  by  Plastic  Surgeon.  Located  near 
Saint  Francis  Hospital.  Ample  parking.  (918)  492-3964. 


Support  the  advertisers  who  help  support  your  Journal 


w e must  all  hang  together, 
or  assureidly  we  shall 
all  hang  separately. 

— Benjamin  Franklin, 
at  the  signing  of  the 
Declaration  of  Independence, 
July  4,  1776 
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SOUTHERN  PLAINS  MEDICAL  CENTER  P.C. 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

A ACCREDITED  — 

ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

FAMILY  PRACTICE 

OBSTETRICS  AND 

ANESTHESIOLOGY 

RADIOLOGY 

NEUROSURGERY 

i 222-9550 

GYNECOLOGY 

222-9520 

224-8111 

(Part-time) 

J W McDoniel,  M 0 

222-9550 

Gideon  Lau.  M 0 

T J Williams.  M D 

222-9520 

J 0 Wood,  Jr , M D 

Alan  J Weedn.  M D 

M M Vaidya.  M D 

R E Woosley.  M D 

Ernest  W Archer,  M D 

Kenneth  Priest,  M 0 

SPEECH  PATHOLOGY 

Stepen  Cagle.  M 0 

INTERNAL  MEDICINE 

222-9540 

222-9510 

GYNECOLOGY 

QUICKCARE  AND 

Collette  Ellis.  M Ed  . C C.C. 

ONCOLOGY  (Pan-lime) 

D L Stehr,  M D 

222-9550 

OCCUPATIONAL  MEDICINE 

Oebrah  A Morris.  M S , CCC 

222-9560 

Don  R Hess.  M D 

Nancy  W Dever  M D 

222-9560 

Kaysi  Edmonds.  M Ed  . C F Y 

R G Ganick.  M D 

R L Jenkins.  M D 

C R Gibson.  M D 

L M Bowen.  M 0 

R C Talley  M D 

THORACIC  & VASCULAR 

O F Haslam  M D 

DERMATOLOGY 

Thomas  W Essex.  D 0 

SURGERY 

222-9530 

ANCILLARY  SERVICES 

H Stan  Wood.  D 0 

222-9560 

UROLOGY 

Linda  A Reinhardt.  M 0 

224-0111 

Ralph  Kauley.  P A 

Jim  G Melton.  0 0 

222-9520 

• Ambulatory  Surgery 

Joseph  M McClintock,  M 0 

ALLERGY 

• Laboratory 

CARDIOLOGY 

GENERAL  & VASCULAR 

222-9570 

• Radiology 

222-9510 

SURGERY 

ORTHOPEDIC  SURGERY 

R E Herhdon.  M D 

Ultrasound 

Joe  T Bledsoe.  M D 

222-9560 

222-9520 

Mammography 

Linda  M Johnson.  M D 

J E Winslow,  Jr , M D 

PHYSICAL  MEDICINE 

Magnetic  Resonance 

GASTROENTEROLOGY 

Virginia  L Harr.  M 0 

Robert  C Lesher  M D 

& REHABILITATION 

Imaging  (MRI) 

222-9510 

John  T Gregg.  M D 

222-9520 

• EKG/Stress  Testing 

C K Su,  M D 

Jim  G Mellon.  D 0 

OTORHINOLARYNGOLOGY 

K M Vaidya.  M D 

• Physical  Therapy 

John  Hurd.  P A -C 

Gregg  S Govett  M D 

• Chemotherapy 

PEDIATRICS 

PSYCHOLOGY/COUNSELOR 

222-9500 

OPHTHALMOLOGY 

PSYCHIATRY 

222-9540 

ADMINISTRATION 

E Ron  Orr.  M D 

222-9530 

222-9560 

J M Ross.  Ph  D 

224-8111 

J E Freed,  M 0 

John  R Gearhart.  M D 

Boyd  K Lester 

Jane  Ross.  M Ed  . L P C 

Daniel  N Vaughan 

Pilar  Escobar.  M 0 

David  L Ward 

Fernando  A Fernandez.  M D 

Pamela  J Nix 

UU  EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 

AMBULATORY  SURGERY  (SAME  DAY  IN  — 

OUT  SURGERY) 

MAIN  CLINIC  - 

- 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 

If  No  Answer  Call  224-2300 

Call  Toll  Free  For  An  Appointment  1-800-522-3966 

(§iJ3!J)3(§ 

Founded  1925 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 


CENTRAL  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City.  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
The  Plaza  Physicians  Building 
4140  W.  Memorial  Road,  Suite  115 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDf* 

Lyle  W,  Burroughs,  MD|° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf 
John  R.  Bozalis,  MD,  f* 
Warren  V.  Filley,  MD.  t* 
James  R.  Claflin,  MDf° 
Patricia  I.  Overhulser,  MDt° 
Dean  A.  Atkinson,  MDf* 

Senior  Consultant: 
George  L.  Winn,  MDf 


SOUTH  OFFICE 
Southwest  Medical  Tower 
1044  S.W.  44th  St..  Suite  210 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


t Diplomale  American  Board  of  Allergy  and  Immunology 
■ Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 


NORMAN  OFFICE 

950  North  Porter,  Suite  101  Executive  Director: 

Norman,  Oklahoma  G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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PROFESSIONAL  DIRECTORY 


ALLERGY  ■ ENDOCRINOLOGY 


JAMES  A MURRAY,  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY.  MD 
Fellow  American  Academy  of  Aliergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0464 

Tulsa,  Oklahoma  74177 


Modhi  Gude,  MD,  MRCP(UK),  FACP,  FACE 
Diplomate,  American  Boards  of  Internal  Medicine  and 
Endocrinology.  Diabetes  and  Metabolism 
South  Office:  1552  S.W.  44th,  OKC,  OK  73119;  Phone  405-681-1100 
North  Office:  6001  N.W  120th  Ct  #6,  OKC,  OK  73163;  Phone  405-728-7329 
Practice  limited  to  ENDOCRINOLOGY.  DIABETES,  THYROID 
Special  Procedures:  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


GYNECOLOGIC  ONCOLOGY 


Deaconess  Medical  Offices 


Gynecologic  Oncology  & Pelvic  Surgery 


NORTHWEST  ALLERGY  CLINIC.  INC. 


John  L.  Davis,  M.D 
5701  N,  Portland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC.  INC. 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


Robert  S.  Ellis,  MD  f 
Lyle  W Burroughs.  MDt° 
Charles  D,  Haunschild,  MDf 
James  H.  Wells,  MDf 
John  R.  Bozalis,  MDf 


Warren  V.  Filley,  MDf 
James  R.  Claflin,  MDt° 
Patricia  I.  Overhulser,  MDt° 
Dean  A.  Atkinson.  MDf 


Senior  Counsultant:  George  L.  Winn,  MDf 


tDiplomate  American  Board  of  Allergy  and  Immunology 
•Diplomate  American  Board  of  Internal  Medicine 
"Diplomate  American  Board  of  Pediatrics 
Southwest  The  Plaza 

Central  Office;  Medical  Tower  Physicians  Building 


750  NE  1 3th  St.  1 044  SW  44th  St. 

Okla  City,  OK  73104  Suite  210 
405-235-0040  405-235-0040 


4140  W Memorial  Road 
Suite  115 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


JEFFREY  J SMITH,  MD,  FACOG,  FACS 

Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

71 1 Stanton  L.  Young  Blvd.  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


ORTHOPEDICS 


S.  Fulton  Tompkins.  M.D 
John  F.  Tompkins.  M.D. 

Charles  E Bryant,  M.D. 

Baptist  Medical  Plaza  - Building  A 
3435  N W.  56th  Street  - Suite  404 
Oklahoma  City,  Oklahoma  73112 
(405)  945-4242 

Diplomates  American  Board  of  Orthopaedic  Surgery 


CARDIOVASCULAR 

Galen  P.  Robbins,  MD 
William  S.  Myers,  MD 
William  J.  Fors,  MD 
Charles  F.  Bethea,  MD 
Fred  E.  Lybrand,  MD 

CARDIOVASCUU^R  CLINIC 
Mel  Clark.  MD 
Jerome  L,  Anderson,  MD 
Santosh  T,  Prabhu,  MD* 

Richard  T,  Lane.  MD 
Gary  Worcester,  MD 
Jerry  L Rhodes.  MD 
Steven  J.  Reiter,  MD 
Matt  Wong,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty,  Stents,  and  Antherectomy 
Diagnostic  Stress  Testing  — T readmill.  Echo,  and  Nuclear  Imaging 
Electrophysiology,  Pacemaker.  AlCD  Diagnostic  Vascular  Lab 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla  City.  Okla  73112*  947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W Memorial  Rd.,  Suite  613,  Okla.  City.  Okla.  73120  • 945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


HOUSEHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR..  MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  - American  Board  of  Otolaryngology 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 


SKIN  & SKIN  CANCER  CENTER.  INC 

M,  Denise  Wiley,  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56.  Oklahoma  City  (405)  946-5678 


Professional  directory  listings  are 
available  to  OSMA  members.  They 
are  sold  in  vertical  increments  of 
one-half  inch  at  the  rate  of  $60  per 
half  inch  per  year. 


222 


J Okla  Stale  Med  Assoc,  Vol  89,  June  1 996 


PEDIATRIC  SURGERY 


SURGERY,  CARDIOVASCULAR  & THORACIC 


WM  P TUNELL.  MD'  DAVID  W TUGGLE.  MD' 

P CAMERON  MANTOR,  MD 

940  NE  13th  Street.  Oklahoma  City.  Oklahoma  73104 
Oftice  405-271-4536  After  hours:  405-523-6739  (then  enter  your  phone  no.) 

‘American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453 

1 1 to  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K IMES.  MO 

Oiplomate  American  Board  of  Infernal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultant  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
Sleep  Medicine 

3330  N W 56lh  Street.  Suite  212  (405)  947-3345 

Oklahoma  City.  Oklahoma  73112 


JAMES  E CHEATHAM.  JR  . M D . F A C S. 

3435  NW  56th.  4900 
OKLAHOMA  CITY.  OK  73112 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M RAYAN.  M D 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  ol  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity.  Hand  & Microsurgery 
3366  NW  EXPWY.  Suite  700  Oklahoma  City.  OK  731 1 2 (405)  945-4888 


HOUSHANG  SERADGE.  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street.  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


UROLOGY 


A de  QUEVEDO.  MD.  Inc 
Diplomate  of  the  American  Board  of  Urology 
Suite  606  1211  N Shartel 

Oklahoma  City.  Oklahoma  73103  232-1333 
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EARN 


8.5% 

Annually 

Residents  Loan  Fund,  Inc.,  established  in 
1990,  makes  loans  to  Resident  M.D.'s  at 
favorable  rates.  RLF,  Inc.  Serves  as  a 
conduit,  borrowing  money  from  in- 
practice physicians  and  reloaning  to 
Resident  physicians  at  the  Oklahoma 
Health  Sciences  Center. 


For  more  information,  call  (405)879-1179 
or  toll  free  1-800-460-2900 


Residents  Loan  Fund,  Inc. 
6401  N.  Pennsylvania,  Suite  205 
Oklahoma  City,  OK  73116 


OFFICERS  OF  THE 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


David  L.  Harper,  MD,  President 
David  M.  Selby,  MD,  President-Elect 
Mary  Anne  McCaffree,  MD,  Vice-President 
Carol  Blockwell  Imes,  MD,  Secretary-Treasurer 
Boyd  O.  Whitlock,  MD,  Speaker, 

House  of  Delegates 
Bruce  L.  Storms,  MD,  Vice-Speoker, 

House  of  Delegates 

Robert  J.  Weedn,  MD,  Chair,  Board  of  Trustees 
Chester  L.  Bynum,  MD,  Vice-Chair,  Board  of  Trustees 


Instructions  for  Authors 


CenIribuHens 

Articles  submitted  for  publication  become  the  sole  property  of  the 
Journal  and  must  not  have  been  published  elsewhere.  The  Edito- 
rial Board  reserves  the  right  to  edit  any  material  submitted.  Manu- 
scripts must  be  typewritten  or  printed  in  a standard  typeface,  dou- 
ble-spaced, and  submitted  in  quadruplicate  (original  and  three 
copies).  In  addition,  authors  are  required  to  submit  their  manu- 
scripts on  computer  disk,  preferably  in  WordPerfect  (any  PC 
version)  or  text  format.  Label  disk  clearly  with  title  and  author. 
The  cover  letter  should  include  the  following  statement,  signed  by 
all  authors:  “In  consideration  of  the  publication  of  this  work  by  the 
Journal  of  the  Oklahoma  State  Medical  Association  (“JOURNAL”), 
the  author(s)  hereby  grant(s),  assign(s),  or  otherwise  convey(s)  to 
the  publisher  all  rights,  titles,  and  copyright  ownership  to  the  Jour- 
nal in  the  event  that  such  work  is  published  by  the  Journal.” 

Any  material  reprinted  from  another  source  must  be  accompa- 
nied by  written  permission  from  that  source  to  use  the  material  in 
the  Journal. 

Style 

All  manuscripts  should  approximate  the  style  adopted  by  the  Amer- 
ican Medical  Association  as  seen  in  JAMA  and  detailed  in  the  AM  A's 
Manual  of  Style.  When  appropriate,  an  abstract  of  1 50  words  or 
less  should  accompany  the  paper  and  should  state  the  exact  ques- 
tion considered,  the  key  points  of  methodology  and  success  of  ex- 
ecution, the  key  findings,  and  the  conclusions  directly  supported 
by  these  findings. 

Bylines  may  contain  no  more  than  six  (6)  names  and  shall  in- 
clude only  those  individuals  who  can  attest  that  they  have  contrib- 
uted to  the  conception  and  design,  or  analysis  and  interpretation  of 
data;  and  to  drafting  the  article  or  revising  it  critically  for  impor- 
tant intellectual  content;  and  to  final  approval  of  the  version  to  be 
published.  Other  contributors  may  be  recognized  in  an  acknow- 
ledgment. 

References  are  to  be  listed  in  the  order  of  their  appearance  in 
the  ;u-ticle,  and  in  the  style  used  in  the  Journal  and  JAMA  (author, 
title,  publication,  year,  volume  number,  pages).  Footnotes,  bibli- 
ographies, illustrations,  and  legends  should  be  on  separate  sheets. 

Illustrations 

Illustrations  other  than  the  author’s  will  not  be  accepted  for 
publication  unless  accompanied  by  written  permission  from  the 
original  source.  Illustrations  should  be  labeled  with  the  author's 
name  and  must  be  numbered  in  the  order  in  which  they  are  referred 
to  in  the  article.  The  quality  of  all  illustrations  must  be  in  keeping 
with  the  quality  and  style  seen  in  the  Journai  . 

Reprints 

Authors  will  receive  galleys  and  reprint  order  forms  from  the 
Transcript  Press,  P.O.  Box  6440,  Norman.  OK  7.J070-6440.  Make 
checks  payable  to  the  Transcript  Press.  Requests  for  reprints  must 
be  made  to  the  Transcript  Press  within  .10  days  after  publication. 
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■ 1111  ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 

i'iORC. 


1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/ 631-1767 


ORTHOPAEDIC  SURGERY 
SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 
SPORTS  MEDICINE 


HOUSHANG  SERADGE,  MD,  FICS** 
MEHDI  N.  ADHAM,  MD,  FACS* 
WINFRED  PARKER,  PA 


“Diplomate:  American  Board  of  Orthopaedic  Surgery, 
Certified;  OrthopaedicSurgery.  Hand  Surgery 
Fellow;  AAOS,  ASSH,  AAHS 


* Board  certified  Plastic  Surgery 
Member:  American  Society  Of 
Plastic  & Reconstructive  Surgeons 


Department  of  Orthopedics 

'Stephen  Tkach,  M.D.,  F.A.C.S. 
‘Joseph  F.  Messenbaugh,  III,  M.D.,  F.A.C.S. 
*J.  Patrick  Evans,  M.D.,  F.A.C.S. 
‘Edwin  E.  Rice,  M.D.,  F.A.C.S. 
‘Warren  G.  Low,  M.D.,  F.A.C.S. 
‘Thomas  C.  Howard,  M.D.,  F.A.C.S. 

‘David  L.  Holden,  M.D.,  F.A.C.S. 
‘Brock  E.  Schnebel,  M.D.,  F.A.C.S. 
‘Thomas  P.  Janssen,  M.D. 

‘Thomas  K.  Tkach,  M.D. 

Department  of  Arthritis 
John  A.  Blaschke,  M.D. 

‘Mary  L.  Duffy  Honick,  M.D. 

‘Jon  W.  Blaschke,  M.D. 

‘Larry  G.  Willis,  M.D.,  F.A.C.R. 

‘R.  Eugene  Arthur,  M.D.,  F.A.C.R. 
‘Robert  F.  Hynd,  M.D.,  F.A.C.R. 
‘Robert  L.  McArthur,  M.D.,  F.A.C.R. 
‘Mark  A.  Hulsey,  M.D.,  F.A  C R. 

Department  of  Occupational  Health 

Richard  J.  Hess,  M.D.,  F.A.C.P. 
552-9447  or  FAX  552-9391 

‘Specialty  Board  Diplomates 


McBride  Clinic,  Inc. 

Orthopedic  & Arthritis  Center 


• Specializing  in  the  back  and  neck;  fractures  and  fracture 
complications:  shoulder  and  knee  disorders;  hip  disease; 
foot  problems;  sports  medicine;  occupational  medicine;  up- 
per extremity  surgery;  total  joint  replacement;  arthroscopic 
surgery;  and  pediatric  orthopedics. 

• Rheumatologists  treat  disorders  of  the  joints,  muscles  and 
bones  in  children  and  adults.  Arthritis  education  and  pain 
control  are  major  areas  of  emphasis. 

• The  McBride  Clinic  Bone  Bank  is  one  of  42  accredited  in 
the  U.S.,and  the  only  hospital-based  bone  bank  in  Oklahoma. 

• McBride  Clinic  physicians  comprise  the  majority  of  the  medi- 
cal staff  of  Bone  & Joint  Hospital. 

Bone  & Joint  Hospital 
One  of  U.S.  News  & World  Report’s 
“America’s  Best  Hospitals’’ 


1111  N.  Dewey 
232-0341 

Appointments  552-9270 


Norman 

900  N.  Porter,  Suite  1400 
360-9390 


St.  Anthony  Professional  Bldg. 
608  N.W.  9th  St.,  Suite  2000 

272-7249 


Northwest 

3435  N.W.  56th,  Suite  208 

945-4248 
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The  Last  Word 


■ Oklahoma  Congressman  J.C.  Watts  has  gone  to  bat  for 

the  IRS-beleaguered  Oklahoma  Allergy  & Asthma  Clinic.  The 
clinic  was  informed  last  August,  after  an  audit  by  the  Internal 
Revenue  Service,  that  they  would  have  to  change  from  a cash- 
to  an  accrual-based  method  of  accounting;  they  did  so  at  the 
beginning  of  the  year.  Congressman  Watts  has  since  written 
to  Chairman  William  Archer  of  the  House  Ways  and  Means 
Committee  in  Washington,  on  behalf  of  the  clinic  and  all  oth- 
er medical  practices  in  Oklahoma.  He  explained  that  medical 
practices  are  unique,  in  that  they  deal  with  third-party  payers, 
an  increasingly  unpredictable  source  of  reimbursement,  and 
have  extremely  large  accounts  receivable.  He  noted  that  he 
believes  it  is  not  the  intent  of  Congress  to  force  medical  prac- 
tices— which  are  not  precluded  from  using  the  cash  method 
by  Section  448  of  the  IRS  code — to  change  to  the  accrual 
method.  Chairman  Archer  reported  that  after  meeting  with 
representatives  of  the  Oklahoma  clinic  and  learning  of  the 
concerns  of  other  taxpayers,  legislation  (HR  3126)  was  in- 
troduced by  Congressman  Phil  English.  If  it  becomes  law, 
the  bill  will  require  the  IRS  to  bear  the  burden  of  showing  that 
the  cash  method  of  accounting  does  not  clearly  reflect  in- 
come, rather  than  requiring  the  taxpayer  to  prove  that  it  does. 

■ G.  Kevin  Donovan,  MD,  director  of  the  Oklahoma  Pro- 
gram in  Bioethics  at  the  University  of  Oklahoma  Health  Sci- 
ences Center-Tulsa,  has  been  elected  to  chair  the  Bioethics 
Section  of  the  American  Academy  of  Pediatrics.  William 
Sheehan,  MD,  also  of  OUHSC-T,  has  received  the  American 
Society  of  Clinical  Pathologists  Distinguished  Service  to 
Clinical  Pathology  Honoring  Ward  Burdick. 

■ Attorney  General  Drew  Edmondson  has  ruled  that  law 

enforcement  officers  have  the  authority  to  stop  vehicles  and 
issue  citations  for  motorists  who  fail  to  use  a car  seat  for 
children  under  age  4,  or  a car  seat  or  seat  belt  for  children  age 
4 or  5.  The  Oklahoma  Safe  Kids  Coalition,  with  Sen.  Ben 
Brown,  requested  the  opinion  after  years  of  confusion  over 
the  state’s  child  restraint  law,  passed  in  1983. 

■ Available  free  from  the  Oklahoma  Safe  Kids  Coalition 

is  a bi-lingual  checklist  addressing  the  ten  most  common  un- 
intentional injuries  to  children  and  how  to  prevent  them.  The 
1 996  version  of  the  Family  Safety  Check  may  be  obtained  by 
calling  40.5-271-5695  or  writing  to  the  Children’s  Hospital 
of  Oklahoma,  Center  for  Injury  Prevention,  PO.  Box  26307, 
Oklahoma  City,  OK  73126. 

■ .lerry  B.  Vannatta,  MD,  has  been  named  vice-president 

for  health  affairs  and  associate  provost  by  the  University  of 
Oklahoma  Board  of  Regents.  Dr.  Vannatta  has  been  serving 


in  his  post  on  an  interim  basis  since  July  1, 1995.  He  is  among 
a group  of  medical  professionals  who  have  spearheaded  a 
national  campaign  to  enhance  medical  education  in  the  Unit- 
ed States.  Their  efforts  led  to  the  creation  of  a program  which 
uses  simulated  patients  to  teach  and  evaluate  medical  students’ 
interviewing  and  physical  examination  skills  throughout 
medical  school. 

■ The  American  Society  for  Aesthetic  Plastic  Surgery  re- 
cently honored  Mehdi  N.  Adham,  MD,  Oklahoma  City,  for 
his  innovation  in  cosmetic  rhinoplasty.  Dr.  Adham  received 
the  Best  Scientific  Exhibit  Award  at  the  society’s  annual 
meeting,  where  he  demonstrated  his  new  technique.  His  pro- 
cedure prevents  some  of  the  significant  complications  of  tra- 
ditional procedures. 

■ Be  Informed:  Questions  to  Ask  Your  Doctor  Before  You 
Have  Surgery  is  the  title  of  a new  consumer  brochure  avail- 
able now  from  the  Agency  for  Health  Care  Policy  and  Re- 
search. The  booklet  will  help  patients  make  decisions  about 
elective  surgery  by  posing  12  key  questions  for  them  to  ask 
their  doctors.  Bulk  copies  of  the  guide  may  be  purchased  from 
the  U.S.  Government  Printing  Office  (stock  number  0 1 7-026- 
00145-0:  $1 1 per  package  of  20).  Call  the  GPO  order  desk  at 
202-512-1800. 

■ Members  are  reminded  they  can  support  their  JOUR- 
NAL in  several  ways.  Write  and  submit  a paper  for  publica- 
tion. Brief  case  reports  are  as  welcome  and  as  important  as 
major  research  papers.  And  don’t  forget  Letters  to  the  Editor. 
Your  opinion  counts,  and  letters  are  one  of  the  best-read  fea- 
tures in  any  publication.  If  you’re  more  inclined  to  think  a 
picture  is  worth  a thousand  words,  you’re  in  luck.  The  JOUR- 
NAL also  looks  to  members  for  its  cover  art.  Your  favorite 
photo  may  be  ours,  too,  in  which  case  you  become  not  only 
a cover  photographer,  but  an  award-winning  cover  photogra- 
pher. (Writers,  there  are  annual  prizes,  too,  for  the  best  scien- 
tific paper  published,  as  well  as  a special  award  set  aside  just 
for  the  best  student-  or  resident-authored  paper.)  If  you  haven’t 
already,  you  also  might  want  to  consider  advertising  in  the 
Journal.  There  are  types  and  price  ranges  suitable  for  ev- 
eryone, from  the  sole  practitioner  to  the  large  clinic  to  the 
huge  MCO  and  PPO.  And  finally,  if  you  prefer  to  work  behind 
the  scenes,  consider  volunteering  your  services  as  a member 
of  the  editorial  board.  It  doesn’t  pay  very  well,  but  the  hours 
are  great  and  you’ll  get  your  name  on  the  masthead  every 
month.  Remember,  this  is  yowr  JOURNAL.  Much  of  what  you 
get  out  of  it  depends  on  what  you  put  into  it.  (To  those  of  you 
who  already  have  and  do  contribute,  thank  you.) 
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By  Joining  PROklahoma  You  Have  an  Opportunity 


To  maintain 

To  provide 
To  prevent 


the  traditional  relationship  between  the  patient  and  physician  with 
mutual  responsibility  to  each  other. 

the  highest  quality  medical  care  at  an  affordable  cost. 

further  fragmentation  of  the  health  care  system. 


To  assure  that  health  policy  and  the  delivery  of  health  care  stay  in  the  hands  of 
physicians  and  their  patients. 

To  establish  a cost-effective  administrative  system,  keeping  more  dollars  for  health 
care. 


To  keep  the  premiums  normally  distributed  to  non-medical  entrepreneurs  to 

provide  benefits  for  the  participants. 

To  establish  a Managed  Care  Plan  that  any  good  physician  who  is  a member  of  the 
Oklahoma  State  Medical  Association  can  join,  and  one  in  which  any 
patient  may  exercise  his  or  her  choice  of  physician. 


Almost  a thousand  members  of  The  Oklahoma  State 
Medical  Association  are  "PROklahoma". 

They  will  have  a say  about  the  future  of  health  care  in  Oklahoma. 
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For  your  stake  in  the  future  of  Oklahoma  health  care  contact; 


iR^Jdahoma^ 

Quality  Managed  Health  Care 
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Choosing  Health  insurance  for 
yourself,  your  family,  and  your 
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PLICO  Health  offers  features  that  are  seldom  available  with  other  plans. 
Guaranteed  Insurability  - if  application  is  made  within  60  days  of  e 
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No  Monetary  Limit  to  benefits. 
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For  further  information  or  appointment: 
call , write,  or  fax,  PLICO  Health 


With  all  these  features,  as  well  as  OSMA  ownership 
and  direction,  the  differences  are  striking. 

The  things  that  make  PLICO  Health  different 
are  the  things  that  make  PLICO  Health  better. 
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Hematology/Oncology 
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Infectious  Diseases 
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James  L.  Kirk,  Jr,  M.D. 
Clifford  G.  Wlodaver,  M.D. 

Internal  Medicine 
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Peter  S.  Young,  M.D. 

Internal  Medicine  / Pediatrics 
Joy  L.  LeDoux,  M D. 

Nephrology 
Grace  M.  Ruidera,  M.D. 

Neuroradiology 
Vaughn  G.  Marshall,  M.D. 


Pediatrics 

Anita  R.  Blick-Nolan,  M.D. 
Mickey  E.  Crittenden,  M.D 
Betty  L.  Harmon  Brown,  M.D. 
Andrea  L.  Key,  M.D. 
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Sulabha  K.  Mehta,  M.D. 

Merl  W Simmons,  M.D. 
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Don  L.  Wilber,  M.D. 

Podiatry 

W.  Bradley  Johnston,  D.P.M. 
Raymond  L.  Smith,  D.P.M. 

Pulmonary  Disease/Critical  Care 
William  W.  Cook,  M.D. 

Mark  S.  Fixley,  M.D. 
•Steven  R.  Smith,  M.D. 

Radiology 
Ruth  G.  Brush,  M.D. 
Vaughn  G.  Marshall,  M.D. 
Carol  V.  Sheldon,  M.D. 

Clark  A.  Ward,  M D. 
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Rheumatology 
Craig  W.  Carson,  M.D 

Sports  Medicine 
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Urology 
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John  P.  Ross,  M.D. 
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“Being  a doctor  has  allowed  me 
to  provide  the  best  for  my  family” 

DR.  JANELLE  GOETCHEUS,  MEDICAL  DIRECTOR,  HEALTH  CARE 
FOR  THE  HOMELESS  PROJECT,  INC.,  WASHINGTON,  DC 


Dr.  Goetcheus  says  that  raising  her 
children  in  a health  recovery  facility 
for  the  homeless  is  one  of  the  great- 
est gifts  she  has  given  them. 

Her  gifts  to  her  patients  are  even 
greater.  Caring  for  Washingtons 
homeless  for  almost  a decade,  she 
despaired  at  seeing  simple  medical 
problems  grow  severe  when  patients 
lacked  a clean,  quiet  place  where 
they  could  heal.  Her  answer  was  to 
found  Christ  House,  a live-in  respite 
care  facility  for  the  homeless  — and 
home  to  her  family. 

Today,  this  center  is  part  of 
Washingtons  Health  Care  for  the 
Homeless  Project.  As  medical  direc- 
tor of  both.  Dr.  Goetcheus  is  serving 
in  an  even  greater  capacity,  reviving 
health  and  hope  in  those  she  serves. 

The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Health  Care  for  the  Homeless,  in  . 
support  of  those  who,  like  Dr. 
Goetcheus,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


We're  part  of  the  cure. 


Chauvinism  Is  Alive 

At  the  last  OSMA  Annual  Meeting  in  Tulsa, 
the  House  of  Delegates  reseinded  the 
bylaws  requirement  that  osMA  members  must 
be  citizens  or  have  filed  a declaration  of  intent 
to  become  a citizen  of  the  United  States.  Thus, 
the  threshold  of  OSMA  membership  becomes 
residence  in  Oklahoma,  possession  of  an  Ml) 
degree  approved  by  the  OSMA  Board  of 
Trustees,  and  an  Oklahoma  license  to  practice 
medicine  from  the  Oklahoma  State  Board  of 
Medical  Licensure  and  Supervision. 

The  elimination  of  an  idea  of  allegiance  to 
the  United  States  as  a membership  criterion  is 
an  interesting  doctrinal  change  in  the  OSMA 
fabric.  Coming  as  it  does  in  a time  when  there 
is  widespread  dissatisfaction  with  the  U.S. 
government,  the  malcontents  are  building 
fertilizer  bombs,  and  citizen  militias  and  so- 
called  “common  law  courts”  are  springing  up 
everywhere,  the  change  evokes  wonderment  as 
to  its  fundamental  meaning  and  long-temi 
effects. 

Certainly  it  is  true  that  the  central  tenets  of 
the  United  States  as  a nation  have  always  been 
questioned,  with  variable  intensity  and  from 
various  sources,  from  the  time  of  national 
inception  in  the  eighteenth  century.  It  is  also 
true  that  at  the  government’s  own  fealty  to  the 
principles  of  the  Founding  Fathers  has  been 
eroded  aw'ay  by  socialistic  philosophies  and 
political  opportunism.  It  has  always  been  true 
that  many  US  citizens  never  completely  trust 
the  U.S.  government. 

Thus  we  have  come  to  a time  when  the 
reason  for  existence  of  the  medical  society  has 
changed  in  response  to  the  change  in  our 
government.  Whereas  a hundred  years  ago 
medical  societies  were  mostly  an  intellectual 
conclave  to  improve  the  practice  of  medicine, 
now  they  have  become  principally  a reactive 
foil  to  governmental  efforts  to  control  modem 
practice. 


Editorial 


That  these  changing  times  have  put  the 
medical  profession  under  siege  can  be  perceived 
as  being  largely  the  result  of  our  own  disunity 
and  our  innate  tendencies  to  chauvinism.  We 
physicians — like  all  humans-  have  a blind  .spot 
in  the  rea.son/emotion  synapses  that  allows  our 
undue  partiality  for  certain  human  cliques  to 
cloud  our  logical  responses.  Our  personal 
chauvinism  to  kinfolk,  to  clinic  partners,  to 
specialty,  to  religion  or  race,  is  as  difficult  for  us 
to  see  as  is  our  own  inion.  We  seldom  glimpse  it. 

Our  innate  chauvinism,  interacting  with  the 
government’s  more  fascistic  stance  toward 
medical  practice,  probably  explains  the  House 
of  Delegate’s  action  in  rescinding  the 
citizenship  requirement  of  OSMA  membership. 

It  remains  to  be  seen  how  the  “Law  of 
Unintended  Consequences”  will  play  out  in 
reference  to  this  action,  but  we  physicians 
must  now  look  again  to  our  basic  ethical 
principles  for  the  essentials  of  our  future  moral 
behavior. 

It  is  now  timely  to  recall  that  the  ultimate 
purpose  of  medical  societies  and  associations 
is  to  improve  the  health  and  the  quality  of  life 
of  those  people  we  call  “patients.”  The  purpose 
of  the  association  is  not  to  protect  the  income 
or  prerogatives  of  physicians,  except  insofar  as 
those  powers  are  a necessary  element  of  the 
patients’  well-being.  The  patients’  medical 
needs  must  forever  take  priority  over  the 
political  agendas  of  the  rebels  among  us. 

The  higher  goal  must  be  kept  in  mind  as  the 
association  implements  the  new  membership 
criterion. 


Our  personal 
chauvinism...  is 
as  difficult  for  us 
to  see  os  is  our 
own  inion. 


Editorials  do  not  necessarily  represent  the  official  policy  of  the  OSMA. 
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For 


Ten 


Years 


Cars. 


A fter  K)  years  in  practice,  you  're  an  expert  in  your  field. 
Likewise,  Autoflex  Leasinff  is  the  recognized  expert  in  auto 
leasing.  We  are  endorsed  hy  the  Oklahoma  State  Medical 
Association.  So,  contact  an  Autoflex  leasing  specialist  today 


Call  C800^634'12M 
or  2 1 4^234' 1 234 


A 


stay  Informed 

Why  doesn't  organized  medicine  keep  me 
informed?  Why  isn't  organized  medicine 
doing  anything  for  me  and  my  patients?  Why 
isn't  organized  medicine 
doing  more  to  maintain 
quality  healthcare  in  our 
country?  Those  are 
common  questions  posed 
by  our  members  e\  ery 
day.  The  answers  to  those 
questions  with  respect  to 
what  is  being 
accomplished  and  the 
efforts  being  made  are 
available  to  each  of  us  just 
by  reading  our  mail. 

Some  county  medical  societies  have 
monthly  bulletins.  The  OSM.'V  has  the  monthly 
osMA  Journal  plus  other  mailings  including 
the  Legislative  Update,  and  we  all  receive 
JAMA  and  the  AM  News. 

None  of  us  has  time  to  read  all  the  mail, 
journals,  and  literature  we  receive;  and  our 
CME  time  should  be  spent  reviewing  the 
literature  from  our  individual  specialties. 
However,  if  the  political  and  socioeconomic 
aspects  of  medicine  are  important  to  us,  we 


can  peruse  all  the  above  mailings  from 
organized  medicine  in  less  than  30  to  60 
minutes  per  week  and  read  in  detail  any 
articles  which  arc  important  to  us.  Then,  when 
we  complain  or  comment,  we  can  do  so  on  a 
more  informed  basis  and  hopefully  contribute 
ideas  which  are  not  only  helpful  but  may  be 
useful  in  making  any  necessary  changes  to  our 
system. 

If  you  care  about  the  direction  of  medicine 
and  healthcare  in  our  state  and  country — stay 
informed.  Be  active!  Understand  there  may  be 
other  valid  opinions  and  be  willing  to  listen  to 
them  and,  if  necessary,  rebut  them 
intellectually  and  objectively  and  not  just 
emotionally. 

It  is  certainly  our  right  to  legitimately 
complain  about  the  aspects  of  organized 
medicine  with  which  we  do  not  agree.  It  is  also 
our  duty  to  stay  informed  if  we  wish  to  make  a 
legitimate  effort  to  make  needed  changes.  With 
a little  effort,  each  of  us  can  make  a difference. 


If  you  core 
about  the 
direction  of 
medicine  and 
healthcare... 
stay  informed. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Environmental  Tobacco  Smoke  Exposure  and 
Gastroesophageal  Reflux  in  Infants  with 
Apparent  Life-threatening  Events 


Scientific 


Bashar  Alaswad,  MD;  Paul  L.  Toubas,  MD;  John  E.  Grunow,  MD 


Objective;  To  study  the  hypothesis  that 
environmental  tobacco  smoke  exposure  in 
infants  diagnosed  with  an  apparent  life- 
threatening  event  (alte)  could  be  a contributing 
factor  to  gastroesophageal  reflux.  Methods: 
Thirty-four  polygraphic  recordings  of  combined 
esophageal  pH  study  and  respiration  in  infants 
with  ALTE,  age  4.1  ± 4.9  months,  range  0.4-27 
months,  were  studied.  This  group  of  children 
had  uncomplicated  perinatal  history,  no 
congenital  anomalies,  no  neuropathology,  and 
no  drug  exposure.  A written  questionnaire  was 
administered  to  the  parents  to  determine  the 
following;  environmental  variables,  degree  of 
environmental  tobacco  smoke  (ETS)  exposure 
(number  of  cigarettes/day),  and  nutrition 
(breast  vs.  bottle  feeding).  Results:  There  was  a 
strong  correlation  between  pH  study 
parameters  and  ETS  exposure  (p  <0.005).  The 
esophageal  pH  parameters  were  markedly 
elevated  in  the  ETS-exposed  group  and  in  this 
group  there  was  a linear  relation  between  the 
number  of  cigarettes  smoked  per  day  and 
reflux  index,  as  well  as  reflux  >5  min/hr 
(p  <0.05,  r=0.46).  Nursing  mothers  were  less 
likely  to  be  smokers  (18.2%  vs.  34.0%).  The 
only  significant  respiratory  finding  was  in  the 
obstructive/mixed  apnea  group;  there  was 


From  the  University  of  Oklahoma  Health  Sciences  Center  Department  of 
Pediatries,  divisions  of  Pediatric  Gastroenterology  and  Nutrition,  and 
Neonatal-Perinatal  Medicine,  Oklahoma  City,  Oklahoma. 

The  data  in  this  paper  were  presented  at  the  North  American  Society  of 
Pediatric  Gastroenterology  and  Nutrition  (NASPGAN)  Annual  Meeting, 
November  2-4.  1995.  in  Chicago. 

Direct  correspondence  to  Bashar  Alaswad,  MD,  University  of  Texas- 
Houston.  Health  Sciences  Center,  6431  Fannin  Street.  #3.142,  Houston, 
TX  77030. 


strong  association  between  ETS  exposure  and 
high  reflux  index  (p  <0.05).  Canclusion:  We 
conclude  that  ETS  exposure  represents  a 
significant  contributing  factor  to  GER. 
Pediatricians  should  systematically  ask 
questions  about  the  infant  environment,  explain 
the  risk  of  ETS  exposure  to  the  caretaker,  and 
recommend  that  children  should  remain  in  a 
smoke-free  environment. 

Environmental  tobacco  smoke  (ETS)  consists 
of'sidestream  smoke  and  exhaled  mainstream 
smoke.  Several  studies  have  reported  a signifi- 
cant association  between  the  prevalence  of  res- 
piratory illnesses  in  infants  and  children  under 
the  age  of  two  and  exposure  to  ETS.  Parental 
smoking  has  also  been  identified  as  a risk  factor 
for  infantile  apnea  and  sudden  infant  death  (SIDS), 
as  well  as  persistent  middle  ear  effusions  in  young 
children.'"^ 

ETS  contains: 

• Pharmacological  active  agents  such  as  nico- 
tine 

• Irritants  such  as  glycoproteins  and  nitro- 
samines  (carcinogens) 

• Toxins  such  as  carbon  monoxide,  ammonia, 
and  thiocyanate^  - 

Concentrations  of  most  of  these  materials  are 
even  higher  in  sidestream  than  in  mainstream 
smoke. ^ Thus,  infants  exposed  to  ETS  will  react 
to  the  pharmacologic  substances  contained  in  the 
smoke.’  If  the  mother  smokes  while  breast  feed- 
ing, the  infant’s  exposure  to  nicotine  is  increased 
through  tobacco  smoke  inhalation  and  nicotine 
ingestion  via  breast  milk.  Nicotine  is  excreted  into 
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Table  1.  Influence  of  ETS  Exposure  on 
Esophageal  pH  Study  Parameters 

Mean 

±SD 

Reflux 
(per  hr.) 

Reflux 
(>  5 min/hr.] 

Acid 

Clearance 

(min.) 

Longest 

Episode 

(min.) 

Reflux 
Index  (%) 

Smoke  Exposed 
n=20 

male  9,  female  1 1 

3.15±L67 

0.5310.32 

2.911.45 

41.35129.17 

18.1919.25 

Non-Exposed 

n=14 

male  7,  female  7 

L81±1.08 

0.1910.21 

1.911.04 

17.92119.62 

7.6215.89 

p value 

0.005 

0.001 

0.018 

0.005 

0.001 

Figure  1:  Influence  of 
number  of  cigarettes 
per  day  smoked  by 
family  members  on 
reflux  index. 


breast  milk,  with  milk  concentrations  exceeding 
those  of  serum  in  a 2.9: 1 ratio.*  In  some  cases, 
when  nursing  mothers  smoked  up  to  20  cigarettes 
or  more  a day,  their  neonates  may  develop  signs 
and  symptoms  of  nicotine  poisoning:  restlessness, 
vomiting,  diarrhea,  tachycardia,  recurrent  apnea, 
refu.sal  to  suck,  apathy,  and  flaccidity,  as  well  as 
grayish  skin  color.*’ 

Cotinine,  the  main  metabolite  of  nicotine  having 
one-fifth  the  pharmacologic  activity  of  nicotine, 
was  recovered  from  urine  and  saliva  in  infants 
and  children  who  had  been  exposed  to  ETS."’ 
Following  nicotine  inhalation,  or  oral  adminis- 
tration, a half-life  of  approximately  two  hours  has 
been  reported  in  adults.*  Neither  number  of  cig- 
arettes smoked  nor  smoking-machine  delivery 
predict  daily  exposure  to  nicotine." 

Mainstream  tobacco  smoke  is  associated  with 
gastroesophageal  rcllux  (GER).  Numerous  stud- 
ies demonstrated  that  the  mechanisms  of  acid  re- 
llux  during  cigarette  smoking  were  mainly  due 


to  the  inhibitory  effect  of  nicotine  on  the  lower 
esophageal  sphincter  (LES)  and/or  an  abrupt  in- 
crease in  intra-abdominal  pressure  (cough,  deep 
inspiration)  or  alteration  of  thoracoabdominal 
pressure  relations  (wheezing).  It  has  been  known 
that  cigarette  smoking  is  a common  reversible 
cause  of  GER.'^  '^ 

We  hypothesize  that  ETS  may  cause  or  aggra- 
vate GER  in  infants  and  children  diagnosed  with 
apparent  life-threatening  events  (ALTE).  In  1986 
the  National  Institutes  of  Health  (NlH)  Consen- 
sus Development  Conference  on  Infantile  Apnea 
and  Home  Monitoring  referred  to  apnea  of  in- 
fancy as  a type  of  ALTE,  and  the  definition  of  ALTE 
by  this  conference  is  “an  episode  that  is  frighten- 
ing to  the  observer  and  is  characterized  by  some 
combination  of  apnea  (central  or  occasionally 
obstructive),  color  change  (usually  cyanotic  or 
pallid,  but  occasionally  erythematous  or  pletho- 
ric), and  marked  change  in  muscle  tone  (usually 
marked  limpness,  choking,  or  gagging).  In  some 
cases  the  observer  fears  that  the  infant  has  died.”'^ 

Methods 

The  study  was  approved  by  the  Institutional  Re- 
view Board  of  the  University  of  Oklahoma  Health 
Sciences  Center,  Oklahoma  City,  Oklahoma. 

Patients:  During  a period  of  5 years  (January 
1990-December  1994)  173  infants  were  admit- 
ted to  Children’s  Hospital  of  Oklahoma  (CHO)  with 
a diagnosis  of  ALTE  and  underwent  a combined 
24-hour  esophageal  pH  monitoring  and  respira- 
tory activity  study.  Due  to  the  duration  of  the  study, 
and  also  to  provide  maximum  safety  to  the  in- 
fants, hospitalizations  were  required. 

Questionnaire:  Parents  or  guardians  received 
a consent  forni  by  mail  and  were  sent  a question- 
naire. 

At  the  time  of  the  study  (combined  esophageal 
pH  and  respiratory  activity): 

1 . How  many  people  lived  with  the  infant? 

2.  How  many  people  in  the  household 
smoked? 

3.  How  many  cigarettes  were  smoked  a day 
by  all  the  smokers  in  the  household? 

4.  Was  the  mother  a smoker?  How  many 
cigarettes  a day? 

5.  What  kind  of  residence  did  the  child  live  in? 

6.  How  many  rooms  in  the  residence? 

7.  What  kind  of  ventilation  system  in  the 
residence? 

8.  Was  the  baby  breast  fed? 

We  obtained  64  answers.  Of  these  infants,  30 
were  excluded  due  to  complicated  perinatal  his- 
tory, congenital  anomalies,  neuropathology,  and 
drug  exposure.  Subsequently,  the  combined  esoph- 
ageal pi  I/respiratory  activity  (performed  at  the 
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bedside)  ol'34  infants  ineluded  in  the  study  were 
reviewed  and  reeorded  (Table  1 ). 

Esophageal  pH  study.  We  examined  the  asso- 
eiation  between  the  degree  of  KTS  exposure  and 
deereased  lower  esophageal  pH  or  any  changes 
in  the  esophageal  pH  study  parameters,'^  using 
the  current  accepted  standards  of  esophageal  pi  1 
study.  Five  parameters  were  recorded: 

1 . Number  of  c:f-:r  episodes 

2.  Number  of  (:i:r  episcxJes  >5  minutes  per  hour 

3.  Esophageal  acid  clearance  time  (minutes) 

4.  Longest  episode  of  GER  (minutes) 

5.  ciER  index,  time  esophageal  pH  <4% 

Polygraphic  respiratory  activity  study  : We  ex- 
amined the  association  between  ETS  exposure  and 
apnea  by  reviewing  the  polygraphie  respiratory 
activity.  Variables  studied:"*' 

1 . Apnea  index  (rate  of  apneic  events  per  hour) 

2.  Short  and  long  central  apnea 

3.  Short  and  long  obstructive/mixed  apnea 

4.  Percent  of  periodic  breathing 

5.  Time  spent  at  oxygen  saturation  <90% 

Statistical  Analysis 

Data  were  entered  in  a computer  spreadsheet/sta- 
tistical package  (SigmaPlot).  Analysis  of  variance, 
rank  test,  correlation,  and  regression  were  the  basic 
statistical  means  to  analyze  the  data. 

Results 

Thirty-four  infants  age  4. 1 ± 4.9  months,  gesta- 
tional age  38.4  ± 2.9  weeks  were  included  in  the 
study.  Twenty  were  ETS-exposed,  9 males  and  1 1 
females;  14  were  not  ETS-exposed,  7 males  and 
7 females.  In  Table  1 there  is  a strong  correlation 
between  esophageal  pH  study  parameters  and 
exposure  to  ETS.  The  esophageal  pH  parameters 
were  markedly  elevated  in  the  ETS-exposed  group. 

In  the  ETS-exposed  group  there  was  linear  re- 
lation between  the  number  of  cigarettes  smoked 
per  day  by  the  mother  or  other  adults  and  reflux 
index,  as  well  as  reflux  >5  min.  per  hour. 

In  the  group  of  the  22  infants  diagnosed  with 
obstructive/mixed  apnea,  14  infants  were  ETS- 
exposed  and  8 infants  were  not  ETS-exposed.  There 
was  an  obvious  increase  in  GER  index  in  the  ETS- 
exposed  group  (p=0.003). 

Of  the  seven  infants  diagnosed  with  central 
apnea,  3 infants  were  ETS-exposed,  and  4 infants 
were  not.  In  this  group  the  correlation  between 
ETS  exposure  and  high  reflux  index  did  not  reach 
statistical  significance  (p=0.147). 

Among  the  five  infants  who  had  no  apnea,  3 
infants  were  ETS-exposed  and  2 were  not.  In  this 
group  the  correlation  between  ETS  exposure  and 
high  reflux  index  did  not  reach  statistical  signif- 
icance (p=0.136). 


In  regard  to  the  maternal  smoking  habits  and 
the  infant  s feeding  mode,  53  mothers  bottle-fed 
their  infants  in  this  group,  1 8 mothers  were  smokers 
(34%),  1 1 mothers  were  nursing  their  infants  in 
this  group,  and  2 mothers  were  smokers  ( 1 8%). 
The  likelihood  of  nursing  mothers  being  smok- 
ers is  0.53,  although  that  did  not  reach  statistical 
significance  (p=0.3). 

Discussion 

In  this  retrospective  study,  we  demonstrated  a 
strong  correlation  between  ETS  exposure  and  GER 
in  infants  presenting  with  altes  using  esophageal 
pH  monitoring  as  the  current  accepted  diagnos- 
tic tool.'"'  Our  technique  in  collecting  the  infor- 
mation by  sending  a questionnaire  to  the  parents 
was  confidential.  We  believe  this  has  minimized 


Figure  2 (top);  Influence 
of  number  of  cigarettes 
per  day  smoked  by 
mothers  on  reflux 
index. 

Figure  3 (bottom): 
Influence  of  number  of 
cigarettes  per  day 
smoked  by  family 
members  on  reflux  >5 
min.  per  hour. 
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Figure  4 (above): 
Influence  of  number  of 
cigarettes  per  day 
smoked  by  mothers  on 
reflux  >5  min.  per  hour. 

Figure  5 (right):  Vicious 
cycle  of  ETS  exposure. 
From  references  7,  10, 
12,  13,  14,  15,  26,  27, 
and  reference  28  (with 
permission  and 
modification). 


tlie  bias  and  self-consciousness  whicli  would  have 
resulted  from  a direct  interview. 

Many  authors  have  demonstrated  an  associa- 
tion between  GER  and  ALTE,  although  a direct  causc- 
and-cffcct  relationship  is  difficult  to  document.^” 
To  our  knowledge,  this  is  the  first  study  that  spe- 
cifically addresses  the  relationship  between  ETS 
exposure  and  GER  in  infants  presenting  with 
ALTEs  who  had  uncomplicated  perinatal  history, 
no  neuropathology,^'  no  congenital  anomalics,^^ 
and  no  drug  exposure.^’  In  the  adult  literature, 
Kadakia  et  al  demonstrated  the  cfTcct  of  cigarette 
smoking  on  (iHR  by  24-hour  ambulatory  esoph- 
ageal pi  1 monitoring.  They  implicated  many  mech- 
anisms including  the  elTcct  of  nicotine.  When  they 
took  into  account  a nicotine  wash-out  period,  they 
concluded  that  cessation  of  cigarette  smoking  is 


Table  2.  Influence  of  ETS  on  GER  Index  in 
Obstrutive/Mixed  Apnea  Group 


Exposed  to  ETS  Not  Exposed  to  ETS 

n=  14/22  (64%)  n = 8/22  (36%) 

GER  lndex>6  GER  Index  <6  GER  lndex>6  GER  Index  <6 
n=14/14  n=  0/14  n=4/8  n=4/8 

100%  0%  50%  50% 


a necessary  life-style  modification  in  patients  with 
GER.  Infants  and  children  of  parents  who  smoke 
inhale  the  same  amount  of  nicotine  as  if  they 
themselves  smoked  up  to  1 50  cigarettes  yearly.^ 
Shabib  et  al  demonstrated  that  ETS  exposure  is  a 
risk  factor  for  esophagitis  in  children  less  than 
18  years  of  age  (mean  age  1 1.9  ± 9.2  years). 
Unfortunately,  many  pediatricians  still  do  not  take 
ETS  exposure  as  a significant  contributing  factor 
to  GER,  although  questions  regarding  the  infant 
environment  is  part  of  the  pediatrieian’s  GER 
questionnaire.^^  The  mechanism  of  how  ETS  ex- 
posure may  cause  or  aggravate  GER  is  multifac- 
torial. Just  as  GER  can  cause  respiratory  symp- 
toms, the  converse  is  also  correct.  Respiratory 
disorders  or  symptoms  can  provoke  GER  when  it 
disturbs  the  thoraco-abdominal  pressure  relation 
(Fig.  5). 

The  correlation  is  statistically  significant  be- 
tween ETS  exposure  and  a high  GER  index  in  the 
obstructive/mixed  apnea  group  (p=0.003)  com- 
pared to  the  central  apnea  group,  as  well  as  the 
no  apnea  group.  We  concluded  that  in  infants  who 
were  exposed  to  ETS  and  presented  with  obstruc- 
tive/mixed apnea,  the  apneic  obstructive  events 
could  be  GER  mediated  (Table  2). 

Nursing  mothers  are  less  likely  to  be  smokers 
( 18.2%  vs.  34%),  although  that  was  not  statisti- 
cally significant.  It  is  not  clear  to  us  if  a maternal 
smoking  habit  may  affect  the  infant’s  feeding 
mode.  The  study  dealt  with  a relatively  small 
number  of  infants  due  mainly  to  patient  address 
change  and  high  exclusion  criteria.  To  prevent 
these  difficulties,  inherent  in  such  a study,  a 
multicenter  approach  is  warranted. 

Conclusion 

Environmental  tobacco  smoke  (ETS)  exposure 
represents  a significant  contributing  factor  to  GER 
in  infants  with  AETE. 

ETS  exposure  represents  a real  hazard  to  in- 
fants and  children.  Oklahoma  leads  the  nation  in 
the  proportion  of  women  who  smoke,  and  is  6th 
in  the  population  in  the  child-bearing  ages.^'*  In- 
fants and  young  children  arc  frequently  exposed 
to  ETS  (48%  of  infants  consulting  Children's 
Hospital  of  Oklahoma,  and  up  to  70%  of  infants 
studied  for  infantile  apnea). 
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Infants  exposure  to  ETS  is  still  not  taken  seri- 
ously by  many  physicians.  In  order  to  prevent 
morbidity  due  to  smoke  exposure,  pediatricians 
should  systematically  ask  questions  about  the 
infant  environment,  explain  the  risk  of  ETS  to  the 
caretaker,  and  recommend  that  children  should 
remain  in  a smoke-free  environment.  j 
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This  study  was  designed  to  explore  the 
experiences  and  reactions  of  psychiatric 
residents  who  provided  support  to  victims  at  the 
Oklahoma  City  bombing  site.  Participants  were 
seven  residents  who  were  surveyed  eight 
months  following  the  disaster.  Results  describe 
respondents'  perceptions  of  stress  and  support 
factors  at  the  time  of  participation  as  well  as 
post-disaster  symptoms.  In  the  aftermath,  only 
one  respondent  reported  stress  symptoms 
suggestive  of  a psychiatric  diagnosis. 
Respondents  reported  a decrease  in  symptoms 
one  month  after  the  disaster.  The  majority 
acknowledged  that  they  would  participate  in 
disaster  relief  in  the  future.  These  data  confirm 
the  importance  of  proper  preparation,  support, 
and  debriefing  for  medical  personnel  attending 
a disaster  as  well  as  the  probability  that 
symptomatic  reactions  will  be  time-limited  for 
most  individuals. 

Several  studies  have  explored  the  psycholog- 
ieal  inipaet  of  disaster  on  rescue  workers, 
although  few  have  examined  the  physician  s ex- 
perience of  providing  support  to  victims  of  di- 
sasters. In  the  one  study  we  could  locate,  medi- 
cal students  were  surveyed  by  investigators 
following  the  death  of  95  football  spectators  at 
the  Hillsborough  football  field.'’  I lowevcr,  we  are 
aware  of  no  other  studies  examining  the  person- 
al experience  of  physicians  in  providing  support 
to  victims  of  disaster.  The  following  study  was 

Direct  corrcspoiulcnce  tt>:  Kanily  A.  Sansone.  MI).  322.^  I-.  31st  Street. 
Suite  201.  lulsa,  OK,  74I0.S. 


undertaken  to  explore  the  experiences  and  emo- 
tional reactions  of  psychiatric  residents  who,  as 
volunteers,  provided  onsite  support  to  victims  of 
the  Oklahoma  City  bombing  in  April  of  1995. 

Method 

Subjects.  Subjects  were  7 residents,  5 males 
and  2 females,  in  the  Department  of  Psychiatry 
at  the  University  of  Oklahoma  College  of  Med- 
icine-Tulsa,  who  voluntarily  provided  onsite 
support  to  victims  of  the  Oklahoma  City  bomb- 
ing. Subjects  ranged  in  age  from  27  to  41  years 
with  a mean  age  of  34  years.  Five  were  married. 
There  was  an  even  distribution  of  respondents  by 
post-graduate  year  of  training  (two  first-year,  two 
second-year,  two  third-year,  one  fourth-year).  Six 
participants  had  no  previous  disaster  exposure  (one 
had  survived  an  earthquake)  and  none  acknowl- 
edged any  previous  disaster  training.  Two  had 
friends  or  relatives  who  were  directly  affected  by 
the  disaster. 

Procedure.  Eight  months  following  the  disaster, 
all  residents  who  provided  support  to  disaster 
victims  were  sent  a questionnaire  which  was 
developed  by  the  authors.  The  questionnaire  be- 
gan by  exploring  demographic  data  then  focused 
on  respondents’  experience  as  a professional  in 
a disaster.  The  initial  four  questions,  which  con- 
tained multiple  items,  were  preceded  by  the  phrase, 
“To  what  degree...."  Response  options  to  these 
questions  were  formatted  in  Likert  style,  rang- 
ing from,  “not  at  all,"  to  “mild  degree,”  “moder- 
ate degree,"  and  “high  degree.”  These  initial 
questions  explored  respondents'  rationales  for 
participating  at  the  di.saster  site,  factors  that  fa- 
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cilitatcd  professional  functioning  at  tlie  site,  ex- 
periences that  were  personally  ditVicult  to  deal  with, 
and  factors  which  in  the  aftermath  were  noted  to 
facilitate  professional  functioning  at  the  site.  Sub- 
jects were  then  asked  about  any  personal  symp- 
toms related  to  the  disaster  experience  and  w heth- 
er  or  not  symptoms  had  persisted  longer  than  one 
month.  The  final  three  questions  were  open-end- 
ed and  explored  ditTicult  personal  aspects  of  the 
experience,  whether  or  not  respondents  would 
participate  in  such  an  experience  in  the  future,  and 
advice  respondents  would  give  to  colleagues  who 
might  engage  in  a future  disaster  experience.  Al- 
though all  eight  residents  responded,  one  question- 
naire could  not  be  included  in  the  data  summary 
because  of  incomplete  infonnation. 

Results 

Items  with  Likert-style  responses  were  analyzed 
as  follows.  “Not  at  all”  was  scored  one;  “mild 
degree”  two;  “moderate  degree”  three;  and  “high 
degree”  four.  Scores  for  each  question  were  then 
summed  and  divided  by  the  number  of  respondents. 

With  regard  to  rationales  for  attending  to  vic- 
tims at  the  disaster  site,  respondents  rated  altru- 
istic factors  as  most  important  (3.9),  followed  by 
the  desire  to  gain  clinical  experience  (3.3),  the 
need  to  feel  personally  effective  by  helping  oth- 
ers (3.0),  and  the  desire  to  obtain  a personal 
emotional  experience  (2.1).  Peer  or  colleague 
influences  or  pressure  were  rated  low  (1.9),  as 
well  as  curiosity  (1.1)  and  outside  pressures  to 
participate  (0.6). 

In  identifying  factors  that  were  helpful  to  re- 
spondents at  the  time  they  were  providing  sup- 
port to  victims,  emotional  support  and  briefing 
by  the  faculty  were  rated  highest  (3.1  for  both). 
Didactic  preparation  for  disaster  intervention  by 
faculty  was  of  moderate  benefit  (2.4).  Previous 
didactic  information  on  disasters  and  previous 
trauma  experience  ( personal  or  professional ) were 
rated  low  ( 1 .6  and  1 .3,  respectively). 

In  disclosing  those  issues  or  dynamics  that  were 
personally  challenging  at  the  time  of  disaster 
intervention,  respondents  most  often  acknowl- 
edged feelings  of  helplessness  (3.3).  The  visual 
impact  of  observed  trauma  (2.9),  unpredictable 
social  and  group  chaos  (2.7),  and  the  regulation 
of  personal  feelings  and  reactions  (2.4)  were  rat- 
ed moderately  important.  Existential  fears  (i.e., 
“this  could  happen  to  me”)  (1.7),  concerns  about 
developing  post-traumatic  stress  disorder  (1.3), 
and  concerns  about  personal  safety  or  legal  lia- 
bility (both  1.0)  were  of  less  concern. 

In  reviewing  in  the  aftermath  those  factors  that 
had  a positive  influence  on  professional  function- 
ing at  the  disaster  site,  clinical  guidance  by  the 


faculty  was  reported  as  most  valuable  (3.3),  fol- 
lowed by  emotional  support  by  fellow  residents 
and  colleagues  (3.0).  Briefing  (pre-event  prepa- 
ration) and  debriefing  (po.st-cvent)  by  the  facul- 
ty were  moderately  important  (2.9  and  2.7,  re- 
spectively), followed  by  the  provision  of  didactic 
information  (2.6),  and  past  personal  and  profes- 
sional experiences  (2. 1 ). 

A majority  of  subjects  reported  symptoms  in 
the  aftermath  of  the  disaster  experience  (n=5). 
Fifteen  of  32  symptoms  were  acknowledged.  Three 
respondents  reported  depressed  mood  following 
the  experience.  Three  reported  distress  to  cues 
that  resembled  the  bombing  event.  Three  tempo- 
rarily avoided  thoughts  and  feelings  associated 
with  the  disaster.  Two  identified  feelings  of  guilt 
associated  w ith  the  experience  and  two  reported 
temporary  dirt'iculty  with  functioning  either  at 
home  or  at  work.  (3ne  respondent  endorsed  eight 
symptom  items  which  was  suggestive  of  a psy- 
chiatric diagnosis. 

Two  respondents  reported  symptoms  that  per- 
sisted for  longer  than  one  month  following  the 
disaster.  Of  these  two,  one  reported  depressed 
mood  as  well  as  avoidance  of  thoughts,  feelings, 
or  conversations  associated  with  the  experience 
and  feelings  of  guilt.  The  other  reported  concen- 
tration dift'iculties  and  a restricted  aft'ect.  In  re- 
viewing the  patterns  of  symptom  endorsement, 
neither  respondent  qualified  for  a diagnosis  of 
clinical  depression  or  post-traumatic  stress  dis- 
order. 

In  describing  their  most  difficult  experiences, 
respondents  most  often  identified  feelings  of 
helplessness  and  chaos  at  the  site  (n=3).  Other 
difficult  experiences  were  painful  recollections 
of  one’s  own  previous  disaster  experience  (n=l ), 
identification  with  the  victim’s  family  at  the  scene 
of  the  disaster  ( n=  1 ),  death  notification  ( n=  1 ),  and 
an  indirect  social  association  with  one  of  the  vic- 
tims (n=l ). 

Despite  the  stress  of  the  disaster,  six  respon- 
dents acknowledged  that  they  would  profession- 
ally participate  in  a disaster  experience  again.  One 
candidly  commented.  “I  don’t  think  1 would  par- 
ticipate again  if  given  the  chance  because  the 
experience  was  too  painful.”  In  regards  to  advice 
to  colleagues  who  might  participate  in  a future 
disaster,  respondents  recommended  frequent 
debriefing,  group  support,  limiting  exposure  and/ 
or  working  hours,  the  acceptance  of  personal  lim- 
itations, and  realistic  goals. 

Discussion 

To  our  knowledge,  this  is  the  first  study  to  ex- 
plore responses  of  psychiatric  residents  to  disas- 
ter intervention.  These  individuals’  voluntary 
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participation  was  strongly  motivated  by  altruis- 
tic factors,  the  desire  to  gain  clinical  experience, 
and  a need  to  experience  personal  effectiveness 
by  helping  others.  These  rationales  might  be  in- 
terpreted as  ideal  motivations  for  many  individ- 
uals in  the  field  of  health  care. 

Among  the  various  factors  seen  as  helpful  to 
respondents  at  the  site,  emotional  support  and 
briefing  by  faculty  were  identified  as  most  use- 
ful. Emotional  support  for  workers  at  the  disas- 
ter site  has  been  confirmed  by  other  investiga- 
tors’ as  well  as  briefing  or  effective  preparation 
of  workers  prior  to  the  disaster.*  '^ 

With  regard  to  issues  personally  difficult  to 
deal  with,  feelings  of  helplessness  ranked  high- 
est, a finding  which  has  also  been  noted  by  oth- 
ers.'-’The  visual  impact  of  trauma  was  also  ranked 
high  by  respondents.  Indeed,  exposure  to  the  gro- 
tesque has  been  noted  as  particularly  stressful  for 
disaster  workers, ' particularly  the  handling  of  dead 
bodies. Ursano  and  McCarroll'^  describe  the 
traumatization  of  disaster  workers  as  multi-sen- 
sorial, through  viewing,  smelling,  and  touching 
dead  bodies. 

Unpredictable  social  or  group  chaos  was  not- 
ed by  respondents  as  another  difficult  factor  at 
the  disaster  site.  Indeed,  role  definition  for  di- 
saster workers,  which  provides  some  level  of  struc- 
ture to  the  disaster  experience,  has  been  stressed 
by  investigators.^'^ 

In  the  aftermath  of  the  disaster  experience, 
emotional  support  as  well  as  briefing  (pre-prep- 
aration) and  debriefing  (post-disaster  interven- 
tion) were  identified  as  most  helpful.  Debriefing 
is  noted  as  a critical  aspect  of  intervention  by  most 
investigators.  The  style  of  debriefing  varies  and 
different  approaches  have  been  described  including 
psychoanalytic,'*’  cognitive,''-^”  and  didactic'’  in- 
tervention, as  well  as  encouraging  participants 
to  express  feelings,  enhance  coping  strategies,  and 
provide  feedback  to  each  other. Some  in- 
vestigators suggest  specific  models  of  debrief- 
ing, such  as  the  Multiple  Stressor  Debriefing 
Model, '‘’Traumatic  Event  Debriefing,^®  and  Crit- 
ical Incident  Stress  Debriefing.^'  These  latter 
approaches  generally  entail  several  stages  of  treat- 
ment and  multiple  types  of  therapeutic  techniques. 
It  is  important  to  note  that  some  rescue  workers 
avoid  debriefing,  when  optional,  because  of  con- 
cerns about  mental-health  stigmatization.*’"' 

Although  the  majority  of  participants  in  this 
study  acknowledged  some  disaster-related  symp- 
toms (n=5),  only  one  subject  reported  sufficient 
symptoms  (a  combination  of  depressive  and  post- 
traumatic  stress  di.sorder  symptoms)  to  suggest  a 
psychiatric  diagnosis.  After  four  weeks,  symp- 
toms decreased  in  all  subjects  and  only  two  re- 


ported continuing  symptoms.  These  findings  are 
consistent  with  those  of  other  investigators  who 
report  short-term  dysphoria  among  rescue  workers 
in  the  aftermath  of  disaster'^  and  a diminution  in 
symptoms  over  time.'^-^^  However,  there  appears 
to  be  a subgroup  of  vulnerable  individuals  who 
are  at  risk  for  developing  sustained  responses 
including  those  with  less  “hardy  personalities,”’-* 
pre-existing  stressors,*  and  recent  losses.*  As  ex- 
pected, the  most  common  psychopathological 
diagnosis  among  rescue  workers  in  the  aftermath 
of  disaster  is  post-traumatic  stress  disorder.’*-’"’ 
The  majority  of  subjects  (six  of  seven)  acknowl- 
edged that  they  would  participate  in  future  di- 
saster support.  This  finding  is  consistent  with  that 
of  Berah,  Jones,  and  Valent,’*  who  reported  that 
despite  considerable  stressors,  a volunteer  men- 
tal health  team  assisting  at  bushfires  in  Australia 
had  greatly  benefited  on  a personal  level  from 
the  experience.  However,  one  respondent  in  this 
study  poignantly  stated,  “I  don’t  think  1 would 
participate  again  if  given  the  chance  because  the. . . 
experience  was  too  painful.” 

The  strengths  of  this  study  include  its  unique 
focus,  the  combination  of  both  Likert-format  and 
open-ended  questions,  and  the  response  rate.  The 
limitation  in  this  study  is  the  use  of  a self-report 
measure,  which  was  thought  to  be  essential  to 
protect  confidentiality  as  subjects  were  being 
studied  by  colleagues. 

In  conclusion,  this  study  explored  psychiatric 
residents’  experience  of  attending  victims  at  a 
disaster  site.  Although  most  respondents  report- 
ed disaster-related  symptoms,  only  one  described 
symptoms  sufficient  to  suggest  a psychiatric  di- 
agnosis. Symptoms  receded  over  one  month  such 
that  no  participant  acknowledged  meaningful 
impairment.  Most  participants  felt  they  would  be 
willing  to  participate  in  future  disaster  experiences 
and  their  recommendations  for  future  disaster 
workers  were  consistent  with  those  of  others.  The 
study  of  the  effects  of  disasters  on  support  work- 
ers is  of  considerable  importance,  particularly  the 
examination  of  those  factors  which  predict  psy- 
chological sequelae.  Although  this  cohort  fared 
well  in  the  aftermath,  they  were  individuals  who 
were  psychologically  oriented  at  the  outset  and 
reasonably  well  prepared  for  the  experience.  Future 
research  with  various  subject  groups  may  help 
us  to  better  understand  the  factors  that  result  in 
psychological  symptoms  or  other  risks  to  disas- 
ter workers.  ji 
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Michael  T.  Valley,  MD 


The  author  describes  his  experience  as  a medical 
missionary  in  Guatemala. 

Guatemala  has  attracted  attention  in  recent 
years  because  of  its  civil  unrest.  An  often 
oppressive  government  continues  to  clash  with 
the  still-prominent  guerrilla  movement.  It  is  said 
that  13  families  control  80%  of  the  country’s 
wealth — a situation  that  fosters  abuse  and  neglect. 
The  guerillas  are  driven  by  Marxist  beliefs,  yet 
they  have  wielded  much  force  with  resulting  de- 
struction of  property  and  lives.  The  neutral  Gua- 
temalans have  been  caught  in  the  middle  for  years. 
Unfortunately,  their  physical  health  has  suffered 
without  access  to  basic  medical  care. 

In  February  1996, 1 had  the  privilege  of  travel- 
ing to  a rural  area  in  Guatemala  and  providing 
medical  care.  1 was  part  of  a larger  group  of  48 
volunteers  who  spent  a week  in  the  small  city  of 
Joyabaj  in  the  state  of  Quiche.  The  group  was  called 
Ayudas  Internationales  (Helps  International). 
Nonmedical  personnel  in  our  group  included  cooks, 
translators,  maintenance  engineers,  and  high  school 
students  as  helpers.  Medical  personnel  included 
nurses,  anesthetists,  a pharmacist,  and  physicians — 
an  entire  cadre  large  enough  to  stalTa  small  hos- 
pital. Physicians  included  an  obstetrician-gynecol- 
ogist, general  surgeon,  internist,  anesthesiologist, 
two  family  practitioners,  two  dentists,  and  two  plastic 
surgeons.  Our  supplies  were  donated  or  purchased 
by  1 lelps  International.  Many  reusable  equipment 

Direct  correspondence  to  Miciiael  I.  Valley.  Ml).  Assistant  Professor. 
Department  ofObstetrics  and  (iynecology.  University  of  Morida  Health 
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supplies  were  brought  by  us  to  be  returned  to  our 
home  institutions. 

Joyabaj  is  about  200  kilometers  northwest  of 
Guatemala  City  yet  requires  6 hours  to  reach  by 
bus  because  of  the  narrow,  winding,  treacherous 
mountain  roads.  The  people  of  Joyabaj  are  a cul-  j 
tural  mix  of  Mayan  Indian  and  Spanish  ancestry.  | 
Most  speak  Spanish,  although  many  only  speak 
the  Indian  dialect  of  Quiche,  unique  to  this  part 
of  Guatemala.  There  are  about  65  unique  Indian 
dialects  in  all  of  Guatemala.  The  language  barri- 
ers are,  in  part,  the  cause  of  suppressed  progress 
for  many  Guatemalans. 

The  hospital  in  which  we  worked  is  one  of  about 
10  facilities  built  in  Guatemala  over  the  last  two 
decades  with  U.S.  humanitarian  aid.  We  learned 
that  a large  portion  of  this  aid  was  not  accounted 
for  in  the  final  tabulation  of  the  total  funds  need- 
ed to  build  the  hospitals — another  illustration  of 
the  corrupt  nature  of  some  Guatemalan  officials. 

It  was  also  disappointing  to  learn  that  there  were 
scant  resources  available  to  continue  medical  care 
in  our  absence;  three  rural  practitioners  used  the 
hospital  but  had  only  basic  skills — no  ancillary 
staff  were  available  to  operate  a lab  or  staff  the 
operating  room. 

1 spent  over  two-thirds  of  my  time  in  the  op- 
erating room.  The  cases  were  similar  to  those  1 
sec  in  the  United  States;  however,  the  concen- 
trated volume  and  acuity  were  greater.  There  was 
no  paucity  of  surgical  problems.  Cases  included 
multiple  patients  with  utero-vaginal  prolapse,  a 
large  I'ibroid  uterus,  a 1 2-pound  ovarian  dermoid 
cyst  and,  on  the  last  night  of  operating,  a Cesar- 
ean delivery  for  a transverse  lie  (the  mother  pre- 
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sentcd  w ith  the  hand  of  her  fetus  presenting  out 
of  the  vagina.)  It  is  likely  that  this  mother  and 
ehild  would  have  suecumbed  to  this  condition  had 
we  not  been  able  to  perform  the  Cesarean,  I can’t 
help  think  that  this  women  presented  on  our  last 
day  because  of  some  greater  power. 

The  plastic  surgeons  performed  many  cleft  lip 
and  palate  procedures,  the  dentists  extracted  many 
irreparable  teeth,  and  the  general  surgeon  repaired 
many  large  femoral  and  inguinal  hernias.  In  all, 
more  than  80  surgical  procedures  were  performed, 
excluding  dental  extractions.  Becau.se  of  the  num- 
ber of  fires  in  households,  many  patients  have  skin 
contractures  secondary  to  burns.  Fires  are  used 
not  only  for  cooking  but  to  create  steam  heat  used 
to  induce  sweat  for  body  cleansing;  no  bathing 
or  showering  facilities  were  usually  available  to 
the  indigenous  people.  Some  contractures  were 
released  and  grafted  by  the  plastic  surgeons. 

Like  many  ambulatory  clinics,  our  group’s 
clinics  were  extremely  busy.  Not  all  patients  could 
be  seen,  yet  there  were  over  1,200  patient  visits 
in  five  and  a half  days.  Hundreds  gathered  each 
day  outside  the  hospital’s  fence  hoping  they  could 
succeed  in  the  lottery  for  numbered  cards — about 
200  numbered  cards  were  distributed  each  day. 
Ha\  ing  a numbered  card  assured  them  that  they 
could  be  triaged  at  least  and  considered  for  care. 


Problems  were  varied  but  not  dissimilar  to  those 
seen  in  the  United  States.  Medicines  were  dis- 
pensed but  follow-up  will  be  almost  nonexistent 
another  disappointment. 

In  all,  the  people  were  grateful  for  our  pres- 
ence. However,  1 left  with  many  questions  and 
concerns.  Without  follow-up  care,  is  much  of  our 
interv  ention — especially  in  the  outpatient  setting — 
really  lacking  long-term  benefit?  Is  the  presence 
of  groups  like  ours  a disincentive  for  the  Guate- 
malan government  to  provide  for  their  own  peo- 
ple? Or  does  our  presence  likewi.se  “di.sable”  the 
local  people  so  that  they  are  less  likely  to  take 
progressive  initiative?  Finally,  might  the  U.S.  be 
more  prudent  in  how  aid  is  administered?  For 
example,  I believe  that  less  money  spent  on  cap- 
ital construction  and  more  money  spent  on  edu- 
cation would  provide  a longer-lasting  benefit.  1 
hope  that  in  the  future  1 will  be  part  of  a prima- 
rily educational  mission — training  Guatemalans 
to  care  for  each  other.  1 believe  that  sharing  my 
know  ledge  could  have  farther-reaching  effects  than 
the  small  amount  of  help  my  services  provided.! 
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PRAMS 


Depression  After  Delivery  Among  Oklahoma  Mothers 


From  the  Maternal  & Child  Flealth  Service,  Oklahoma  State  Department  of  Health 


In  Oklahoma: 

• Two  out  of  three  mothers  report  some 
level  of  depression  after  delivery. 

• Age,  race,  education,  and  marital  sta- 
tus are  not  associated  with  a mother  re- 
porting depression  after  delivery. 

• Depression  appears  to  be  associated 
primarily  with  a mother's  reported  source 
of  income  (a  measure  of  socioeconom- 
ic status)  and  stressful  life  events  (e.g., 
divorce/separation). 

• Mothers  with  an  unwanted  pregnancy 
are  three  times  as  likely  to  report  being 
severely  depressed  after  delivery  as 
mothers  with  an  intended  pregnancy. 

• Mothers  experiencing  a violent  event 
in  the  12  months  prior  to  delivery  are 
3.3  times  as  likely  to  report  severe  de- 
pression after  delivery  as  mothers  not 
experiencing  violence. 


Pregnancy  and  the  postpartum  period  present 
mothers  and  their  families  with  a variety  of 
increased  demands.  Usually,  mothers  cope 
well  with  the  requirementsof  infant  care  and  their 
effects  on  family,  economic,  social,  and  marital 
responsibilities;'  however,  depression  is  exceed- 
ingly common  in  the  first  six  months  following 

Direct  correspondence  to  the  PRAMS  Program.  MC  I)  Planning  and  l‘val- 
nation  Section.  Oklahoma  State  Department  o!' Health,  1(100  N|-  Tenth 
Street.  Oklahoma  City.  OK  731 17-1200 


delivery.  This  depression  may  reflect  a mother’s 
difficulty  in  adjusting  to  the  new  demands.'  It  may 
also  impair  a mother’s  capacity  to  make  these 
adjustments  as  well  as  her  ability  to  make  use  of 
available  resources. 

Three  types  of  depression  after  delivery  have 
been  described;  postpartum  (or  baby)  blues,  post- 
partum depression,  and  postpartum  psychosis. 
Postpartum  blues  refers  to  a brief  depression 
experienced  by  50%  to  80%  of  mothers  in  the 
early  postpartum  period.^  It  represents  a varia- 
tion of  normal  emotional  changes  after  childbirth 
perhaps,  in  part,  resulting  from  fluctuation  in  hor- 
mone levels  after  childbirth.^  Postpartum  depres- 
sion occurs  in  10%  to  15%  of  new  mothers.^ 
Usually  beginning  within  two  weeks  of  delivery, 
it  can  last  up  to  14  months.^  Postpartum  psycho- 
sis is  the  most  severe  manifestation  of  depres- 
sion after  delivery.  Estimates  suggest  that  out  of 
every  1 ,000  deliveries  there  are  one  to  four  cases 
of  postpartum  psychoses.  ’ These  women  experi- 
ence severely  depres.sed  mood  confusion,  hal- 
lucinations, or  delusions.' 

Clinically  significant  depression  after  deliv- 
ery is  a common,  potentially  serious  health  problem 
among  new  mothers,  and  may  result  in  reduced 
ability  of  the  mother  to  attend  to  her  infant’s  needs 
(e.g.,  feeding).'’  It  may  also  pose  long-tcmi  ad- 
verse consequences  to  the  subsequent  cognitive 
and  behavioral  development  of  the  infant.’ 

To  explore  the  patterns  and  prevalence  of  self- 
reported  “depression”  during  the  postpartum 
period  among  Oklahoma  mothers,  this  report 
analyzed  data  from  the  Oklahoma  Pregnancy  Risk 
As.scssment  Monitoring  System  (I’R.AMS). 
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Methods  and  Materials 

In  the  postpartum  period,  mothers  were  asked  the 
following:  "In  the  months  after  your  delivery  would 
you  say  you  were  (1 ) not  depressed  at  all;  (2) 
slightly  depressed;  (3)  moderately  depressed;  (4) 
very  depressed;  or  (5)  very  depressed  and  had  to 
get  help.”  All  mothers  who  answered  the  ques- 
tion were  included  in  the  analysis  except  those 
whose  babies  died  or  were  in  an  intensive  care 
unit  or  premature  nursery  after  delivery.  The  factors 
inlluencing  these  mothers’  emotional  state  after 
delivery  are  dift'erent  from  those  with  a live,  healthy 
infant. 

This  analysis  examined  factors  associated  with 
reporting  any  level  of  depression  and  those  asso- 
ciated specifically  with  experiencing  severe  de- 
pression. Any  /rnr/ of  depression  included  “slight- 
ly,” “moderately,”  and  “very”  depressed  as  well 
as  “very  depressed  and  had  to  get  help”  (i.e.,  all 
mothers  who  reported  some  depression).  Severe 
depression  was  defined  as  a self-report  of  “very 
depressed”  or  “very  depressed  and  had  to  get 
help.”  Prevalence  percentages  and  standard  er- 
rors for  no  depression  (none),  any  level  of  de- 
pression, and  severe  depression  were  calculated 
for  a variety  of  characteristics  including  socio- 
demographic, behavioral,  and  lifestyle.  Chi- 
square  tests  were  performed  to  identify  factors 
associated  with  any  level  of  depression  and  with 
severe  depression.  In  both  cases,  women  with  no 
depression  were  used  as  the  comparison  group. 
P-values  were  calculated  for  each  of  the  tests;  a 
value  less  than  0.05  was  considered  statistically 
significant. 

Counseling  about  postpartum  depression  from 
health  care  providers  during  the  prenatal  and  the 
immediate  postpartum  periods  is  an  important 
component  of  the  assessment  and  intervention  for 


PRAMS  is  a population-based  survey  of  Okla- 
homa mothers  with  a recent  delivery.  Analy- 
sis weights  are  applied  to  adjust  for  selection 
probability  and  non-response.  A stratified  sys- 
tematic sampling  approach  is  used  to  select 
approximately  200  new  mothers  each  month 
from  the  state's  live  birth  registry.  Up  to  three 
mailed  questionnaires  are  used  to  solicit  a 
response.  Telephone  interviews  are  attempt- 
ed for  non-respondents.  Data  for  this  report 
reflect  live  births  occurring  between  April  1 990 
and  March  1 994.  The  response  rate  was  70%. 
The  analysis  includes  information  collected 
from  4,490  mothers  who  responded  to  the 
question  related  to  depression  after  delivery. 
All  data  represent  state  estimates. 


Figure  1.  Percent  of 
Oklahoma  Mothers 
Experiencing 
Depression  Postpartum 


Tablet.  General  Characteristics 
Mothers  Experiencing  Any  Level  of  Depression  After  Delivery 


Characteristic 

None' 
% [sel 

Any  LeveP 
% [se] 

value 

Age 

< 20  years 

31.6  [2.9] 

68.4  [2.9] 

.29 

20-24  years 

31.0[1.8] 

69.0  [1.8] 

25-29  years 

32.8  [1.8] 

672  [1.8] 

30-34  years 

37.3  [2.4] 

62.7  [2.4] 

35+  years 

34.6  [3.8] 

65.4  [3.8] 

Education^ 

< 1 2 years 

28.2  [3.0] 

61.8  [3.0] 

.09 

12  + years 

33.7[1.1] 

66.3  [1.1] 

Race 

White 

32.2  [1.1] 

67.8  [1,1] 

.18 

African  American 

42.0  [4.4] 

58.0  [4.4] 

Native  American 

32.9  [3.5] 

67,1  [3.5] 

Marital  Status’ 

Married 

33.9  [1.2] 

66.1  [1.2] 

.06 

Unmarried 

31.0  [1.9] 

69.0  [1.9] 

Income  Source 

Job/Business 

35.9  [1.2] 

64.1  [1.2] 

<.001 

Welfare 

25.1  [2.1] 

74.9  [2.1] 

Medicaid  Funding’ 

Yes 

29.3  [1.7] 

60.7  [1.7] 

.01 

No 

35.2  [1.3] 

64.8  [1.3] 

Intention  of  Pregnancy 

Intended 

36.4  [1.4] 

63.6  [1,4] 

.01 

Mistimed 

30.9  [1.9] 

59.1  [1.9] 

Unwanted 

28.3  [3.0] 

71.7  [3.0] 

Time  During  Pregnancy 

Happy 

36.7  [1.3] 

63.3  [1.3] 

<.001 

Moderately  Difficult 

25.3  [2.5] 

74,7  [2.5] 

Difficult 

21.5  [2.6] 

78.5  [2.6] 

Divorce/  Separation^ 

Yes 

24.9  [2.4] 

75.1  [2.4] 

<.001 

No 

35.0  [1.1] 

65.0  [1.1] 

1.  Mothers  reporting  "Not  depressed  otoll" 

2.  Mothers  reporting  "slightly/  "moderotlely/  or  "very"  depressed  os  M^ell  os  "very  depressed  ond  hod  to  get  some  help" 

3.  P-volue  from  chi-square  test  for  association  between  no  depression  and  any  level  (some)  depression 

4.  Excludes  mother  < age  16 

5.  At  Delivery 

6.  For  either  PNC  or  Delivery 

7.  Divorced  or  separated  in  the  12  months  prior  to  delivery 
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depression  after  delivery.  In  order  to  examine  this 
issue,  mothers  were  asked,  “Did  a doctor,  nurse, 
or  other  health  care  provider  discuss  postpartum 
depression  (baby  blues)  with  you?”  Answer  op- 
tions included:  “No”;  “Yes,  during  pregnancy”;  and 
“Yes,  after  pregnancy.”  Counseling  among  wom- 
en experiencing  depression  after  delivery  was  ex- 
amined using  prevalence  percentages. 

Although  the  prams  data  are  some  of  the  only 
population-based  data  on  the  prevalence  of  de- 
pression after  delivery,  they  are  not  without  lim- 
itations: ( 1 ) only  self-reported  experience  of  de- 
pression is  used;  there  is  no  information  on  duration 
of  depression  or  other  symptoms  of  depression 
(e.g.,  crying,  mood  swings,  history  of  depression, 
family  history)  which  would  assist  in  refining  the 
analysis;  (2)  the  survey  is  sent  to  mothers  three 
to  six  months  after  delivery;  it  may  be  difficult 
for  mothers  to  remember  how  they  were  feeling 
(recall  bias);  (3)  mothers  may  be  reluctant  to  re- 
port their  feelings  of  depression  given  various 
cultural  expectations  surrounding  motherhood 
(e.g.,  it  is  expected  to  be  a joyful  time);  and  (4) 
each  mother  will  have  a different  definition/ex- 
perience of  depression. 

Mothers  Reporting  Any  Level  of 
Depression  After  Delivery 

Some  form  (any  level)  of  depression  in  the  post- 
partum period  was  reported  by  the  majority  of 
mothers  (67.0%).  Specifically,  41.5%  of  moth- 
ers reported  being  slightly  depressed,  1 6.8%  re- 
ported being  moderately  depressed,  7.4%  reported 
being  very  depressed,  and  1 .3%  reported  being 
very  depressed  and  had  to  get  help  (Fig.  1 ).  These 
last  two  categories  combined  represent  8.7%  of 
women  reporting  severe  depression. 

Age,  education,  race,  and  marital  status  were  not 
significantly  associated  ( p-value  >.05 ) with  report- 
ing of  depression  after  delivery  (mothers  who  re- 
ported being  “slightly,”  “moderately,”  and  “very” 


Figure  2.  Percent  of 
Mothers  Experiencing 
Depression  Who  Were 
CounselecJ  About 
Postpartum  Depression 
Depression  by  Location 
of  Prenatal  Care 


depressed  as  well  as  “very  depressed  and  had  to  get 
help”)  (Table  1 ).  A mother’s  economic  status,  how- 
ever, was  significantly  associated  (p-value  <.05 ) with 
reporting  any  level  of  depression  after  delivery. 

Compared  to  women  who  report  income 
from  a job  or  business,  women  receiving  pub- 
lic assistance  were  more  likely  to  report  any 
level  of  depression  (74.9%  vs  64. 1%).  Wom- 
en using  Medicaid  to  pay  for  pregnancy-re- 
lated services  were  also  more  likely  (64.8% 
vs  60.7%)  to  report  any  level  of  postpartum 
depression  than  women  not  receiving  Medic- 
aid (Table  1 ). 

Many  behaviors  and  life  events  occurring 
before,  during,  and  after  pregnancy  were  signif- 
icantly associated  with  reporting  any  level  of 
depression  after  delivery.  An  unwanted  pregnancy, 
having  a “very  difficult”  time  during  pregnancy, 
and  divorce  or  separation  during  the  12  months 
prior  to  their  delivery  increased  the  risk  for  re- 
porting any  level  of  depression  in  the  postpar- 
tum period  (Table  1 ). 

Mothers  Reporting  Severe  Depression 
After  Delivery 

Almost  all  sociodemographic  variables,  with  ex- 
ception of  race,  were  significantly  associated  with 
severe  depression  (mothers  reporting  being  “very 
depressed”  or  “very  depressed  and  had  to  get  help”) 
(Table  2).  Self-reported  severe  depression  after 
delivery  was  higher  among  younger  mothers, 
mothers  with  less  than  1 2 years  of  education,  and 
unmarried  mothers.  Severe  depression  was  also 
associated  with  economic  indicators.  It  was  re- 
ported more  than  twice  as  often  ( 1 4.3%  vs  6.9%) 
among  mothers  receiving  public  assistance  com- 
pared to  mothers  with  income  from  a job  or  busi- 
ness. Similar  differences  occurred  with  respect 
to  Medicaid  status;  mothers  whose  prenatal  care 
or  delivery  was  paid  by  Medicaid  were  almost 
twice  as  likely  to  report  severe  depression  as 
mothers  who  did  not  receive  Medicaid  (1 1.9% 
vs.  6.7%). 

Similar  to  any  level  of  depression,  a mother's 
behaviors  and  life  experiences  were  also  associ- 
ated with  her  reporting  severe  depression.  Moth- 
ers with  an  unwanted  pregnancy  were  three  times 
as  likely  to  report  severe  depression  as  mothers 
whose  pregnancies  were  intended  (17.8%  vs. 
5.9%)  (Table  2). 

Divorcc/separation,  violence,  and  a mother  s 
mood  during  pregnancy  were  all  associated  u ith 
reporting.se\r/(' depression  aher delivery.  Mothers 
experiencing  physical  violence  in  the  12  months 
prior  to  delivery  were  3.2  times  as  likely  to  re- 
port depression  as  mothers  who  did  not 

experience  physical  violence  (data  not  shown). 
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Mothers  who  were  divorccd/separated  in  tlie  12 
months  prior  to  delivery  were  2. 1 times  as  likely 
to  report  severe  depression  as  mothers  not  expe- 
rieneing  these  events.  The  most  eommonly  eited 
stress  and  support  variables  associated  with  de- 
pression after  delivery  include  high  levels  of  marital 
conflict/dissatisfaction  and  an  increased  number 
of  stressful  life  events  during  pregnancy.’  In  ad- 
dition, mothers  who  reported  their  pregnancy  as 
being  a “very  ditTicult  time”  were  six  times  as 
likely  to  report  severe  depression  as  mothers  for 
whom  pregnancy  was  a “happy  time.”  A moth- 
er's mood  during  pregnancy  has  been  consistently 
show  n to  predict  her  experience  of  depression  after 
delivery.' 

Counseling  About  Postpartum 
Depression 

Given  the  high  rate  of  depression  after  delivery, 
it  is  important  to  assess  the  prevalence  of  coun- 
seling by  health  care  providers  on  postpartum 
depression.  Among  mothers  reporting  any  level 
of  depression  after  delivery,  45. 1 % were  not  coun- 
seled by  a doctor,  nurse,  or  other  health  care  worker 
about  postpartum  depression  during  or  after  preg- 
nancy. Among  those  reporting  severe  depression, 
49.9%  were  not  counseled  (data  not  shown). 

Women  experiencing  any  level  and  severe 
depression  were  e.xamined  by  the  location  of  their 
prenatal  care  to  identity  any  differences  that  might 
exist  regarding  postpartum  depression  counsel- 
ing among  prenatal  health  care  providers 
{Fig.  2).  Among  mothers  experiencing  any  level 
of  depression,  no  major  differences  existed  in  per- 
cent of  mothers  receiving  counseling  among  pri- 
vate doctors/HMOs,  the  health  department,  and  the 
Indian  Health  Service  (IHS).  Those  receiving  care 
from  an  “Other”  type  of  provider,  primarily  a 
midwife,  were  the  most  likely  to  get  counseled 
on  postpartum  depression. 

Mothers  experiencing  severe  depression  were 
less  likely  than  those  with  any  level  of  depression 
to  receive  counseling  in  almost  every  prenatal  care 
setting,  with  the  exception  of  the  hospital  clinics. 
Those  who  received  care  from  a private  doctor  or 
HMO  were  the  least  likely  to  get  counseling  on 
postpartum  depression  (43.8%)  while  those  attend- 
ing hospital  clinics  were  the  most  likely  to  receive 
it.  Overall,  mothers  at  greatest  risk,  those  report- 
ing severe  depression  after  delivery,  do  not  receive 
counseling  on  this  type  of  depression  as  often  as 
women  reporting  any  level  of  depression. 

Conclusions 

The  majority  of  mothers,  67%,  report  some  level 
of  depression  after  delivery.  Among  the  various 
subgroups  examined  (e.g.,  race,  income  source). 


no  fewer  than  58%  reported  experiencing  any  lev- 
el of  depression.  Reporting  any  level  of  or  severe 
depression  was  associated  primarily  with  a moth- 
er’s source  of  income  and  occurrence  of  stressful 
life  events  in  the  prenatal  period  including  behav- 
iors, events,  and  personal  relationships.  Severe 
depression  was  also  associated  with  sociodemo- 
graphic factors  such  as  age,  education,  and  mari- 
tal status.  These  associations  may  indicate  an  in- 
creased risk  for  depression  in  the  postpartum  period 
among  new  mothers.  As  such,  they  may  be  used 
by  health  care  providers  to  assist  in  assessing  their 
clients  for  depression  after  delivery. 


Table  2.  General  Characteristics 
Mothers  Experiencing  Severe  Depression  After  Delivery 


Characteristic 

None’ 
% [se] 

Severe^ 
% [se] 

P’ 

value 

Age 

< 20  years 

31.6[2.9) 

10.9  [2.0] 

<.001 

20-24  years 

31.0  [1.8] 

10.5  [1.3] 

25-29  years 

32.8  [1.8] 

8.9  [1.2] 

30-34  years 

37.3  [2.4] 

4.5  [1.0] 

35+  years 

34.6  [3.8] 

6.1  [1.8] 

Education^ 

< 12  years 

28.2  [3.0] 

14.2  [2.4] 

.003 

12  + years 

33.7  [-1.1] 

7.2  [0.6] 

Race 

White 

32.2  [1.1] 

8.4  [0.7] 

.48 

African  American 

42.0  [4.4] 

11.5  [3.0] 

Native  American 

32.9  [3.5] 

8.3  [2.2] 

Marital  Status’ 

Married 

33.9  [1.2] 

7.0  [0.7] 

.001 

Unmarried 

25.1  [2.1] 

11.7[1.3] 

Income  Source 

job/Business 

35.9  [1.2] 

6.9  [0.7] 

<.001 

Welfare 

31.0  [1.9] 

14.3  [1.7] 

Medicaid  Funding’ 

Yes 

29.3  [1.7] 

11.9  [0.7] 

<.001 

No 

35.2  [1.3] 

6.7  [1.7] 

Intention  of  Pregnancy 

Intended 

36.4  [1.4] 

5.9  [0.7] 

<.001 

Mistimed 

30.9  [1.9] 

9.3  [1.2] 

Unwanted 

28.3  [3.0] 

17.8  [2.7] 

Time  During  Pregnancy 

Happy 

36.7  [1.3] 

4.5  [0.6] 

<.001 

Moderately  Difficult 

30.9  [1.9] 

11.9  [1.9] 

Difficult 

28.3  [3.0] 

271  [2.9] 

Divorce/  Separation^ 

Yes 

24.9  [2.4] 

17.3  [2.1] 

<001 

No 

35.0  [1.1] 

6.8  [0.6] 

1 . Mothers  reporting  "Not  depressed  at  all" 

2.  Mothers  reporting  "slightly,"  "moderotlely,"  or  "very"  depressed  os  well  as  "very  depressed  ond  hod  to  get  some  help" 

3.  P-volue  from  chi-squore  test  for  associotion  between  no  depression  and  any  level  (some)  depression 

4.  Excludes  mother  < age  18 

5.  At  Delivery 

6.  For  either  PNC  or  Delivery 

7.  Divorced  or  separated  in  the  12  months  prior  to  delivery 
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Depression  After  Delivery 


Although  neither  socio- 
economic indicators  nor  so- 
cial class  have  previously  been 
found  to  be  associated  with 
depression  after  delivery,^ 
there  is  strong  evidence  for  an 
association  between  depres- 
sion and  stress,  including  so- 
cial support  and  relationship/ 
marital  difficulties.^  It  is  likely 
that  the  sociodemographic  and 
income  variables  associated 
with  depression  after  delivery 
in  this  analysis  are  strongly 
interrelated  with  the  various 
stress  factors  (e.g.,  divorce/ 
separation)  that  were  also 
associated  with  depression.  Additional  analyses 
are  needed  to  further  explore  the  interrelation- 
ship among  sociodemographic  characteristics, 
economic  status,  stress,  and  depression  after  de- 
livery among  Oklahoma  mothers. 

The  prevalence  and  potential  consequences  of 
depression  after  delivery  indicate  a need  for  in- 
creased awareness  of  the  risk  factors  for  and  the 
impact  of  depression  after  delivery  among  health 
care  providers.  Providers  of  prenatal  and  post- 
partum care,  including  pediatric  care,  need  to  be 
able  to  identify,  counsel,  and  provide  appropri- 
ate intervention  for  mothers  experiencing  depres- 
sion after  delivery. 

Recommendations 

Primary  health  care  professionals  providing  pre- 
natal, postpartum,  and  pediatric  care  need  to  be 
aware  of  the  prevalence  and  characteristics  asso- 
ciated with  depression  after  delivery  among 
mothers  in  Oklahoma.  To  date,  this  information 
has  not  been  available  as  it  relates  specifically  to 
Oklahoma.  Familiarity  with  the  potential  symp- 
toms of  depression  is  important,  particularly  as 
they  may  be  masked  by  multiple  physical  com- 
plaints^ or  reports  of  anxiety'’  in  both  the  pre- 
natal and  postpartum  periods. 

Currently  existing  screening  tools  such  as  the 
Edinburgh  Postnatal  Depression  Seale^  or  the  fieek 
Depression  Inventory  may  assist  in  the  identifi- 
cation of  depression  after  delivery.  Providers  may 
also  want  to  strengthen  their  assessment  efforts 
during  both  the  prenatal  and  postnatal  follow-up 
periods,  including  pediatric  visits,  to  assist  in  the 


Symptoms  of  Depression 

1.  Crying 

2.  Mood  swings 

3.  Recurring  thoughts  of  death 

4.  Increase/decrease  in  appetite 

5.  Increase/decrease  in  sleep 

6.  Increase/decrease  in  weight 

7.  Guilt 

8.  Anxiety 

9.  Agitation 

10.  Loss  of  libido  (sex  drive) 

1 1 . Feeling  "weighted  down"  or 
fatigue 

12.  Difficulty  thinking 


identification  of  those  mothers  experiencing  de- 
pression in  the  postpartum  period. 

Pregnant  mothers  at  high  risk  for  severe  de- 
pression after  delivery  should,  along  with  their 
families,  receive  additional  information  about  the 
symptoms  of  depression.  It  is  important  to  edu- 
cate mothers  about  the  symptoms  of  depression 
so  they  can  identify  it  and  seek  assistance/sup- 
port for  treatment. 

Once  depression  has  been  identified  after  de- 
livery, the  mother  and  her  support  system  need 
to  receive  further  education  about  depression  and 
the  different  treatment  or  intervention  options  i 
available.  Primary  health  care  providers  should  I 
be  aware  of  the  recommended  treatment  and  in- 
tervention options  for  depression  after  delivery 
as  well  as  additional  referral  resources  (e.g.,  com-  i 
munity  or  non-profit  organizations)  for  those 
mothers  who  require  or  request  it. 

Changes  in  the  health  care  delivery  system  may  ; 
expand  the  role  of  the  primary  provider  includ- 
ing an  increased  role  in  the  identification,  coun- 
seling, and  possible  interventions  for  mothers 
experiencing  depression  after  delivery.  Current-  ' 
ly,  some  managed  care  organizations  are  identi- 
fying their  populations  at  risk  of  depression  after 
delivery  and  attempting  to  prevent  it  through  in- 
tervention strategies  during  pregnancy  and  the 
early  months  after  delivery.  In  addition  to  these 
efforts,  it  is  important  that  the  ability  to  make 
appropriate  and  necessary  refemals  to  mental  health 
professionals  be  ensured.  J 
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News 


Report  of  the  President  to  the  OSMA  House  of  Delegates 


By  Dr.  Larry  L.  Long 
April  26,  1996 

This  past  year  has  been  one  of  mixed 
emotions.  It  is  with  great  sadness 
that  we  see  the  departure  of  loyal 
and  dedicated  em- 
ployees who  col- 
lectively have  liter- 
al ly  decades  of 
expertise  and  ex- 
perience. Howev- 
er, this  sadness  has 
been  countered  by 
a great  feeling  of 
satisfaction  in  see- 
ing our  association 
grow,  not  only  in 
membership  and 
financial  security,  but  also  in  stature  and 
prestige  across  the  country.  On  a national 
basis  our  association  does  enjoy  great 
posture  and  stature.  Ad\  ice  and  coun- 
sel has  been  sought  on  a continuing  basis 
from  your  leadership  by  other  associa- 
tions from  around  the  country.  Matters 
such  as  our  PLICO  liability  insurance 
company,  our  formation  of  PROklaho- 
ma  Care,  and  a questionnaire  as  to  how 
we  conduct  our  House  of  Delegates  are 
examples  of  topics  about  which  your 
leadership  has  been  contacted.  Your  as- 
sociation has  been  in  the  forefront  in  such 
issues  as  managed  care,  health  care  re- 
form, telemedicine,  and  aggressive  re- 
sponses to  the  proposals  with  regard  to 
cash  versus  accrual  basis  accounting. 

On  a local  level,  your  association 
continues  to  be  a positive  and  strong 
influence  in  matters  that  are  addressed 
on  state  and  local  issues.  Despite  a dis- 


ruption in  our  lobbying  efforts  during 
the  current  session,  our  efforts  to  influ- 
ence the  flow  of  legislation  continues  to 
be  positive.  This  has  been  accomplished 
through  the  hard  work  and  persistent 
efforts  of  Dr.  Ed  Brandt,  chairman  of  the 
Council  on  State  Legislation  and  Regu- 
lation. Our  board  and  the  association 
owes  Dr.  Brandt  a debt  of  gratitude  for 
his  vigilant  performance  on  our  behalf 
We  must  commend  Mr.  Bickham  for 
his  persistent  and  long-term  efforts  to 
secure  an  e.xemption  for 
PLICO  from  the  National 
Association  of  Insur- 
ance Commissioners 
capital  requirements. 

His  dogged  detemiina- 
tion  in  dealing  with 
John  Crawford,  the  in- 
surance commissioner, 
has  borne  fruit  with  a 
letter  of  exemption 
from  the  commission- 
er. The  move  will  save 
Oklahoma  physicians 
countless  millions  of 
dollars  in  the  future.  To 
David  we  say  sincere- 
ly, “Thank  you.” 

I think  it  is  important  to  call  atten- 
tion to  the  continued  strength  and  growth 
of  our  relationship  between  the  associ- 
ation and  the  Oklahoma  Congressional 
delegation.  They  have  been  pretty  much 
with  the  OSMA  all  the  way  down  the  line. 
Few  associations  have  as  effective  a fed- 
eral program  as  the  Oklahoma  State 
Medical  Association.  Certainly  much  of 
the  credit  for  the  success  goes  to  Dr. 
Boatsman,  who  chairs  the  Council  on 


Legislative  Affairs,  and  to  our  lobbyist, 
Mr.  John  Montgomery  in  Washington 
DC. 

Other  items  of  note  in  the  current 
legislative  session  would  include  a very 
strong  “drive-through  delivery”  bill 
which  Dr.  Mary  Anne  McCaffree  and  the 
Oklahoma  State  Medical  Association 
Perinatal  Task  Force  helped  write,  which 
has  been  passed.  A bill  that  would  re- 
quire out-of-state  physicians  who  prac- 
tice telemedicine  in  Oklahoma  to  have 
an  Oklahoma  medical 
license  will  become 
law  with  an  amend- 
ment requiring  that  any 
litigation  involving  an 
Oklahoma  patient  and 
a non-Oklahoma  “tele- 
physician” must  be  ad- 
judicated in  an  Okla- 
homa court.  We  think 
this  is  extremely  im- 
portant for  us  to  main- 
tain local  control  over 
the  practice  of  medi- 
cine in  our  state. 

While  it  is  no  long- 
er a part  of  the  Okla- 
homa State  Medical  Association,  I am  ex- 
tremely proud  of  PROklahoma  Care  and 
the  Oklahoma  Physician  Network.  They 
have  certainly  become  a reality  within 
this  past  year.  Both  organizations  are  on 
the  verge  of  becoming  highly  success- 
ful. We  must  remember  that  we  owe  a 
great  vote  of  thanks  to  Dr.  Lance  Miller 
and  Dr.  Jay  Gregory  for  their  tenacity  and 
perseverance  in  the  development  of  these 
companies.  These  companies  are  the 

(continued  on  next  page) 
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Report  of  the  President-Elect  to  the  OSMA  House  of  Delegates 


By  Dr.  David  L.  Harper 
April  28,  1996 

Last  night  in  a brief  address  at  the 
banquet,  I asked  for  your  assistance 
and  cooperation  in  helping  bring  the 
OSMA  together  in  1996  and  move  for- 
ward in  a stronger  and  more  unified  or- 
ganization. 

1 will  be  asking  you  to  set  aside  some 
time — time  none  of  us  has  in  abun- 
dance— to  give  something  back  to  our 
profession  by  participating  in  our  orga- 
nization in  any  way  you  can — serve  on 
committees,  attend  meetings  and  give 
your  opinions,  and  talk  with  your  sena- 
tor or  representative  about  legislation 
affecting  patients  and  the  practice  of 
medicine.  Volunteer  to  serve. 

We  must  work  together  to  be  success- 


ful. We  have  certainly  had  our  internal 
problems  and  struggles  these  past  few 
years.  Although 
seemingly  bad  at 
times,  these  also 
can  be  construed  as 
growing  pains 
which  every  orga- 
nization of  our  size 
will  experience. 

We  must  strive  to 
put  these  behind  us 
and  move  on. 

We  will  always 
have  our  differenc- 
es— different  specialties,  different  prac- 
tice locations,  different  hospitals,  differ- 
ent insurance  programs  in  which  we 
participate  and  more. 

But  we  have  great  similarities.  We 
have  all  experienced  the  “slings  and 


Report  of  the  President  (eonfinued) 


envy  of  physicians  in  other  states.  This 
is  reflected  in  the  fact  that  we  have  been 
contacted  by  a number  of  states  to  share 
our  expertise  in  this  matter. 

We  must  not  forget  the  charity  and 
good  works  of  all  physicians,  nurses,  and 
other  allied  health  care  professionals  who 
performed  so  efficiently,  so  magnificent- 
ly, and  so  heroically  after  the  Murrah 
Building  bombing  in  April  of  1995.  In 
recognition  of  this  effort,  the  American 
Medical  Association  will  present  its 
Award  of  Valor  to  the  physicians  of  the 
Oklahoma  County  Medical  Society  for 
their  work  in  this  tragedy.  This  award 


will  be  given  at  the  annual  meeting  in 
June  in  Chicago. 

On  a positive  and  very  exciting  note 
it  is  significant  to  see  the  Oklahoma  State 
Medical  Association  prepare  for  com- 
munications in  the  next  century  by  en- 
tering the  world  of  the  Internet.  You  will 
be  introduced  to  the  association’s  Web 
site,  OSMA  Online,  during  this  meeting. 
I think  you  will  be  impressed  with  the 
initial  efforts  that  have  been  made  to  bring 
the  association  onto  the  communications 
highway  of  the  next  millennium. 

While  we  don’t  have  true  teleconfer- 
encing yet,  many  of  the  councils  and 


arrows”  of  medical  school  and  residen- 
cy. We’ve  all  struggled  with  difficult 
diagnoses.  We  have  all  suffered  with 
patients  and  their  families.  We  are  all 
physicians.  Let  us  remember  this  and 
recognize  each  other  with  respect. 

It  is  time  for  the  OSMA  to  move 
ahead — to  stop  the  internal  strife,  heal 
the  wounds,  and  get  on  with  business  of 
representing  the  physicians  of  Oklaho- 
ma and  doing  our  best  to  ensure  the  high- 
est quality  of  health  care  for  our  patients. 
This  is  the  reason  for  our  being  as  an 
organization.  We  are  all  the  OSMA.  Only 
together  can  we  make  this  a successful 
year.  I need  your  help.  Let’s  go  forward 
together  as  a unified  organization  and 
we  will  be  successful.  j I 


committees  use  telephone  conference  j 
calls  to  conduct  business.  This  has 
worked  rather  well,  and  again  has  allowed 
more  physicians  to  participate  in  busi-  ] 
ness  of  the  association. 

In  closing,  Mr.  Chainnan,  1 would  like 
to  share  my  great  hope  for  the  future  of 
this  association.  It  is  strong;  it  is  vital; 
is  it  vibrant.  It  has  a substantial  list  of 
upcoming  leaders  who  are  dedicated, 
knowledgeable,  and  creative  in  ways  to 
make  this  association  even  better.  1 wish 
this  association  and  its  new  leadership 
well.  Thank  you.  j 
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Health  Department 

New  findings  about  Oklahoma's  first  grade  children  include  access  to  care 


Poverty  Level  Among  Oklahoma  1st  Graders 

Percent  of  the  Federal  Poverty  Level  (FPL) 

50-99%  FPL 

20.6 

A,  PPi 

100-184%  FPL  1 
27  4 :t 

36  4 

MCH  PftF.  1995  F»f»t  Grade  Survey  Results 
OWohomo  State  Oeportmer^t  of  Health 

Uninsured  Oklahoma  First  Graders 
by  Federal  Poverty  Level  (FPL) 


Poverty  Level 

MCH-P&E,  1995  first  Grade  Survey  Results 
Okiahomo  Stofe  Deportmer^t  of  Heoltb 


One  in  four  first  grade  children  in 
Oklahoma’s  public  schools  does  not 
have  any  health  insurance  to  help  cover 
costs  medical  attention  should  be  re- 
quired. This  finding  and 
others  comes  from  of  a 
survey  of  the  parents  of 
first  grade  children  tak- 
en in  the  spring  of  1 995. 

The  survey  sampled 
children  from  across  the  state  and  cov- 
ered issues  about  health  care  access, 
health  status,  and  exposure  to  risks  com- 
mon to  young  children. 

Conventional  data  for  children  are 
generally  limited  to  deaths,  injuries,  and 
notifiable  diseases.  Although  national 
data  are  collected  on  other  important 
issues,  the  information  cannot  be  used 
reliably  to  describe  characteristics  of 
Oklahoma’s  children.  For  that  reason,  a 
confidential  survey  was  initiated  to  learn 
more  about  the  needs  of  Oklahoma’s 
younger  population.  At  the  conclusion 
of  the  study,  74%  of  the  surveys  had  been 
returned. 

The  findings  about  health  insurance 
for  the  young  are  not  encouraging.  Twen- 
ty-six percent  of  first  graders  did  not  have 
any  health  insurance  nor  were  they  cov- 
ered by  a government  program.  Not 
surprisingly,  the  most  common  reason 
for  lack  of  coverage  was  that  it  was  too 
expensive  (67%)  and  the  second  most 
common  reason  was  the  child  did  not 
qualify  for  Medicaid  (25%).  Of  those  not 
having  health  insurance,  78%  of  the 
parents  would  have  to  pay  cash  if  their 
child  needed  health  care.  Of  the  parents 
whose  children  had  public  or  private 
health  insurance,  30%  indicated  that  their 
most  common  form  of  payment  for  health 
care  was  cash.  Among  children  without 
health  insurance,  52%  were  living  above 
the  Federal  Poverty  Level,  and  1 5%  were 
living  below  50%  of  the  Federal  Pover- 
ty Level  ( often  defined  as  “extreme  pov- 
erty”). The  1995  Federal  Poverty  Level 
for  a family  of  four  stipulated  an  annual 
family  income  of  less  than  $15,150. 

The  high  rate  of  uninsured  children 
raises  concern  about  the  trend  in  health 
insurance  coverage.  The  public  and  pri- 


vate insurance  plans  which 
cover  the  costs  of  health  care 
continue  to  undergo  significant 
changes.  Added  to  that  are  the 
changes  by  employers  to  reduce 
the  high  costs  of  health  insur- 
ance. Many  working  adults  now 
are  working  on  contract  or  part 
time;  as  a result,  they  and  their 
children  are  no  longer  covered 
by  a company-sponsored  health 
insurance  plan.  Much  of  the  ef- 
fect of  these  changes  has  not 
yet  been  observed. 


Other  facts  about  the  state’s 
first  graders: 


• 84%  of  the  children  had 
“good”  or  “excellent”  health 
as  reported  by  the  parents. 

• 11%  had  been  diagnosed 
with  poor  eye  sight. 

• 39%  had  experienced  some 
type  of  tooth  decay  or  cavi- 
ty- 

• 45%  needed  a doctor  as  a 
result  of  a fall  in  the  last  year. 

• 25%  required  a doctor  for  a 
cut  (laceration)  in  the  last  year. 

• 49%  watched  two  or  more  hours  of 
TV  per  day  (not  including  video 
games). 

• 25%  spent  less  than  one  hour  per  day 
in  physical  activity. 

• Only  55%  always  wore  a seat  belt  when 
in  a motor  vehicle. 

• Only  1 3%  always  wore  a helmet  when 
riding  a bicycle. 

• 57%  never  wore  a helmet  when  skate- 
boarding. 

• 49%  were  exposed  to  at  least  one  hour 
of  cigarette  smoke  per  day. 

For  more  information,  please  contact 
Pamela  Rollins,  RN,  ARNP,  Director, 
Pediatrics  Division,  Oklahoma  State 
Department  of  Health  at  405-27 1 -447 1 , 
or  Dick  Lorenz,  Director,  Maternal  and 
Child  Health  Planning  and  Evaluation 
Section,  Oklahoma  State  Department  of 
Health  at  405-271-6761.  a 


Capsules 


■ Publication  of  the  OSMA  Week  in 
Review,  a weekly  update  from  Execu- 
tive Director  Mike  Sulzycki,  has  been 
suspended  for  the  summer. 

■ St.  Anthony  Hospital  in  Oklahoma 
City  is  offering  free  information  sessions 
to  residents  of  assisted  living  centers  in 
the  metropolitan  area.  Presenters  are 
James  E.  Saunders,  MD,  of  the  hospi- 
tal’s Hearing  and  Balance  Center,  and 
Meredith  Cook,  PT.  Both  specialize  in 
the  diagnosis  and  care  of  patients  with 
dizziness  and  balance  disorders.  The 
sessions  feature  a slide  presentation, 
physical  therapy  tips,  and  handouts.  To 
schedule  a session,  or  for  more  infor- 
mation, contact  Kay  Ahaus,  PT,  or  Muffin 
McNeil,  PT,  in  the  hospital’s  Physical 
Therapy  Department,  405-272-6447.  iji 
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Deaths 


John  Hartwell  Dunn,  MD 
1915- 1996 

OSMA  Life  Member  J.  Hartwell  Dunn, 
MD,  a native  of  Heavener,  Okla.,  died 
May  27,  1996.  He  earned  his  medical 
degree  at  the  University  of  Tennessee, 
Memphis,  Medical  School  in  1941  and 
completed  a fellowship  in  urology  at  the 
Mayo  Clinic  in  1948.  That  year  he  opened 
his  private  practice  in  Oklahoma  City 
and  it  was  interrupted  only  once,  form 
1 950  to  1 953,  when  he  served  in  the  U.S. 
Air  Force  during  the  Korean  conflict.  Dr. 
Hartwell  was  a member  of  the  site  se- 
lection committee  for  Baptist  Medical 
Center  and  served  as  its  first  medical  staff 
president.  He  also  served  on  the  execu- 
tive committee  and  as  a member  of  the 
Hospital  Board  of  Directors. 


James  Polk  Luton,  MD 
1907- 1996 

James  P.  Luton,  MD,  retired  Oklahoma 
City  ophthalmologist,  died  May  21,1 996. 
He  was  awarded  an  OSMA  Life  Mem- 
bership in  1989.  Dr.  Luton  attended  the 
University  of  Oklahoma  Medical  School, 
graduating  in  1933.  Both  his  internship 
and  residency  were  completed  in  Okla- 
homa City.  In  addition  to  his  practice, 
he  was  an  assistant  professor  of  ophthal- 
mology at  University  and  Children’s 
hospitals. 

Henry  Hubert  Modrak,  MD 
1922- 1996 

Tulsan  Henry  H.  Modrak,  MD,  retired 
orthopedic  surgeon,  died  May  1 7, 1 996. 
He  was  a 1 934  graduate  of  the  St.  Louis 
University  School  of  Medicine,  complet- 
ing his  internship  in  St.  Louis  and  his 
residency  in  California.  Prior  to  estab- 
lishing his  practice  in  Tulsa  in  1966,  he 


was  assistant  clinical  professor  of  ortho- 
pedics at  the  University  of  Colorado 
School  of  Medicine  and  assistant  chief, 
orthopedic  service,  Fitzsimons  General 
Hospital,  Denver.  He  joined  the  U.S. 
Army  in  1 947  and  spent  the  first  half  of 
his  career  serving  as  an  orthopedic  sur- 
geon in  various  Army  hospitals.  Dr. 
Modrak  was  awarded  Life  Membership 
in  the  OSMA  in  April  1 995. 

Marlene  Marie  Normand,  MD 
1955- 1996 

Takoma  Park,  Md.,  native  Marlene  M. 
Normand,  died  May  6,  1996,  in  Okla- 
homa City.  She  earned  her  medical  de- 
gree in  1985  at  the  University  of  Okla- 
homa College  of  Medicine,  completed 
her  internship  and  residency  in  neurol- 
ogy at  the  Medical  College  of  Virginia 
and  a fellowship  at  the  Mayo  Clinic.  A 
former  associate  professor  from  the 

(confinued) 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


• Individual  Disability  Protection 

• Business  Overhead  Expense  Insurance 

• Group  Term  Life 

• Full  Time  Accident  Insurance 


In  Oklahoma  Citu 
P.O.Box  26967  73126 

Phone  (405)  524-781  1 
Fax  (405)  525-2909 


In  Tulsa 

202 1 S.  Lewis  #570 
Phone  (918)  743-9703 
Fax  (918)  743-9723 


• Hospital  Indemnity  Plan 

• Long  Term  Care 
•Workers  Compensation 


C.  L.  PRATES  AND  COMPANY 

INTERNATIONAL  INSURANCE  FACILITIES 


Toll  Free  1 -800-  522-92 1 9 
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In  Memoriam 


University  of  Nebraska  Medieal  Center,  Omaha,  she  had 
become  a statT  physician  at  Oklahoma  City’s  Mercy  Health 
Center  in  January  1995. 

Hobarf  Curtis  Sanders,  MD 
1929- 1996 

Retired  Tulsa  obstetrician-gynecologist  Hobart  C.  Sanders, 
MD,  died  March  22,  1996.  I)r.  Sanders  was  born  in  Holey, 
Okla.,  and  received  his  medical  degree  from  Meharry  Med- 
ical College,  Na.shville,Tcnn.,  in  1954.  An  internship  in  Kansas 
City  followed,  and  a few  years  later  he  started  his  medical 
practice  in  Tulsa  in  1958.  Dr.  Sanders  was  awarded  an  OSMA 
Life  Membership  in  1988. 

Logan  Albert  Spann,  MD 
1905- 1996 

OSMA  Life  Member  Logan  A.  Spann,  MD,  retired  Tulsa 
general  practitioner  and  surgeon,  died  June  7,  1 995.  A native 
of  Myron.  Ark.,  Dr.  Spann  earned  his  medical  degree  at  the 
University  of  Oklahoma  in  1934  and  completed  his  intern- 
ship in  Tulsa.  He  established  his  practice  there  the  following 
year.  World  War  II  interrupted  his  medical  career.  He  served 
as  a U.S.  Navy  flight  surgeon  in  the  Pacific  theater  from  1 942 
to  1 945.  earning  a Purple  Heart  during  the  invasion  of  Guam 
and  attaining  the  rank  of  lieutenant  commander  by  the  time 
he  was  discharged.  After  the  war  he  returned  to  his  practice 
in  Tulsa.  He  was  granted  Life  Member  status  in  1976.  j 


Classifieds 


Classified  ads  are  50  cents  a word,  with  a minimum  of  S25  per  ad.  A word 
is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be 
assigned  upon  request  and  will  add  6 words  to  the  total.  Payment  must 
accompany  all  submissions.  Orders  will  NOT  be  accepted  via  telephone 
or  fax.  Mail  ad  with  payment  to  OSMA  Journal,  601  West  1-44  Service 
Road,  Oklahoma  City,  OK  73118.  Deadline  is  the  first  of  the  month 
preceding  the  month  of  publication. 


Physicians  Wanted 


ORTHOPEDIST  AND  GASTROENTEROLOGIST  wanted  for  Southern 
Plains  Medical  Center,  35  physician  multispecialty  group  in  Chickasha, 
OK,  Located  35  miles  southwest  of  Oklahoma  City  on  Interstate  44  in  a 
family  oriented  college  community  of  1 7,000  with  service  area  of  1 10,000 
population.  Outstanding  medical  center  with  ambulatory  surgery  center, 
156  bed  hospital  next  door.  Excellent  guarantee  and  benefits.  Contact 
Jeanie  Bledsoe,  2222  Iowa.  Chickasha.  OK.  405-222-9583  or  405-224- 
8111. 


For  Sale  or  Lease 


For  lease  in  Tulsa  1.480  square  feet  (one  office)  available.  Second  office 
occupied  by  Optometrist  and  third  office  by  Plastic  Surgeon.  Located  near 
Saint  Francis  Hospital.  Ample  parking.  (918)  492-3964. 


1995 

Charles  Wesley  Letcher,  MD March  26 

John  Frederick  Bolene,  MD March  27 

John  B.  Miles,  MD March  31 

Elvus  Jene  Allgood,  MD May  6 

Wiley  T.  McCollum,  MD May  13 

Gerald  Leon  Honick,  MD May  24 

William  G.  Husband,  Jr.,  MD May  25 

Henry  Washington  Harris,  MD June  2 

Joan  Kazanjian  Leavitt,  MD June  13 

Lucien  Michael  Pascucci,  MD July  2 

Glen  M.  Floyd,  MD July  8 

Marvin  Homer  Hird,  MD July  18 

Yale  Eugene  Parkhurst,  MD July  27 

Joe  Leslie  Duer,  MD August  25 

William  Earl  Van  Pelt,  MD August  26 

William  Martin  Benzing,  Jr.,  MD September  2 

Thomas  Lee  Moffeit,  MD September  19 

Avery  Bruce  Wight,  MD September  21 

George  Burley  Gathers,  Jr.,  MD October  2 

Malcolm  Mollison,  MD October  8 

Ralph  William  Murphy,  MD October  13 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel,  MD October  31 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody,  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard,  MD December  24 

1996 

Gerald  LeRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 

Ted  Samuel  Edward  Lewis,  MD January  31 

Elbert  Henderson  Shuller,  MD January  26 

Earl  1.  Mulmed,  MD February  2 

Theodore  Sherman  Williams,  MD February  22 

John  Walker  Johnson,  Jr.,  MD March  1 3 

Joseph  Jules  Maril,  MD March  16 

Carl  Archie  Barclay,  MD March  2 1 

Thomas  Dewey  Howard,  MD March  21 

Hobart  Curtis  Sanders,  MD March  22 

Jane  Self,  MD March  30 

Enna  Ossip  Johnson,  MD April  3 

Marlene  Marie  Normand,  MD May  6 

Henry  Hubert  Modrak,  MD May  17 

James  Polk  Luton,  MD May  21 

John  Hartwell  Dunn,  MD May  27 

Logan  Albert  Spann,  MD June  7 
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PROFESSIONAL  DIRECTORY 


ALLERGY 


JAMES  A.  MURRAY,  MD,  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


ENDOCRINOLOGY 


Modhi  Gude,  MD,  MRCP(UK),  FACP,  FACE 
Diplomate,  American  Boards  of  Internal  Medicine  and 
Endocrinology,  Diabetes  and  Metabolism 
South  Office:  1552  S.W.  44th,  OKC,  OK  73119:  Phone  405-681-1 100 
North  Office:  6001  N.W.  120th  Ct  #6,  OKC,  OK  73163:  Phone  405-728-7329 
Practice  limited  to  ENDOCRINOLOGY,  DIABETES,  THYROID 
Special  Procedures:  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


GYNECOLOGIC  ONCOLOGY 


Deaconess  Medical  Offices 


Gynecologic  Oncology  & Pelvic  Surgery 


NORTHWEST  ALLERGY  CLINIC,  INC. 


John  L.  Davis,  M.D. 

5701  N.  Portland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC,  INC. 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


Robert  S.  Ellis,  MD  f 
Lyle  W.  Burroughs,  MDf” 
Charles  D.  Haunschild,  MDf 
James  H.  Wells,  MDf 
John  R.  Bozalls,  MDf 


Warren  V.  Filley,  MDf 
James  R.  Claflin,  MDf 
Patricia  I.  Overhulser,  MDt° 
Dean  A.  Atkinson,  MDf 


Senior  Counsultant:  George  L.  Winn,  MDf 


tDiplomate  American  Board  of  Allergy  and  Immunology 
•Diplomate  American  Board  of  Internal  Medicine 
“Diplomate  American  Board  of  Pediatrics 
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The  Last  Word 


■ Burns  from  house  fires  have  decreased  73%  in  an  area 

of  Oklahoma  City  targeted  with  a smoke  detector  giveaway, 
reports  Prevention,  a newsletter  from  the  Center  for  Injury 
Prevention  at  Children’s  Hospital  of  Oklahoma.  The  give- 
away and  subsequent  four-year  study  was  a project  of  the 
Oklahoma  State  Department  of  Health.  According  to  the  study, 
the  73%  decrease  occurred  while  there  was  a 3 1%  increase 
in  the  rest  of  the  city.  This  is  thought  to  be  the  first  scientific 
evaluation  of  smoke  detector  giveaways  reducing  residential 
fire  morbidity  and  mortality.  [Oklahoma  House  Bill  1991, 
which  would  have  required  smoke  alarms  in  all  newly  con- 
structed one-  and  two-family  dwellings,  or  those  that  required 
a permit  for  remodeling,  failed  after  a conference  committee 
could  not  reach  a resolution  on  amendments.] 

■ Ruprecht  Nitschke,  MD,  professor  and  chief  of  pediat- 
ric hematology/oncology  at  Children’s  Hospital  of  Oklaho- 
ma, has  received  the  Robitussin  and  Dimetapp  Miracle  Mak- 
er Award  from  members  of  the  hospital’s  staff.  “Dr.  Nitschke ’s 
colleagues  describe  his  commitment  as  extraordinary,  his  care 
superb....  (he  is  a man)  of  great  humanity  and  compassion,’’ 
said  Dr.  Terrence  L.  Stull,  chairman  of  the  hospital’s  Depart- 
ment of  Pediatrics.  Pediatricians  are  named  Miracle  Workers 
for  their  compassion  and  leadership  they  provide  to  the  chil- 
dren, families,  and  communities  they  serve.  Dr.  Nitschke  has 
authored  or  coauthored  more  than  60  papers  and  has  been 
involved  in  significant  clinical  advances  in  pediatrics.  He  was 
also  instrumental  in  the  establishment  of  the  Jimmy  Everest 
Center  for  Cancer  and  Blood  Disorders  in  Children  at  Chil- 
dren’s Hospital. 

■ Two  long-time  OSMA  staff  members  have  been  promot- 
ed in  recent  weeks.  Susan  Records,  managing  editor  of  the 
Journal  for  13  years,  has  been  named  Director  of  Publica- 
tions, expanding  her  responsibilities  to  management  of  all 
OSMA  publications.  Kathy  Musson,  administrative  assistant 
for  three  years,  has  been  promoted  to  Director  of  Operations. 
She  now  is  general  office  manager  and  also  oversees  OSMA’S 
Web  site,  osma  Online.  Mrs.  Musson  has  worked  for  OSMA 
in  the  past  and  has  accrued  1 1 years  of  service  on  staff 

■ Brent  Hisey,  Ml),  Oklahoma  City  neurosurgeon,  is  the 

proud  owner  of  the  P-5  I Mustang  Miss  America,  which  ap- 
peared at  the  Aerospace  America  extravaganza  in  Oklahoma 
City  in  June.  A vintage  World  War  II  fighter.  Miss  America 
now  sports  a patriotic  red,  white,  and  blue  paint  job  as  she 
shows  her  stuff  in  air  races.  She  has  a growing  fan  club  and 
even  her  own  Web  site.  As  one  of  perhaps  some  100  Mus- 
tangs .still  Hying,  she  attracts  attention  wherever  she  goes. 
Regarding  the  Mustang,  Dr.  Hisey  .says,  “1  have  always  felt  it 
was  the  prettiest  plane  ever  produced,  and  it’s  one  of  the 
world’s  fastest  aircraft.  It  represents  a period  of  hi.story  where 
bravery  and  virtue  meant  something.’’  Miss  America  was  fea- 
tured in  a .story  in  I'lie  Daily  Oklahoman  on  June  14  and  has 
a role  in  the  i^^opiyjj^^isncy  film  Air  Reno. 
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■ Bruce  M.  Van  Horn,  MD,  Ada  pathologist,  has  found 

his  hobby,  poker,  to  be  very  rewarding.  How  so?  By  winning 
second  place  in  the  World  Series  of  Poker  in  Las  Vegas  two 
months  ago.  It  took  a professional  to  beat  him.  The  pro,  a Las 
Vegas  resident,  went  home  with  $1  million  and  a gold  brace- 
let. The  amateur  from  Oklahoma  had  to  settle  for  $585,000 
(and  no  bracelet).  Afterwards,  Dr.  Van  Horn  said.  “I’d  hate  to 
do  this  for  a living,  but  it’s  a good  hobby  for  someone  like 
me.... There’s  no  other  sport  where  an  amateur  like  me  can 
enter  a tournament  and  end  up  playing  with  the  Magic 
Johnsons  and  Henry  Aarons  of  the  game.” 

■ The  Oklahoma  County  Medical  Society  (OCMS)  was 

awarded  the  ama’s  prestigious  Medal  of  Valor  last  month  in 
Chicago.  The  award  was  bestowed  on  the  county’s  doctors 
for  their  heroism  in  the  aftermath  of  last  year’s  bombing  of 
the  Murrah  Federal  Building,  “for  demonstrating  courage 
under  extraordinary  circumstances  in  non  wartime  situations.” 
The  medal,  valued  at  $3,000,  was  presented  to  OCMS  Presi- 
dent John  Bozalis,  MD,  at  the  Interim  Meeting  of  the  ama 
House  of  Delegates.  The  award  was  established  in  1990  by 
Dr.  Lonnie  Bristow,  current  ama  president. 

■ Three  Oklahoma  City  doctors  are  in  Atlanta  this  month 

as  members  of  the  Olympic  medical  staff.  Brock  E.  Schnebel, 
MD,  an  orthopedic  surgeon  in  Oklahoma  City,  is  serving  as 
a member  of  the  medical  staff  for  the  US.  volleyball  and  hand- 
ball teams.  Sports  medicine  specialist  Robert  Terrell,  MD, 
Oklahoma  City,  will  be  on  duty  as  chief  medical  officer  for 
the  International  Softball  Federation.  Carlan  Yates,  MD,  also 
an  orthopedic  surgeon,  will  be  in  Atlanta  as  well.  The  Olym- 
pic medical  staff  provides  medical  care  for  athletes  during 
the  Olympic  team  trials,  pre-Olympic  tours  and  competition, 
team  processing,  and  actual  Olympic  competition.  Physicians 
apply  to  and  are  selected  by  the  U.S.  Olympic  Committee. 
The  selection  process  can  be  lengthy,  with  interested  physi- 
cians having  to  work  their  way  up  by  first  serving  at  Olympic 
training  camps  and  other  sports  festivals  and  competitions 
for  several  years. 

■ Roger  Quinn,  MD,  Oklahoma  City  obstetrician-gyne- 

cologist, received  a public  “thank  you”  from  a grateful  pa- 
tient in  the  May  issue  of  Issues  and  Answers,  newsletter  of 
the  Oklahoma  State  Board  of  Medical  Licensure  and  Super- 
vision. The  patient  wrote  to  the  board  to  praise  Dr.  Quinn  for 
responding  to  her  call  for  help  for  her  daughter,  who  was 
suffering  stomach  pains.  Although  an  answering  service  took 
the  call.  Dr.  Quinn  not  only  responded  promptly,  but  also  made 
a follow-up  call  the  next  day.  The  mother  wrote,  “Dr.  Quinn 
was  a shining  example  that  there  truly  remain  those  dedicat- 
ed to  their  chosen  profession  of  helping  those  in  need  even 
after  years  of  service.”  j 
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Editorial 

Too  Many  MVAs 


It  is  a grim  fact  today  that  automobile 
accidents  take  a grisly  toll  of  human  life. 
With  a daily  casualty  rate  approximating  that 
of  active  combat  in  a shooting  war,  our 
society's  automobile  use  produces  a blood 
bath  of  epidemic  proportions.  After  herculean 
efforts  on  auto  and  highway  safety 
engineering,  almost  every  current  motor 
vehicle  accident  (MVA)  is  basically  caused  by 
( human  error. 

I There  is  fairly  clear  consensus  that  the 
I accident  rate  per  mile  driven  as  related  to  age 
I is  greatest  at  the  two  extremes  of  life.  The 
newly  licensed  driver  and  the  older  elderly  are 
statistically  prone  to  difficulties,  even  though 
many  individuals  in  both  groups  perform 
excellently. 

Youthful  inexperience  and  the  common 
teenage  delusion  of  invincibility  often  are 
advanced  as  explanations  of  inordinate  risk- 
taking behaviors  in  the  younger.  Accumulated 
infirmities  and  lo.ss  of  judgment  are  often 
invoked  to  explain  the  increased  risk  of  the 
elderly.  Unfortunately,  there  are  no  objective 
tests  for  good  judgment  in  either  age  group. 

In  the  American  twentieth  century,  driving 
a car  has  become  an  emblem  of  independence 
and  human  freedom,  as  important  as  the  right 
to  free  speech.  For  the  younger,  driving 
symbolizes  widening  horizons  and  freedom, 
as  important  as  the  right  to  free  speech.  For 
the  younger,  driving  symbolizes  widening 
horizons  and  freedom  from  direct  parental 
supervision.  For  the  elderly,  being  able  to 
drive  on  daily  errands  delays  (forever,  they 
hope)  the  day  of  dependence  on  others  for  the 
necessities  of  daily  life. 

The  OSMA  House  of  Delegates  recognized 
the  importance  of  these  considerations  with  a 
recent  resolution  recommending  the  State  of 
Oklahoma  review  its  policies  on  vision  testing 
for  drivers.  It  appears  to  be  time  for  the  OSMA 
to  take  the  lead  in  restructuring  the  state’s 
drivers  licensing  examination  schedule. 


The  privileges  resultant  from  a drivers 
license  are  a “hot-button”  issue  with  all  age 
groups,  and  any  alterations  in  the  legal 
scheme  for  driving  privileges  should  be 
approached  with  circumspection,  and  with 
facts  firmly  in  hand. 

It  may  well  be  time  to  organize  a united, 
widely  based  community  study  of  drivers 
licensing.  A task  force  with  interested 
physicians  working  with  the  Department  of 
Public  Safety  and  the  Oklahoma  Council  on 
Aging  could  formulate  the  needed  changes  for 
Oklahoma.  Such  a task  force  would  improve 
the  opportunity  for  wide  public  support  for 
improvements  in  Oklahoma’s  drivers 
licensing  law. 

While  the  high  accident  rates  of  young 
drivers  do  not  appear  to  have  a medical  basis, 
a task  force  might  well  study  a longer 
probationary  period  for  the  learners  permit  or 
an  increa.se  to  17  or  18  years  of  age  for  the 
first  license. 

Among  the  elderly,  visual  problems 
become  common,  with  macular  degeneration, 
lens  opacities,  and  retinal  disease  increasing 
with  age.  However,  physical  infirmities, 
slowing  responses,  and  “little  strokes”  also 
accumulate  with  aging,  and  everyone, 
regardless  of  vision,  eventually  becomes 
incompetent  to  drive.  The  threshold  of 
incompetence  is  sometimes  not  recognized  by 
the  driver. 

Rather  that  putting  the  onus  on  the 
ophthalmologists  for  “grounding”  the  oldsters 
with  eye  problems,  perhaps  it  is  time  for 
Oklahoma  to  instate  a driving  re-examination 
for  competency  in  the  oldsters  at 
re-licensure  time. 


An  edilorial  is  a column  of  personal  opinion  and  does  not  necessarily 
reflect  the  official  position  of  the  Oklahoma  State  Medical  Association. 
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Thousands  of  Oklahomans  are  finding 
quality  health  care  closer  to  home,  thanks 
to  Southwestern  Bell  Telephone.  Through 
a grant  to  the  Konawa  Community  Health 
Center,  we  re  linking  mobile  clinic  vans  to 
distant  health  care  facilities  through  interactive 
vndeo,  data  and  voice  transmissions.  It’s  called 
telemedicine.  And  it  helps  patients  m rural 
southeast  Oklahoma  access  care  from  specialists 
in  metro  areas,  mlhoiil  leaving  their  hometowns. 

Through  telemedicine,  patient  transfer 
costs  and  travel  expenses  are  cut.  Smaller 
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communities  keep  more  health  care  dollars 
at  home.  And  rural  Oklahoma  is  linked  to  the 
latest  medical  technology  and  breakthroughs, 
attracting  new  industry,  generating  jobs,  and 
saving  ln<ej. 

That’s  why  Southwestern  Bell  Telephone 
is  working  with  state  officials  to  change  outdated 
regulations  that  hinder  progress  in  telemedicine. 
Because  quality  health  care  in  ruml  Oklahoma 
means  a healthier  tomorrow  for  all  of  us. 

Call  to  learn  more. 

“The  Smitbuv.iteni  Bell  tjrant  will  help  u,i  ()iaijm\ie  and 
treat 20,000  rural  Oklahonian.i  in  their  honietown.u  " 

— Howard  Vineent 
lixirulhv  Diivdor,  Koimmi  Heiillh  Center 
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One  on  One 


President's  Page 


I'm  too  busy!  I’m  not  interested  in  lowering 
myself  to  play  the  dirty  political  game!  We 
never  win  anyway!  Unfortunately,  these  have 
been  typical  responses 
from  our  members  when 
asked  to  participate  and 
become  active  in 
representing  physicians 
and  medicine  in  our 
legislative  process. 

The  very  best  way  to 
participate  effectively  in 
our  state  political  process 
is  to  establish  a 
relationship  with  your 
state  senator  and  repre.sentative.  Meet  them, 
contribute  to  their  campaign  if  you  can,  call 
them  or  write  them  so  they  recognize  your 
name  and  will  listen  to  your  opinions, 
especially  on  healthcare-related  legislation.  It 
is  precisely  this  type  of  grassroots 
involvement  that  can  make  a difference  in  the 
legislative  process,  and  it  must  be  ongoing 
I and  ideally  proactive. 

i:  There  are  always  a small  number  of  OSMA 

members  who  either  enjoy  political 
participation  or  are  willing  to  spend  the  time 


to  represent  us.  We  will  also  have  new 
lobbyists  representing  the  osMA  and  our 
opinions.  We  will  have  legislative  committee 
members  reviewing  and  participating  in  our 
legislative  agenda.  But  by  far  the  most 
effective  voice  is  that  of  the  individual  who 
will  personally  discuss  issues  with  his  or  her 
representative  or  senator  one  on  one.  If  you 
are  unwilling  to  spend  a small  amount  of  time 
to  participate,  then  your  opinions  may  never 
be  heard. 

If  we  want  to  influence  legislation — if  we 
want  to  better  represent  the  interest  of 
physicians  and  patient.s — if  we  want  to 
improve  healthcare  in  our  state,  then 
participation  is  the  key.  One  on  One 
Grassroots  Participation — this  is  our  key  to 
political  participation  with  a successful 
outcome.  Yes,  you  can  make  a difference. 
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Antibiotics  and  Respiratory  Infections: 

Do  Antibiotic  Prescriptions  Improve  Outcomes? 

Robert  M.  Hamm,  PhD;  Ronald  J.  Hicks,  MD;  Debra  A.  Bemben,  PhD 


Background  and  Objectives.  Antibiotics  are 
frequently  prescribed  for  respiratory  infections 
though  most  of  these  infections  are  viral.  To 
determine  whether  this  practice  contributes  to 
patient  health  and  patient  satisfaction,  we 
studied  the  effect  of  antibiotic  prescriptions  on 
outcomes  at  7 to  10  days.  We  also  studied  the 
effect  of  antibiotic  prescriptions  upon  the 
accuracy  of  patients'  beliefs  about  viruses. 

Methods.  One  hundred  thirteen  patients 
with  a respiratory  infection  completed 
questionnaires  before  and  after  their  visit  with 
their  primary  care  doctor.  A phone  interview 
was  completed  7 to  10  days  later.  Questions 
elicited  their  expectations  for  antibiotics,  their 
beliefs  about  the  efficacy  of  antibiotics,  and 
satisfaction  with  the  doctor.  The  phone 
interview  asked  whether  they  felt  better, 
whether  they  had  returned  to  the  doctor  about 
the  same  illness,  satisfaction,  and  whether  they 
would  expect  antibiotics  for  the  same  disease  in 
the  future.  The  doctors  provided  information 
about  their  diagnosis  and  treatment. 

Results.  No  correlation  was  found  between 
prescription  of  antibiotics  and  patient 
satisfaction,  feeling  better,  return  physician 
visits,  or  phone  calls.  Receiving  antibiotics 
increased  the  likelihood  the  patients  would 
expect  antibiotics  the  next  time  they  had  an 
upper  respiratory  infection  and  made  them 
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more  likely  to  have  an  inaccurate  belief,  that 
antibiotics  kill  viruses. 

Conclusions.  The  study  found  no  evidence 
that  antibiotics  improve  patient  outcome  in 
upper  respiratory  infections  by  making  patients 
feel  better  at  7 to  10  days.  Nor  did  it  find 
evidence  that  antibiotics  help  physicians  by 
reducing  return  visits  or  increasing  patient 
satisfaction.  Doctors  are  invited  to  reconsider 
their  policies  for  prescribing  antibiotics  for 
upper  respiratory  infection. 

The  majority  of  patients  with  rhinitis,  pharyn- 
gitis, or  bronchitis  do  not  have  a bacterial  eti- 
ology, and  therefore  antibiotics  would  not  be  in- 
dicated in  these  patients.'-^  However,  there  are 
few  reliable  signs  or  symptoms  to  differentiate 
patients  with  a viral  infection  from  those  with 
bacterial  infection.-’"^  In  addition,  it  is  sometimes 
thought  that  antibiotics  prevent  the  development 
of  abacterial  secondary  infection,  though  a meta- 
analytic  review  of  studies  did  not  support  that 
belief.^  Consequently,  primary  care  physicians 
often  prescribe  antibiotics  to  a patient  present- 
ing with  the  signs  and  symptoms  of  a respiratory 
infection.  ’ The  rate  of  prescribing  antibiotics 
for  these  patients  varies  between  sites  (4%  reported 
in  Italy,"  44%  in  Sweden,'^  79%  in  Scotland'^), 
between  doctors  in  the  same  practice  (ranging  from 
21%  to  76%  in  one  5-physician  practice''*),  and 
between  trainees  (undifferentiated  URI  33%,  si- 
nusitis 60%,  bronchitis  63%)  and  those  with  more 
experience  (undifferentiated  URI  48%,  sinusitis 
78%,  bronchitis  80%).'^ 

It  has  been  argued  that  we  should  reduce  the 
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volume  of  antibiotics  prescribed  for  viral  diseas- 
es. Overuse  of  antibiotics  promotes  the  evolution 
of  resistant  organisms'**'®  and  it  may  be  influenced 
by  inaccurate  information  from  pharmaceutical 
representatives."*'  A fair  evaluation  of  the  use  of 
antibiotics  for  probably  viral  infections,  howev- 
er, should  take  into  account  the  outcomes  for  the 
patient  and  the  doctor.  Perhaps  antibiotics  improve 
the  patients’  health,  so  they  do  not  need  to  return 
to  the  doctor.'"*  "'  Perhaps  patients’  evaluation  of 
the  doctor  is  better  if  they  are  given  antibiotics. 

Indeed,  the  decision  about  how  best  to  man- 
age upper  respiratory  infection  is  complicated  by 
the  patients’  expectations.  Patients  often  want  a 
prescription  for  antibiotics,""  and  if  dissatisfied 
may  have  worse  outcomes,""  may  call  or  visit  the 
physician  until  the  expectations  are  met,  or  may 
choose  another  provider.""* 

If  patients’  expectations  for  antibiotics  are  based 
on  inaccurate  beliefs,  those  may  be  changed.  “The 
patient  is  not  always  right...  and  in  those  situa- 
tions (requesting  antibiotics  for  a viral  infection, 
for  example),  the  patient’s  position  needs  to  be 
understood  and  responded  to  with  education  rather 
than  capitulation”  (p  148  of  Glass,  1996"").  The 
physician  can  explicitly  educate  the  patient  about 
the  costs  and  benefits  of  a proposed  treatment. "**■ 
Additionally,  physicians’  actions  educate  pa- 
tients implicitly. 


We  have  studied  the  role  of  patient  expecta- 
tions on  doctors’  prescription  of  antibiotics  for 
respiratory  infections,  and  the  influence  of  an- 
tibiotics upon  patients’  satisfaction  with  the  vis- 
it."® In  a group  of  patients  diagnosed  with  sinusi- 
tis, bronchitis,  or  upper  respiratory  infection,  about 
65%  expected  antibiotics  and  63%  were  given 
an  antibiotics  prescription.  The  physicians’  de- 
cisions to  prescribe  antibiotics  seemed  to  be  in- 
fluenced by  the  patients’  expectations,  but  receiving 
antibiotics  did  not  increase  patient  satisfaction 
immediately  after  the  visit.  Rather,  the  biggest 
determinant  of  patient  satisfaction  was  the  doc- 
tors’ communication  about  the  illness. 

The  present  paper  reports  results  concerning 
the  effect  of  antibiotics  prescription  upon  outcomes 
at  7 to  10  days.  We  measured  how  the  patient  felt, 
whether  it  had  been  necessary  to  call  the  doctor 
back  or  return  to  the  office,  and  the  patient’s  sat- 
isfaction with  the  doctor’s  care  after  antibiotics 
had  had  a chance  to  produce  an  effect. 

The  study  also  addressed  the  patients’  beliefs 
about  the  efficacy  of  antibiotics  for  viral  infec- 
tions and  their  expectations  for  antibiotics  the  next 
time  they  have  a respiratory  infection.  This  al- 
lows us  to  assess  the  effects  of  the  doctor’s  edu- 
cational efforts  and  antibiotic  prescriptions  upon 
the  accuracy  of  patient  beliefs  and  expectations. 


Table  1.  Questionnaires  Filled  Out  by  the  Patient  Before  and  After  Seeing  the  Physician 

Questions  Answered  Before 

Seeing  the  Physician 

Strongly 

Strongly 

Agree 

Agree 

Unsure 

Disagree 

Disagree 

If  a person  has  on  infection 
from  a virus,  on  antibiotic 
will  kill  the  virus.  N=1 13 

8% 

25% 

27% 

20% 

20% 

Questions  Answered  After  Seeing  the  Physician 

Strongly 

Strongly 

Agree 

Agree 

Unsure 

Disagree 

Disagree 

If  0 person  has  on  infection 
from  a virus,  on  antibiotic 
will  kill  the  virus.  N=110 

7% 

38% 

9% 

24% 

22% 

Antibiotics  would  shorten 
my  illness  N- 109 

18% 

41% 

14% 

17% 

9% 

1 was  satisfied  with  the 
physician's  treatment. 
N-110 

48% 

49% 

2% 

0% 

1% 

1 would  return  to  the  same 

physician  for  o similar 
illness.  N”  110 

56% 

41% 

4% 

0% 

0% 
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Methods 

Patients  presenting  with  a respiratory  infection 
at  two  community  solo  practices  and  one  academic 
family  practice  clinic  (representing  1 3 physicians) 
were  asked  to  participate  in  the  study.  The  instru- 
ments were  developed  following  a pilot  study  and 
were  reviewed  by  the  institutional  review  board. 
Parents  filled  out  the  questionnaire  on  behalf  of 
children. 

Data  from  three  questionnaires — completed 
by  patients  prior  to  seeing  the  doctor  and  imme- 
diately after  .seeing  the  doctor,  and  by  the  physi- 
cian following  the  patient's  visit — are  presented 
in  Table  1 (details  are  in  Hamm,  et  al.  These 
provide  information  about  the  patient’s  expecta- 
tions for  antibiotics,  beliefs  about  whether  anti- 
biotics kill  viruses,  and  satisfaction  immediately 
after  the  visit,  as  well  as  the  doctor’s  diagnosis 
and  treatment  decisions.  Approximately  7 to  10 
days  following  the  patient’s  visit  a follow-up  tele- 
phone interview  was  completed  (abbreviated  in 
Table  2). 

Data  analysis  was  done  using  the  SAS  statis- 


tical package.  The  association  between  categor- 
ical variables  was  tested  using  Chi-square  analy- 
sis. Comparisons  between  the  means  of  a contin- 
uous variable  for  two  groups  were  made  using 
the  t-test.  Analysis  of  variance  with  covariates  was 
used  to  predict  outcomes  measured  on  a contin- 
uous .scale,  such  as  level  of  patient  .satisfaction  at 
10-day  follow-up.  Multiple  logistic  regression  was 
used  to  predict  the  probability  of  categorical  events, 
such  as  whether  the  patient  returned  to  the  doc- 
tor’s office. 

Results 

One  hundred  forty-two  patients  were  initially 
enrolled,  and  1 13  patients  and  their  physicians 
(SO'T)  completed  all  aspects  of  the  study.  Ques- 
tions were  answered  by  either  the  patient  ( 100 
cases)  or  the  person  responsible  for  the  patient’s 
care  ( 12  for  children  and  1 for  an  elderly  man). 
Dropouts  were  primarily  due  to  our  inability  to 
reach  the  respondent  for  the  follow-up  phone 
interview.  Patient  age  ranged  from  1 to  85  years 
with  a mean  of  36  years  of  age.  Seventy-six  per- 


Table  2.  Phone  Call  Interview  7-10  Days  Following  the  Office  Visit 

Yes 

If  given  antibiotics,  did  you  take  the  medicine? 

95% 

After  the  office  visit,  did  you 

call  the  office  about  the  illness? 

12% 

Did  you  return  to  the  office  because  of  the  illness? 

7% 

If  you  were  to  have  a similar  illness  in  the  future,  would  you 
expect  an  antibiotic? 

66% 

Strongly 

Agree 

Agree 

Unsure 

Disagree 

Strongly 

Disagree 

1 am  feeling  better. 
N=113 

35% 

52% 

4% 

7% 

1% 

1 had  difficulties  from  the 
medicine  that  was 
prescribed  by  the  doctor. 
N=102 

5% 

8% 

4% 

49% 

34% 

1 was  satisfied  with  the 
physician's  treatment. 
N=112 

44% 

51% 

3% 

3% 

0% 

1 would  return  to  the  same 
physician  for  a similar 
illness.  N=112 

45% 

49% 

2% 

3% 

2% 

Sooner 

Same 

Time 

Later 

In  the  future,  when  you  hove  a similar  illness,  do 
you  think  you  will  come  to  see  the  doctor: 

44% 

50% 

6% 
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cent  of  patients  were  female.  Twenty-two  percent 
of  patients  had  already  seen  the  physician  for  the 
same  illness. 

Inconsistency  In  Patient  Expectations  For  An- 
tibiotics.— Patients  were  inconsistent  or  were 
unable  to  remember  what  they  had  wanted.  Pa- 
tients’ recall  at  the  10-day  follow-up  of  whether 
they  had  wanted  an  antibiotic  at  the  original  doc- 
tor visit  was  relatively  inaccurate.  Of  74  patients 
who  originally  said  antibiotics  were  the  best 
medication  for  their  problem,  22  (30%)  later  re- 
called not  wanting  antibiotics;  of  39  who  origi- 
nally did  not  indicate  they  thought  antibiotics  were 
the  best  medicine  for  them,  15  (38%)  later  re- 
called that  they  had  wanted  antibiotics.  Although 
the  patients’  recall  was  statistically  significantly 
related  to  their  original  opinion  (Chi-=  1 0.7,  df=  1 , 
p=.00 1 ),  there  seems  to  be  substantial  confusion. 

Effects  of  Antibiotic  Prescriptions  Upon  Out- 
comes.— Three  types  of  outcome  that  might  be 
affected  by  doctors’  prescription  of  antibiotics  were 
measured.  These  were  how  the  patients  felt  at  10 
days,  patients’  additional  demands  upon  the  doctor 
for  the  same  disease,  and  the  patients’  satisfac- 
tion at  ten  days. 

Factors  Influencing  How  Patient  Felt  At  10-Day 
Follow-Up. — At  7 to  1 0 days,  88%  of  all  patients 
were  feeling  better  (Table  2).  To  detemiine  whether 
antibiotics  affect  how  patients  reported  feeling 
at  the  follow-up  interview  (Table  3),  an  analysis 
of  variance  was  performed.  The  categorical  pre- 


Table 3.  Effects  of  Antibiotics  Upon  Patient's  Mean  Agreement 
That  Is  Feeling  Better,  at  7 to  10  Days  After  the  Visit. 

(1  = strongly  agree,  5 = strongly  disagree) 


Respiratory 

Infection 

Diagnosis 

Patient 

Expectation 

Physician  Prescription 
Antibiotics  No  Antibiotics 

Antibiotics 

1.71 

- 

Bronchitus 

(17,  0.77)* 

No  Antibiotics 

1.50 

1.80 

(2,0.71) 

(5,  0.45) 

Antibiotics 

1.72 

1.00 

Sinusitus 

(25,  0.74) 

(1,-) 

No  Antibiotics 

2.10 

3.00 

(10,  0.88) 

(3,  1.73) 

Antibiotics 

2.00 

1.42 

Viral 

(3,0) 

(12,  0.51) 

No  Antibiotics 

1.50 

2.30 

(2,0.71) 

(10,  1.06) 

‘Each  c«il  shows  Moon  (N,  Slondard  Deviolion).  In  cells  in  bold,  physician  gove  patient  who! 
the  patient  expected,  whilh  respect  to  onitbiotics.  lower  numbers  indicate  greater  satisfaction 


dictor  variables  included:  doctor’s  diagnosis  (bron- 
chitis, sinusitis,  or  viral  URI;  other  diagnoses  were 
excluded),  doctor’s  reported  prescription  (anti- 
biotics or  no  antibiotics),  and  patient’s  reported 
expectation  ( for  antibiotics  or  for  no  antibiotics). 
Additional  variables  were  included  as  covariates: 
two  variables  measuring  patients’  need  for  addi- 
tional contact  with  the  doctor  (how  often  patient 
called  back  to  the  office;  and  how  often  patient 
came  back  to  office  for  another  visit);  patient 
gender  (coded  as  1 or  0);  the  patient’s  satisfac- 
tion immediately  after  the  original  visit;  and  the 
accuracy  of  the  patient’s  beliefs  about  viruses  and 
antibiotics  (Table  1 ). 

These  variables  had  very  little  relation  to  how 
well  the  patient  reported  feeling  at  the  10-day 
follow-up.  All  variables  in  the  regression  equa- 
tion together  accounted  for  only  28.4%  of  the 
variance  in  how  the  patient  felt  (F(  17, 70)=  1.64, 
p=.078).  Although  those  patients  who  initially 
expected  antibiotics  said  they  felt  better  at  7 to 
10  days  (F(  1,70)=6. 17,  p=.015),  actually  getting 
antibiotics  did  not  make  a difference  (F(  1 ,70)=.03, 
p=.87;  Fig.  1).  The  most  powerful  predictor  of 
whether  the  patient  felt  better  was  the  interaction 
effect  between  whether  the  patient  wanted  anti- 
biotics and  whether  the  doctor  gave  them  antibi- 
otics. Paradoxically,  those  who  got  what  they 
wanted  (see  highlighted  cells  in  Table  3)  ended 
up  feeling  slightly  worse  7 to  10  days  later  (F 
(1,70)=8.29,  p=.005). 


Figure  1.  Agreement  that  one  is  feeling  better,  at  10 
days,  for  patients  diagnosed  with  bronchitis,  sinusitis, 
or  viral  respiratory  infection  who  received  or  did  not 
receive  antibiotics.  Effects  are  not  statistically 
significant. 
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Factors  Innuenciii}>  Patient  Calls  to  the  Otilce 
and  Return  Visits. — Twelve  percent  of  patients 
called  back  to  the  health  care  facility  concerning 
their  illness  and  7%  had  a return  visit  for  further 
evaluation  of  the  illness  (Table  2).  Receiving 
antibiotics  did  not  decrease  the  patients'  likeli- 
hood of  return  phone  calls  (Phi=.()l,  Chi-=0.()1, 
p=.92)  or  visits  (4  of  42  patients  not  given  anti- 
biotics. 4 of  67  patients  given  antibiotics;  Phi=.()7. 
ChiM).61,  p=.44).  Further,  multiple  logistic  re- 
gression analysis  showed  that  there  was  nothing 
among  the  variables  measured  at  the  time  of  the 
initial  visit  (e.g.,  whether  doctor  spent  enough 
time,  w hether  patient  understood  the  explanation 
of  the  diagnosis,  or  had  any  particular  diagnosis) 
that  predicted  the  patient’s  likelihood  of  calling 
back  to  the  office  (F(  16,  86)=0.64.  p=.84)  or  re- 
turning to  the  office  about  the  same  problem  ( F(  1 6, 
84)=L25,  p=.25). 

Factors  Intluencing  Patient  Satisfaction, — 
Patient  satisfaction  was  measured  with  a ques- 
tionnaire completed  immediately  after  visiting  the 
doctor  (Table  1 )-*'  and  w ith  questions  in  the  tele- 
phone interview  ten  days  later  (Table  2).  On  each 
occasion,  patients  were  asked  w hether  they  agree 
or  disagree  with  two  statements  concerning  ( 1 ) 
w hether  they  were  satisfied  with  the  physician’s 
treatment  and  (2)  whether  they  would  return  to 
the  same  physician  for  a similar  illness.  The  an- 
swers to  these  questions  were  coded  on  a 1 to  5 
scale  ( l=strongly  agree,  2=agree,  3=do  not  agree 
or  disagree.  4=disagree,  5=strongly  disagree),  and 
the  average  of  the  two  questions  was  used  as  an 
overall  measure  of  the  patient’s  immediate  or 
delayed  sati.sfaction  with  the  encounter  with  the 
physician.  Because  over  95%  of  the  respondents 
agreed  or  strongly  agreed  that  they  were  satis- 
fied. most  variation  in  these  measures  is  due  to 
differences  in  the  degree  patients  were  satisfied, 
rather  than  due  to  patients  being  dissatisfied. 
Analysis  of  patient  satisfaction  the  day  of  the  visit 
has  been  reported  previously.-"^ 


Table  4.  Effects  of  Antibiotics  Upon  Patient's  Agreement  That  Is 
Satisfied  with  Visit  to  Doctor,  at  7 to  10  Days  After  the  Visit. 

(1  = strongly  agree,  5 = strongly  disagree) 


Respiratory 

Infection 

Diagnosis 

Patient 

Expectation 

Physician  Prescription 
Antibiotics  No  Antibiotics 

Bronchitus 

Antibiotics 

1.47 

(17,0.48) 

- 

No  Antibiotics 

1.50 

(2,0.71) 

2.00 

(5,  1.22) 

Antibiotics 

1.48 

1.00 

Sinusitus 

(25,  0.49) 

(1,-1 

No  Antibiotics 

1.80 

(10,  0.75) 

2.00 
(3,  1.00) 

Antibiotics 

2.00 

1.68 

Viral 

(3,0) 

(11,0.64) 

No  Antibiotics 

1.75 

(2,  1.06) 

1.70 

(10,  0.48) 

*Eoch  cell  shows  Mean  (N,  Standard  Deviatton)  In  cells  in  bold,  physician  gave  potient  what 
the  patient  expected,  with  respect  to  onitbiotics  lovirer  numbers  indicote  greeter  sahslochon. 


Figure  2.  Patient 
satisfaction,  at  10  days, 
for  patients  diagnosed 
with  bronchitis, 
sinusitis,  or  viral 
respiratory  infection 
who  received  or 
did  not  receive 
antibiotics. 

Effects  are  not 
statistically  significant. 


Patients’  Satisfaction  At  Follow  -Up. — An  anal- 
ysis of  variance  was  done  to  discover  whether  any 
factors  predict  delayed  patient  satisfaction  at  the 
follow-up  interview.  Predictor  variables  includ- 
ed those  used  to  predict  how  well  the  patient  felt 
at  seven  to  ten  days  (see  above),  plus  the  mea- 
sure of  how  the  patient  felt  (Table  4). 

Patient  satisfaction  after  7 to  10  days  was  not 
very  predictable.  Only  39%  of  the  variance  was 
explained  by  the  model  (F(  1 7,69)=2.29,  p=.008). 
(This  may  be  compared  with  the  model  which 
explained  71%  of  the  variance  in  the  patients’ 
immediate  satisfaction.-’  ) The  best  predictor  of 


satisfaction  at  the  10-day  follow-up  was  satisfaction 
right  after  the  vi.sit  with  the  doctor  (F(  1 ,68)=2 1 .8, 
p=.0001).  Also,  the  better  the  patient  felt  at  10 
days,  the  more  satisfied  (F=3.51,  p=.07).  The 
number  of  return  visits  or  calls  to  the  doctor  did 
not  influence  satisfaction.  Significantly,  neither 
receiving  antibiotics  (F(l,68)=0.7,  p=0.48;  Fig. 
2)  nor  receiving  what  one  had  initially  wanted 
(the  interaction  between  expecting  antibiotics  and 
getting  antibiotics)  F(l,68)=0.5,  p=.47;  Table  4) 
affected  patients’  satisfaction  at  7 to  10  days. 

Changes  in  Patient  Knowledge  and  Expecta- 
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tions. — Accuracy  of  Knowledge  Before  Seeing 
Doctor.  Patients’  knowledge  about  viral  illness 
was  measured  before  and  after  they  talked  with 
the  doctor.  Accurate  knowledge  was  indicated  if 
the  patient  disagreed  with  the  statement  that  an 
antibiotic  will  kill  a virus  (on  a scale  where 
l=strongly  agree  and  5=strongly  disagree). 

Initially  33%  of  patients  agreed  with  the  inac- 
curate statement  that  antibiotics  kill  viruses,  and 
27%  were  not  sure  (Table  1 ).  The  accuracy  of 
patients’  knowledge,  prior  to  talking  with  the 
doctor,  was  unrelated  to  any  of  the  variables 
measured  at  the  same  time.  The  patients’  expec- 
tation of  receiving  antibiotics  for  their  illness  was 
not  related  to  the  accuracy  of  their  knowledge 
about  whether  antibiotics  kill  viruses  (t=.59, 
p=.56). 

Accuracy  Of  Knowledge  After  Seeing  Doc- 
tor. After  the  visit  with  the  doctor,  45%  of  the 
patients  agreed  with  the  false  statement  that  an- 
tibiotics kill  viruses  (Table  1 ).  Patients’  beliefs 
were  related  to  what  they  believed  before  they 
talked  to  the  doctor  (r=.69,  n=l  13,  p=.0001 ).  A 
measure  of  the  change  in  the  patient’s  accuracy 
on  this  question  was  computed.  A regression  anal- 
ysis predicting  this  change  in  accuracy  from  the 
patients’  responses  to  other  questions  and  from 
the  doctors’  diagnosis  and  treatment  predicted  this 
variable  moderately  (R’=.23,  F(13,  96)=2.26, 
p=.012).  Patients  who  had  originally  expected  to 
receive  antibiotics  came  to  have  a less  accurate 
belief  concerning  antibiotics’  ability  to  kill  vi- 
ruses H-2.1,  p=.008)  than  patients  who  had  not 
expected  antibiotics.  Patients  whose  doctors  gave 
them  prescriptions  for  drugs  other  than  antibiot- 
ics came  to  have  more  accurate  beliefs  on  this 
question  ( t=  1 .99,  p=.05 ) than  patients  who  received 
antibiotics. 

Accuracy  of  Knowledge  at  Follow-up.  At  the 
ten-day  follow-up,  66%  of  patients  indicated  that 
they  would  expect  an  antibiotic  for  a similar  ill- 
ness in  the  future  (Table  2).  The  best  predictor  of 
expecting  antibiotics  in  the  future  was  the  patients’ 
report  that  they  had  received  antibiotics  this  time 
(F=  14.3 1 , p=.()0()3).  A number  of  variables  had 
no  relation  to  whether  the  patient  would  seek 
antibiotics  next  time,  including  the  amount  of  time 
the  doctor  spent  with  the  patient,  the  patient's 
understanding  of  the  doctor’s  treatment  choice, 
the  doctor’s  diagnostic  category,  the  doctor’s 
prescription,  and  how  the  patient  felt  at  the  10- 
day  follow-up. 

At  the  follow-up,  44%  of  patients  indicated 
they  would  come  see  the  doctor  sooner  fora  similar 
illness  in  the  future  (Table  2).  The  best  predictor 
was  whether  the  patient  had  said  after  talking  with 
the  doctor  that  he  or  she  understood  the  doctor’s 


choice  of  treatment  (the  better  they  understood, 
the  more  likely  they  would  come  later;  F=6.39, 
p=.013).  Another  significant  factor  was  whether 
the  patient  had  had  difficulties  with  medicine. 
Thirteen  percent  of  patients  had  difficulty  with 
the  medication,  and  they  would  come  later  (F=3.99, 
p=.049).  People  who  were  diagnosed  with  a vi- 
ral infection  said  they  would  come  later  (F=3.77, 
p=.055). 

Discussion 

The  doctors  in  this  study  prescribed  antibiotics 
for  respiratory  infections  at  a rate  comparable  to 
other  studies. The  prescription  of  antibi- 
otics did  not  increase  the  rate  at  which  patients 
felt  better  at  7 to  10  days.  However,  respiratory 
infections  are  self  limiting  and  most  patients  felt 
better  at  7 to  10  days. 

Antibiotics  did  not  reduce  the  number  of  pa- 
tients who  called  back  or  returned  to  the  office 
for  additional  treatment.  The  7%  of  patients  who 
returned  for  additional  care  for  their  respiratory 
infection  in  this  study  (9.5%  of  those  without 
antibiotics,  5.6%  of  those  given  antibiotics)  is 
similar  to  the  5%  observed  in  the  Netherlands  for 
patients  who  received  or  did  not  receive  antibi- 
otics,'^ is  less  than  the  1 8%  observed  in  England 
for  patients  treated  with  antibiotics,'^  and  is  less 
than  the  15%  of  those  who  received  placebo  but 
more  than  the  4%  of  tho.se  who  received  antibi- 
otics in  a U.S.  study.-'  Overall,  this  suggests  that 
prescribing  antibiotics  is  not  a very  effective 
method  to  prevent  the  patient  from  revisiting  the 
clinic  for  the  same  respiratory  infection. 

At  seven  to  ten  days  after  the  initial  visit,  tho.se 
who  felt  better  were  more  satisfied,  and  those  who 
had  been  more  satisfied  right  after  seeing  the  dcKtor 
continued  to  be  more  satisfied.  Those  who  had 
had  to  come  back  to  see  the  doctor  were  less  sat- 
isfied. However,  receiving  antibiotics  per  se  did 
not  affect  whether  the  patient  was  satisfied. 

Giving  what  the  patient  wants — antibiotics  if 
they  expect  them,  no  antibiotics  if  that  is  what 
they  want — also  did  not  increase  the  patient's 
satisfaction  at  ten  days.  This  suggests  that  a com- 
mon physician  Justification  for  giving  antibiot- 
ics for  respiratory  infections  is  unfounded. 

Effects  of  the  Encounter  on  Patient's  Beliefs 
and  Flxpectations. — Patients  started  out  with  in- 
accurate knowledge  concerning  the  effects  of  an- 
tibiotics. The  encounter  with  the  doctor — presum- 
ably the  doctor’s  educational  effort.s — did  not 
improve  this  overall:  the  number  who  agreed  with 
the  false  statement  that  antibiotics  kill  viruses 
actually  increased  from  33%  to  45%  after  the 
physician  visit.  Those  who  wanted  antibiotics  came 
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to  endorse  the  inaccurate  statement  more  than  those 
who  did  not  want  antibiotics.  On  the  other  hand, 
those  to  w horn  the  doctor  gave  a prescription  for 
a non-antibiotic  drug  (e.g.,  cough  medicine,  de- 
congestant) came  to  have  more  accurate  beliefs 
concerning  w'hether  antibiotics  kill  viruses.  This 
suggests  three  things:  ( 1 ) In  some  of  these  en- 
counters, the  doctors  educated  the  patients;  (2) 
this  education  has  an  effect  on  patients’  know  l- 
edge and  expectations;  and  (3)  doctors  may  be 
more  motivated  to  educate  a patient  about  the 
ineftlcacy  of  antibiotics  against  viruses  when  they 
do  not  prescribe  the  patient  antibiotics. 

Some  of  the  most  significant  patient  educa- 
tion is  provided  implicitly.  Doctors'  treatment 
affects  patients’  expectations  for  what  should  be 
done  for  respiratory  infections.  Patients  w ho  got 
antibiotics  this  time  were  more  likely  to  say  they 
would  expect  them  next  time.  The  majority  of 
patients  expressed  the  intention  to  visit  the  phy- 
sician sooner  next  time.  On  the  other  hand,  res- 
piratory infection  patients  who  felt  they  under- 
stood the  dcK'tor’s  reason  for  treatment,  and  patients 
who  were  diagnosed  with  a viral  infection,  were 
le.ss  inclined  to  say  they  would  come  back  earlier 
next  time  they  have  a similar  illness. 

The  fact  that  patients  were  almost  as  likely  to 
expect  antibiotics  when  those  were  inappropri- 
ate as  when  appropriate  indicates  an  opportunity 
for  physicians  to  educate  patients  selectively,  if 
they  can  perceive  which  patients  expect  antibi- 
otics. However,  our  earlier  report  showed  that 
physicians  do  not  recognize  their  patients’  expec- 
tations very  accurately.-'*  Therefore  the  best  strategy 
may  be  to  educate  all  respiratory  infection  pa- 
tients concerning  the  inefficacy  of  antibiotics  for 
viral  URl  infections. 

Can  Physicians  Change  Their  Antibiotic  Pre- 
scribing Habits? — If  antibiotics  are  not  effec- 
tive in  treating  most  respiratory  infections  nor  in 
satisfying  patients,  but  are  costly  and  increase  or- 
ganisms’ resistance, perhaps  physicians  should 
prescribe  antibiotics  for  respiratory  infections  less 
often  than  they  do  now.'°  Certainly  it  is  possible 
to  change  physicians’  habits.  A Swedish  program 
reduced  antibiotics  prescription  rate  for  respira- 
tory infections  to  44%,  and  the  rate  stayed  that 
low  for  5 years.'-  After  years  of  concerted  effort 
to  reduce  physicians’  antibiotic  prescription  habits, 
an  Italian  program  has  reduced  the  rate  to  less 
than  5%."  These  kinds  of  effort  are  not  uniform- 
ly successful,  of  course.  There  are  anecdotal  re- 
ports of  physicians  who  just  will  not  reduce  their 
antibiotics  prescribing  rate  despite  substantial 
reductions  on  the  part  of  their  colleagues.'^ 

Though  scientific  argumentation  can  be  com- 


pelling, often  it  does  not  catch  clinicians’  atten- 
tion.’' A more  accessible  strategy  might  be  to 
communicate  the  clinical  script  of  a physician  who 
has  a low  rate  of  prescribing  antibiotics.  For  ex- 
ample, a script  such  as  the  following  offers  sev- 
eral strategies  that  could  reduce  antibiotic  u.se 
(though  a busy  clinician  could  not  touch  on  ev- 
ery point  with  every  patient  who  expects  antibi- 
otics for  a respiratory  infection): 

• First,  you  find  out  who  wants  antibiotics, 
and  don’t  give  them  to  anyone  who  doesn’t 
want  them. 

• Second,  find  out  what  the  request  means. 
Patients  always  say  they  want  antibiotics  be- 
cause they  “work.”  Work  to  do  what?  If  you 
ask,  you’ll  learn  what  your  real  task  is.  For 
many  patients,  the  "work”  is  to  prevent  pneu- 
monia; for  others,  the  “work”  is  to  get  them 
back  on  the  job.  For  a few,  it  is  to  cure  the  disea.se 
they  are  afraid  they  have  and  are  convinced 
you  are  missing. 

• Third,  use  “principled  negotiation”  with 
them.  If  they  w ant  to  prevent  pneumonia,  ex- 
plain what  you  know  about  how  URis  and 
pneumonias  are  linked,  how  you  can  tell  ear- 
ly pneumonia  from  self-limited  URI,  what  your 
back-up  plan  might  be  in  case  you  have  mis- 
judged their  symptoms,  and  what  else  you  can 
recommend  to  prevent  pneumonia,  such  as 
smoking  cessation  or  the  avoidance  of  alco- 
hol to  minimize  aspiration  opportunities.  If  they 
need  to  get  back  to  work,  tell  them  about  symp- 
tom-relief tricks  so  they  can  sleep  at  night  and 
not  give  the  crud  to  their  co-workers.  If  they 
fear  a different  disease,  deal  with  that. 

• If  they  still  want  antibiotics,  even  after  you 
explain  that  those  don’t  work  with  their  viral 
infection  and  don’t  prevent  “superinfection” 
worth  speaking  of,  then  consider  your  best 
alternative  to  a negotiated  agreement.”  This 
will  depend  in  most  instances  on  the  details 
of  your  relationship  to  the  patient:  Are  you 
treating  them  for  personality  disorder  or  heart 
failure?  How  critical  is  your  relationship  to  your 
ability  to  care  for  them,  and  what  will  the  choice 
you  make  here  do  to  that  relationship?* 

Limitations  of  the  Study 

Our  measurements  of  outcome  and  patient  satis- 
faction are  weakened  by  possible  ceiling  effects, 
for  most  patients  felt  better  ten  days  later,  and 
most  were  satisfied  with  their  doctor.  We  might 
have  detected  improvement  in  how  patients  feel 


*Dr.  Kent  Bergh.  Family-L  electronic  mail  (discussion  group,  February 
23.  1996.  Quoted  (slightly  edited)  with  permission. 
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due  to  antibiotics  if  we  had  done  the  follow-up 
interview  at  2 or  3 days  rather  than  at  7 to  1 0 days. 
Additionally,  the  study  design  was  correlational 
rather  than  experimental.  As  we  did  not  control 
whether  the  patient  got  antibiotics,  we  can  not 
eliminate  the  possibility  that  the  doctors  avoided 
dissatisfaction  and  fended  off  many  return  visits 
by  selectively  giving  antibiotics  to  those  patients 
who  would  otherwise  have  complained  and  made 
return  visits.  Further,  we  relied  on  patient  report 
rather  than  direct  measurement  of  several  factors, 
such  as  the  time  the  doctor  spent  educating,  so 
there  is  the  possibility  of  a halo  effect  in  patient 
rating  of  doctor  behavior — those  who  were  sat- 
isfied might  have  said  the  doctor  did  helpful  things. 

Conclusion 

Our  small  study  does  not  confirm  physicians’  fear 
that  failing  to  prescribe  an  antibiotic  for  a respi- 
ratory infection  that  is  most  likely  viral  will  re- 
sult in  patient  dissatisfaction  or  poor  patient  out- 
come. [jj 
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Commentary 


Sooner  or  later  the  withdrawal  and  limitation  of  treatment 
will  occur  regardless  of  what  the  patient  or  his  family  wishes 
and  what  the  physician  deems  appropriate. 


Ethics  and  Morality  vs.  Managed  Care 

Ernest  G.  Warner,  MD 


The  purpose  of  this  article  is  to  analyze  various 
problems  produced  by  managed  care  and  the 
ethical  dilemmas  contained  therein.  The  most 
important  change  is  the  radical  departure  from 
the  traditional  physician/patient  relationship, 
wherein  the  physician  is  regarded  as  an 
advocate  for  the  patient.  In  the  new  paradigm, 
the  patient  is  viewed  as  an  individual  to  be 
manipulated  to  increase  the  profit  of  the  third 
party/stockholder/physician. 

Each  year  a larger  percentage  of  physicians, 
including  Oklahoma  physicians,  are  tak 
ing  part  in  managed  care.  When  physicians 
become  active  participants  in  these  organizations, 
the  managed  care  organization  dictates  the  rules 
of  engagement,  payment,  etc.  Some  of  these  rules 
clearly  conflict  with  the  basic  structure  of  med- 
icine. the  philosophical,  psychological,  and  eth- 
ical construct  of  physicians,  and  may  have  major 
adverse  legal  repercussions  as  well.  As  a prima- 
ry place  to  start  in  the  evaluation  of  the  changes 
which  are  taking  place,  the  evaluation  of  the 
physician/patient  relationship  is  essential. 

Historically,  physicians  in  western  society  have 
been  advocates  for  patients.  This  is  the  same  type 
of  construct  used  in  the  legal  arena.  Patients  come 
to  physicians  expecting  them  to  have  a lOO'T  in- 
volvement or  stake  in  their  care,  with  the  tacit  as- 
sumption that  the  physician  will  provide  care  and 
protection  for  their  lives  and  well-being.  The  ba- 
sic structure  of  medical  teaching  in  this  area  is  "to 
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do  the  patient  no  harm."  The  Hippocratic  and  oth- 
er oaths  speak  of  this  commitment  to  total  patient 
advocacy.  Physicians  have  maintained  a high  lev- 
el of  approval  in  the  western  world  largely  because 
of  their  advocacy  for  the  patient.  The  physician 
serves,  as  a lawyer  might  serve,  to  focus  the  best 
of  his  expertise  and  experience  upon  the  patient, 
regardless  of  other  contacting  values.  The  essen- 
tial. core  value  in  medicine  is  the  focus  of  total 
beneficence  toward  the  patient.  While  this  may  be 
actively  pursued  via  various  modalities  such  as 
medication,  physical  therapy,  electric  shock  ther- 
apy, surgery,  etc.,  the  ultimate  aim  is  to  provide 
care  to  that  individual  and  return  hiin/her  to  the 
highest  level  of  productivity  possible. 

Managed  care  can  have  the  effect  of  reversing 
this  advocacy  or  beneficial  role  of  the  players.  The 
physician  can  be  put  in  a position  in  which  the  patient 
becomes  a financial  adversary.  That  is,  with  many 
managed  care  arrangements,  the  physician  makes 
the  most  income  when  he  does  not  treat  the  pa- 
tient. If  capitated  fees  can  be  kept  intact,  then  the 
third  party,  such  as  an  HMO,  will  have  the  largest 
amount  of  income  to  distribute,  including  at  least 
.some  to  the  physician  providers. 

Physicians  should  understand  that  third  par- 
ties are  in  business  only  to  make  a profit  (mon- 
ey). They  are  not  altruistic,  patient  motivated,  or 
beneficent,  to  use  an  ethical  construct.  HMOs,  etc. 
are  driven  purely  by  the  capitalist  motive  of  making 
the  most  money  with  the  least  investment  possi- 
ble and  in  the  least  time.  This  fits  our  country’s 
business  climate,  which  is  profit  driven  of  neces- 
sity. Stockholders  who  invest  should  certainly 
expect  a profit  on  their  investment.  Further,  they 
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American  Medical  Association 

Principles  of  Medical  Ethics 

Preamble; 

The  medical  profession  has  long  subscribed  to  o body  of  ethical 
statements  developed  primarily  for  the  benefit  of  the  patient.  As  o 
member  of  this  profession,  o physician  must  recognize  responsibility 
not  only  to  patients,  but  also  to  society,  to  other  health 
professionals,  and  to  self.  The  following  Principles  adopted  by  the 
American  Medical  Association  are  not  laws,  but  standards  of 
conduct  which  define  the  essentials  of  honorable  behavior  for 
the  physician. 

I.  A physician  shall  be  dedicated  to  providing  competent 
medical  service  with  compassion  and  respect  for  human 
dignity. 

II.  A physician  shall  deal  honestly  with  patients  and  colleagues, 
and  strive  to  expose  those  physicians  deficient  in  character  or 
competence,  or  who  engage  in  fraud  or  deception. 

III.  A physician  shall  respect  the  law  and  also  recognize  a 
responsibility  to  seek  changes  in  those  requirements  which  are 
contrary  to  the  best  interest  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of  colleagues, 
and  of  other  health  professionals,  and  shall  safeguard  patient 
confidence  within  the  constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and  advance 
scientific  knowledge,  make  relevant  information  available  to 
patients,  colleagues,  and  the  public,  obtain  consultation,  and 
use  the  talents  of  other  health  professionals  when  indicated. 

VI.  A physicians  shall,  in  the  provision  of  appropriate  patients 
care,  except  in  emergencies,  be  free  to  choose  whom  to 
serve,  with  whom  to  associate,  and  the  environment  in  which 
to  provide  medical  services. 

VII.  A physician  shall  recognize  a responsibility  to  participate  in 
activities  contributing  to  an  improved  community. 


cannot  make  money  over  time  in  a service  busi- 
ness if  the  service  does  not  meet  reasonable  quality 
standards. 

Intrinsically,  there  is  nothing  unethical  in  this 
area  in  the  ordinary  type  of  business.  Capitalism 
has  brought  to  the  United  States  the  highest  level 
of  industrial  development  coupled  with  personal 
freedom  of  any  country  in  the  world.  Nonethe- 
less, when  the.se  constructs  are  applied  to  health- 
care the  situation  is  different.  Now  we  are  deal- 


ing with  a patient’s  life,  the  possible  early  termi- 
nation of  same  plus  the  quality  of  that  which  re- 
mains. This  cannot  be  compared  to  an  ordinary 
business  where  if  one  goes  broke,  one  can  come 
back  and  start  over  again.  Treatment  decisions 
made  on  an  individual  patient  may  and  often  do 
delay  death  or  disability  and  forced  retirement, 
or  cause  a total  change  of  life-style  as  would  an 
amputation,  suicide,  etc. 

Physicians  taking  part  in  capitated  plans  may 
participate  in  several  ways  that  are  uneth- 
ical in  effect,  if  not  technically  so.  Many 
plans  at  the  end  of  the  year  will  split  the  profits, 
that  is,  the  unspent  premiums  paid  on  behalf  of 
the  patient,  among  the  attending  physicians  and 
the  third  party  such  as  an  HMO  or  insurance  com- 
pany. An  alternative  is  for  the  physicians  to  own 
the  third  party,  wholly  or  in  part,  putting  in  risk 
capital  with  the  assumption  of  making  a profit. 
This  is  called  risk  sharing  by  HMO  managers.  Issues 
such  as  control  of  decision  making  by  physicians 
is  the  basis  for  producing  a profit  or  loss  at  year 
end.  If  a CBC  or  chest  x-ray  is  not  ordered,  that 
amount  of  money  is  unspent  and  will  be  appro- 
priately divided.  To  have  medical  decisions  sig- 
nificantly affected  by  business  concepts  is  large- 
ly foreign  to  American  medical  care.  The  physician 
is  now  in  a position  to  be  rewarded  by  receiving 
a bigger  profit  for  giving  less  or  inadequate  care 
than  if  he  provides  appropriate  care.  The  conclu- 
sion is  very  obvious;  physicians  will  make  more 
money  (profit)  for  themselves  by  never  referring 
a patient  to  a specialist  or  at  least  delaying  it  as 
long  as  possible,  avoiding  diagnostic  procedures 
such  as  MRI  scans,  EMGs,  etc.  Then  that  money  is 
either  spent,  or  at  least  spent  later,  from  the  pool 
of  funds  supplied  by  the  patients  under  capita- 
tion. Ultimately,  then,  that  money  is  unavailable 
to  be  shared  by  the  physician  as  his  personal  profit. 

Fees  are  paid  in  exchange  for  care.  How  ever, 
realistically,  there  is  simply  no  way  physicians 
will  continue  to  operate  on  an  altruistically  driv- 
en basis  when  they  have  a total  personal  stake  in 
the  financial  outcome  of  the  enterpri.se.  This  is 
especially  true  when  they  are  being  evaluated  ba.sed 
on  economic  results.  Being  very  competitive  by 
nature  (for  the  most  part),  they  will  strive  to  be 
“the  best"  apart  from  economic  considerations. 
Managed  care  can  place  both  forces  at  work. 

Equally  ethically  demanding  is  the  issue  of 
futility  which  will  come  to  the  forefront  in  the 
next  several  years  as  the  major  ethical  issue.  This 
is  a topic  already  being  vigorously  discus.sed  in 
the  bioethical  literature.  As  soon  as  definitions/ 
guidelines  are  .set  up  todefine/»///i7v,  physicians 
will  be  forced  to  treat  most  of  their  employer's 
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(patients  under  these  clinical  guidelines.  Guide- 
lines are  definitely  coming  and  physicians  will 
be  forced  to  conform  in  order  to  be  a player/share 
I taker  in  the  profits.  Sooner  or  later  the  withdraw- 
al and  limitation  of  treatment  will  occur  regard- 
less of  what  the  patient  or  his  family  wishes  and 
I what  the  physician  deems  appropriate.  This  will 
I be  based  primarily  on  financial  concepts,  not  on 
what  is  beneficial  or  even  deserved  by  the  indi- 
vidual patient.  As  an  example,  if  a patient  comes 
I into  the  hospital  in  renal  failure,  and  dialysis  is 
deferred  or  refused  by  the  physician,  the  patient 
then  will  be  allowed  to  expire  secondary  to  the 
lack  of  dialysis.  Thus  more  money  is  made  for 
1 the  third  party/physician  by  not  treating  the  pa- 
tient. Vigorous  treatment  of  this  type  of  patient 
in  business  terms  is  a financial  loss  situation. 
I Further,  since  treatment  decisions  will  be  proto- 
* col/guideline  driven,  treatment  options  w hich  the 
; patient/family  might  w ish  to  choose  w ill  not  even 

I be  presented.  This  is  to  prevent  a patient/family 
from  choosing  a higher  priced  type  of  care.  This 
denies  patient  autonomy  as  well — a basic  ethi- 
I cal  principle. 

I Anecdotally,  several  physicians  have  already 
discussed  this.  That  is,  the  inherent  conflict  of 
belonging  to  managed  care  programs  and  taking 
ethical  care  of  their  patients.  These  are  physicians 
already  active  in  capitated  programs  in  the  Okla- 
homa City  area  who  perceive  this  conflict  of  in- 
terest. 

They  have  admitted  to  me.  reluctantly  and 
with  guilt  in  their  voices,  that  they  know 
they  are  occasionally  no  longer  taking  ad- 
equate care  of  these  patients.  They  point  out  that 
the  tests  which  they  would  usually  use.  an  MRI 
scan  for  example,  are  so  expensive  that  most  of 
their  capitation  fee  would  be  consumed  for  sev- 
eral months.  If  they  have  to  do  two  MRls  on  a given 
patient,  such  as  a cervical  spine  and  head,  the  cost 
could  eat  up  a year  or  more  of  capitation  fees, 
depending  on  the  level  of  funding.  Hence  these 
physicians  are  no  longer  basing  medical  decision 
making  on  beneficence/autonomy  and  patient 
advocacy,  but  on  maximizing  their  own  personal 
income,  this  income  being  derived  from  omitting 
needed  medical  care. 

The  same  principle  applies  to  DNR  orders.  If 
DNR  orders  are  written  immediately  upon  the  ad- 
mission of  critically  ill  patients  to  the  hospital, 
the  patient  can  be  allowed  to  die  much  more  rap- 
idly and  money  will  be  saved.  Unfortunately,  to 
ethically  (and  legally)  write  a DNR  order,  one  cur- 
rently needs  permission  from  the  patient  or  their 
designated  surrogate  if  the  patient  is  no  longer 
able  to  give  permission.  This  concept  of  patient/ 


family  autonomy  in  DNR  orders  is  now  under  attack 
with  the  suggestion  that  physicians  may  indepen- 
dently (without  patient  or  surrogate  approval)  be 
permitted  to  write  DNR  orders  in  the  future.  Such 
an  approach  would  eliminate  all  patient  and  fam- 
ily participation  in  this  important  aspect  of  medi- 
cal decision  making. 

The  alleged  rational  for  this  approach  is, 
again,  .saving  money  by  speeding  up  the 
hospital  administrative  process  and  by 
avoiding  futile  treatment.  The  frightening  part  is 
the  lack  of  patient/family  input,  which  is  essen- 
tial for  ethical  medical  treatment.  Medical  treat- 
ment is  predicated  upon  the  physician  providing 
a plan  of  treatment  for  a given  diagnosis.  The 
patient  then  has  the  option  of  electing  to  follow 
that  treatment  or  not.  The  physician  does  not  have 
the  right  to  treat  a patient  independently,  partic- 
ularly to  impose  withdrawal  of  therapy,  such  as 
in  a DNR  order,  without  acting  in  response  to  the 
expressed  wishes  of  the  patient  or  the  designated 
surrogate. 

While  one  may  believe  that  this  kind  of  med- 
ical decision  making  will  never  hap-pen  in  the 
United  States,  1 would  suggest  looking  at  the  Dutch 
experience.  The  Dutch  started  physician-assist- 
ed suicide  some  years  ago.  Note  carefully  that 
with  physician-assisted  suicide  they  have  had 
careful  regulations  in  place  to  prevent  abuse. 
However,  since  the  ability  to  kill  was  placed  in 
the  hands  of  physicians,  physician-assisted  sui- 
cide has  been  replaced  by  true  euthanasia.  Some 
patients  are  in  fact  carrying  cards  in  their  wallets 
saying  DO  NOT  EUTHANIZE  ME.  An  official  report 
from  the  Netherlands  documents  the  killing  of 
three  patients  each  day  by  active  euthanasia  (not 
physician-assisted  suicide).  It  needs  to  be  made 
very  clear  that  the  whole  movement  of  physician- 
assisted  suicide/euthanasia  in  Holland  started  out 
as  a discussion  of  futile  treatment  (as  is  now 
ongoing  in  the  U.S.).  It  then  moved  into  the  realm 
of  physician-assisted  suicide  and  is  now  in  the 
realm  of  active  euthanasia  at  the  physician’s  re- 
quest only.  The  physician  in  Holland  is  able  to 
terminate  the  patient  based  on  the  physician’s  own 
wish  to  do  so  with  no  input  from  the  patient  or 
family.  Not  infrequently,  patients  are  terminated 
even  against  their  expressed  wishes.  So  much  for 
the  hollow  concept  of  beneficence  from  physi- 
cians as  a major  protection  of  patients’  lives. 

A second  bit  of  historical  evidence  should  be 
kept  in  mind.  The  slippery  slope  was  also  creat- 
ed in  Germany.  In  the  early  days  of  the  Nazi  re- 
gime, decisions  were  made  to  terminate  the  lives 
of  people  considered  incurable,  with  no  produc- 
tive future  or  hope  for  a normal  life.  This  started 
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out  with  active  euthanasia  totally  directed  by 
German  physicians  in  the  mental  hospitals  and 
asylums.  It  began  with  those  who  were  schizo- 
phrenic or  incurably  mentally  ill,  with  children 
who  had  spina  bifida,  and  with  those  having  se- 
vere seizure  disorders,  etc.  This  was  seen  as  a bi- 
pronged  attack:  first,  release  these  people  from  a 
continuing  chronic  medical  condition  which  could 
not  be  cured,  i.e.,  issue  of  futility;  and  second, 
Germany  needs  all  its  funds  to  take  care  of  its 
very  poorly  capitalized  economy.  Do  these  two 
principles  sound  strangely  familiar  in  1 996  in  the 
U.S? 

The  results  are  fascinating.  The  German  phy- 
sicians, and  we  know  that  physicians  man- 
aged these  programs,  exterminated  70,000 
German  citizens  in  22  months,  predominately  in 
the  mental  hospitals  and  homes  for  the  incurable 
ill  in  Germany.  This  produced  a glut  of  physi- 
cians and  nurses  on  a temporary  basis. 

The  next  move  was  to  declare  that  certain  in- 
dividuals were  not  worthy  of  life  because  of  their 
race,  ethic  background,  religion,  etc.  The  rest  of 
that  story  is  too  well  known  to  repeat,  other  than 
to  remember  the  cost  of  millions  of  lives. 

The  point  of  relating  the  above  is  to  suggest 
that  physicians  are  really  no  different  ethically 
and  morally  than  the  rest  of  the  population.  Once 
given  the  ability  to  kill  legally,  they  proceed  down 
the  path.  If  the  controls  are  loosened,  as  they  have 
been  in  Holland  recently  and  in  Germany  in  the 
1 930s — the  same  scenario  probably  will  be  played 
out  in  the  U.S.  What  starts  with  a capitulation  to 
the  arguments  regarding  futility  and  prolonged 
death  is  moved  by  economics  to  terminate  “un- 
desirables,” who  only  use  re.sources  and  do  not 
actively  contribute  to  the  economic  well  being 
of  the  state. 

How  does  this  bit  of  history  impact  on  man- 
aged care?  The  issue  is  similar.  If  one  prevents 
patients  from  having  DNR/dialysis/transplants, 
money  is  saved.  If  one  can  declare  these  patients 
as  incurable  such  that  further  treatment  is  futile, 
then  life  de.serves  to  be  terminated.  The  money 
saved  is  shared  by  the  stockholders  and  the  em- 
ployees (physicians). 

Unfortunately,  the  evolution  of  the  process  is 
usually  very,  very  subtle  for  the  physician.  In- 
stead of  being  the  advocate  for  the  patient,  to  provide 
the  very  best  medical  care  at  the  bedside,  he  now 
becomes  an  agent  of  a third  party,  be  it  the  state. 
Blue  Cross/Blue  Shield,  UMO,  etc.  Physicians  are 
no  different  morally  or  ethically  than  any  other 
segment  of  the  population.  We  have  some  physi- 
cians who  are  actually  overtly  dishonest,  although 
a small  percentage.  All  physicians  arc  subject  to 


coercion  and  corruption,  especially  if  their  live- 
lihood is  clearly  threatened  by  loss  of  a sufficient 
number  of  patients.  Physicians  are  already  hav- 
ing their  moral/ethical  standards  challenged  on 
individual  decisions  on  patient  care.  Some  admit 
that  they  are  not  giving  their  patients  what  they 
need  at  this  point  in  time,  even  with  the  managed 
care  environment  being  relative  liberal  in  the  State 
of  Oklahoma.  As  their  income  drops,  as  will  al- 
most surely  occur  in  the  future,  it  will  become 
even  more  advantageous  to  deny  treatment  and 
to  assist  patients  in  terminating  their  lives,  and 
physicians  will  have  an  ever-enlarging  financial 
incentive  to  do  so.  Already,  if  physicians  spend 
too  much  money  on  an  individual  patient,  there 
is  a penalty.  They  can  be  dropped  from  a plan  or 
not  allowed  to  enter  and  hence  have  no  employ- 
ment at  all.  Given  the  construct  of  many  physi- 
cians now  coming  out  of  training  who  are  in  debt 
up  to  $50,000,  the  alternatives  are  very  clear  and 
totally  defined.  They  will  need  to  make  a deci- 
sion between  being  employed  and  paying  their 
debt  or  becoming  a pauper.  Given  the  history  of 
the  medical  profession  elsewhere,  one  suspects 
that  the  rules,  when  they  are  produced  by  the  third 
party,  will  be  accepted  with  little  remorse  or  re- 
gret! History  verifies  this  concept. 

Lastly,  there  is  the  legal  concept  involved  in 
managed  care.  There  have  already  been  several 
cases  in  the  courts  regarding  treatment  decisions. 
I offer  to  you  the  following  scenario: 

Attorney:  Doctor,  how  are  you  reimbursed  for 
your  services  from  the  HMO/third  party?  How 
are  you  paid,  on  a fee-for-service  basis  or  on 
a capitated  basis — a fixed  fee  is  paid  each  month 
for  the  total  care  of  the  patient? 

Physician:  Well,  it  is  capitated  in  the  sense 
that  our  group  has  so  much  money  to  take  total 
care  of  that  patient. 

Attorney:  So  then  if  your  group  (employer) 
loses  money,  what  happens? 

Physician:  Well,  if  we  (the  plan)  continue  to 
lose  money  on  a patient,  ideally  the  patient 
has  to  leave  the  plan  or  we  need  to  decrease 
the  level  of  care  for  the  patient. 

Attorney:  Let’s  say  you  have  ten  patients,  all 
of  whom  overutilize  medical  services  by 
$ I (),()()()  more  than  they  paid  in  each  year.  What 
happens  to  you? 

Physician:  I would  be  reprimanded  or  disci- 
plined. riiis  would  be  done  as  education.  It 
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would  be  made  plain  to  me  that  this  was  not 
acceptable  behavior  on  my  part;  that  is,  to  spend 
that  much  money  on  those  patients  hurts  our 
group's  profit.  After  all.  medical  care  is  busi- 
ness and  the  company  has  to  pay  the  stock- 
holders, etc. 

Attorney:  Doctor,  do  you  think  your  judgment 
might  have  been  altered  in  Mr.  Jones’  case  in 
writing  a dnr  order  that  really  was  not  needed? 

The  rest  of  the  .scenario  is  quite  clear  as  to  what 
would  happen  in  a jury's  mind.  When  physicians 
are  increasingly  rewarded  for  nor  giving  medical 
care,  and  this  reward  is  financial,  a jury  would 
grasp  the  immediate  implication  for  orders  lim- 
iting care.  1 can  assure  you  that  if  I were  an  attor- 
ney involved  in  such  a case,  1 would  certainly  use 
this  argument  against  defendant  physicians.  Many 
attorneys  already  have  done  so. 

In  conclusion.  I would  suggest  that  physicians 
think  over  very  carefully  the  ethical/moral  dilemma 
w hich  prepaid/HMOs/managed  care-type  contracts 
impose  upon  them  ethically,  if  the  physician  par- 


ticipates in  a capitated  fee.  We  are  already  seeing 
a shift  in  ethical  and  moral  values — ethical  be- 
ing in  the  community  and  moral  being  in  the  in- 
dividual physicians — relative  to  same.  Given  the 
historical  prospective,  physicians  should  return 
to  being  the  patients’  advocates.  They  should  not 
take  part  in  managed  care  programs  in  which  they 
have  a financial  interest.  If  they  do  not  have  a 
financial  interest  in  it,  at  the  level  of  being  a stock- 
holder or  getting  a cut  of  the  profit,  then  they  had 
better  be  able  to  maintain  their  ethical  integrity 
and  judgment.  Unfortunately,  one  doubts  that  the 
business  climate  in  the  United  States  will  be  such 
that  even  that  ability  will  last  very  long.  iji 


This  article  was  u rillen  prior  lo  the  publication  of  “Kthical  Issues  in  Managed 
Care."  JAMA.  January  25.  19%.  Vol.  213.  No.  4.  p.  3.40.  For  expanded 
coverage  of  the  above  issues,  this  is  recommended  reading. 
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^ Tke  Piit>{>ocratic  Oatk  ^ 

I swear  by  Af)ollo  Physician,  by  Asclejfiius,  by  Health,  by  Heal- 
All,  an  d by  all  the  gods  and  goddesses,  making  them  witnesses, 
that  I will  carry  out,  according  to  my  ability  and  judgment,  this  oath 
and  this  indenture:  ^ To  regard  my  teacher  in  this  art  as  equal  to  my 
fiarents;  to  make  him  Jiartner  in  my  livelihood,  and  when  he  is  in  need  of 
money  to  share  mine  with  him;  to  consider  his  offsfiring  equal  to  my 
brothers;  to  teach  them  this  art,  if  they  require  to  learn  it,  without  fee 
or  indenture;  and  to  imjiart  Jirecefit,  oral  instruction,  and  all  the  other 
learning,  to  my  sons,  to  the  sons  of  my  teacher,  and  to  fiupils  who  have 
signed  the  indenture  and  sworn  obedience  to  the  physicians  Law,  but 
to  none  other.  ^ I will  use  treatment  to  help  the  sick  according  to  my 
ability  and  judgment,  but  I will  never  use  it  to  injure  or  wrong 
them.  ^ I will  not  give  poison  to  anyone  though  asked  to  do  so,  nor 
will  I suggest  such  a plan.  ^ Similarly  I will  not  give  a pessary  to  a 
woman  to  cause  abortion.  But  in  purity  and  in  holiness  I will  guard  my 
life  and  my  art.  ^ I will  not  use  the  knife  on  sufferers  from  stone,  but 
I will  give  place  to  such  as  are  craftsmen  therein,  ^ Into  whatsoever 
houses  I enter,  I will  do  so  to  help  the  sick,  keeping  myself  free  from  all 
intentional  wrong-doing  and  harm,  especially  from  fornication  wi  th 
woman  or  man,  bond  or  free.  ^ Whatsoever  in  the  course  of  practice  I 
see  or  hear  (or  even  outside  my  practice  in  social  intercourse)  that  ou  ght 
never  to  be  published  abroad,  I will  not  divulge,  but  consider  such 
things  to  be  holy  secrets.  Now  ifl  keep  this  oath  and  break  it  not, 
may  I enjoy  honour,  in  my  life  and  art,  among  all  men  for  all  time:  but  if 
I transgress  and  forswear  myself,  may  the  opposite  befall  me. 
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Report  59  of  the  AM  A Board  of  Trustees  (A-96) 


Physician-Assisted  Suicide 

From  the  Reference  Committee  on  Amendments  to  Constitution  and  Bylaws 


Executive  Summary 

his  Board  of  Trustees  report  calls  for 
reaffirmation  of  the  position  of  the 
American  Medical  Association  (AMA)  in 
opposition  to  physicians  assisting  their  patients 
in  committing  suicide.  The  AMA  maintains  that 
the  appropriate  step  for  physicians  is  not  to 
assist  a patient  in  death  but  to  provide  compas- 
sion and  palliative  care.  In  providing  end-of- 
life  care,  the  option  of  allowing  physicians  to 
intentionally  cause  the  death  of  patients  is  a 
line  that  should  not  be  crossed.  This  position  is 
based  on  the  historical  role  of  physicians  as 
advocates  for  healing. 

The  report  discusses  AMA  activity  to  design 
and  implement  a comprehensive  physician  ed- 
ucation plan  on  end-of-life  care  in  response  to 
the  House  of  Delegates’  action  in  adopting 
Board  of  Trustees  Report  48-1-95,  "Quality 
Care  at  the  End  of  Life.”  This  plan  will  further 
the  AMA’s  commitment  that  patients  should 
receive  high  quality  care  during  every  stage  of 
life,  including  the  end  of  life.  The  goal  of  this 
educational  campaign  is  to  advance  the  medi- 
cal culture  by  making  palliative  treatment  and 
care  directions  based  on  values-based  advance 
care  planning  the  standard  of  care  for  meeting 
the  needs  of  patients  at  the  end  of  life.  The  ba- 
sis for  this  activity  will  be  the  acknowledgment 
that  physicians,  while  unable  to  always  provide 
a cure,  should  always  be  able  to  relieve  suffer- 


ing, address  the  psychological  needs  of  patients 
at  the  end  of  life,  add  value  to  remaining  life, 
and  help  patients  die  with  dignity. 

The  report  presents  information  on  .state 
legislative  activities  and  judicial  actions  relat- 
ing to  physician-assisted  suicide.  The  report 
also  presents  a discussion  on  the  ethical  under- 
pinnings against  physician  participation  in  pa- 
tients' suicides. 

This  report  recommends  that:  the  AMA  reaf- 
firm current  policies  140.952  and  140.966 
(AMA  Policy  Compendium),  in  accordance 
with  Council  on  Ethical  and  Judicial  Affairs 
Opinion  2.21 1 (opposition  to  physician-assist- 
ed suicide);  the  AMA  initiate  an  educational 
campaign  to  make  palliative  treatment  and  care 
directions  based  on  values-based  advance  care 
planning  the  standard  of  care  for  meeting  the 
needs  of  patients  at  the  end  of  life;  the  AMA 
continue  to  seek  out  opportunities  to  present 
the  views  of  medicine  on  physician-assisted 
suicide  and  improving  the  quality  of  care  for 
patients  at  the  end  of  life;  the  AMA  disseminate 
this  report  throughout  the  Eederation  with  a 
request  that  it  be  distributed  to  local  physi- 
cians; and  the  Board  of  Trustees  present  the 
House  of  Delegates  with  an  update  on  these 
and  related  activities  at  the  1996  Interim  Meet- 
ing and  the  1997  Annual  Meeting. 

(continued) 


J Okla  State  Med  Assoc,  Vol  89,  August  1996 


Physician-Assisted  Suicide 


Report  of  the  AMA  Board  of  Trustees 
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Subject:  Physician-Assisted  Suicide 
Presented  by:  Nancy  W.  Dickey,  MD,  Choir 

Referred  to:  Reference  Committee  onAmendments  to  Constitution  and  Bylaws 
(Betty  P.  Stephenson,  MD,  Chair) 


In  the  six  months  since  the  House  of  Delegates 
adopted  Board  of  Trustees  Report  48-1-95, 
“Quality  Care  at  the  End  of  Life,”  physician- 
assisted  suicide  has  been  the  subject  of  consider- 
able judicial,  legislative,  and  media  attention.  While 
the  American  Medical  Association  (AMA)  unequiv- 
ocally opposes  physicians  assisting  their  patients 
in  committing  suicide,  there  is  a need  to  clarify 
medicine’s  position  in  opposition  to  this  practice. 
The  issue  must  be  viewed  in  the  broad  context  of 
how  care  should  be  provided  for  patients  at  the 
end  of  life,  and  the  AMA  maintains  that  the  added 
option  of  allowing  physicians  to  intentionally  cause 
the  death  of  patients  is  a line  that  should  not  be 
crossed 

In  response  to  Report  48-1-95,  the  AMA  is 
designing  and  will  implement  a comprehensive 
physician  education  plan  on  end-of-life  care.  This 
activity  will  further  the  AMA’s  commitment  that 
patients  should  receive  high  quality  care  during 
every  stage  of  life,  including  the  end  of  life.  The 
goal  of  this  educational  campaign  is  to  make 
palliative  treatment  and  care  directions  based  on 
values-ba.sed  advance  care  planning  the  standard 
of  care  for  meeting  the  needs  of  patients  at  the 
end  of  life.  The  basis  for  this  activity  will  be  the 
acknowledgment  that  physicians,  while  unable 
to  always  provide  a cure,  should  always  be  able 
to  relieve  suffering,  address  the  psychological  needs 
oi'  patients  at  the  end  of  life,  add  value  to  remain- 
ing life,  and  help  patients  die  with  dignity. 

This  report  also  describes  recent  events  relat- 
ing to  physician-assisted  suicide,  calls  for  a reaf- 
firmation of  the  AMA’s  policy  and  ethical  stance 
in  opposition  to  physician-assisted  suicide,  and 


sets  forth  the  AMA’s  plan  of  action  for  the  com- 
ing months. 

Policy  Background  and 
AMA  Directions 

The  AMA  is  steadfast  in  the  position  that  the  pro- 
vision of  assisted  suicide  is  not  compatible  with 
the  role  of  a physician.  This  position  stems  from 
the  work  of  our  Council  on  Ethical  and  Judicial 
Affairs  (CEJA)  and  the  policy  positions  taken  by 
the  House  of  Delegates.  Both  the  policy  of  the 
AMA  and  CEJA  Opinions  are  clear  in  their  oppo- 
sition to  physician-assisted  suicide.  At  the  last 
meeting  of  the  AMA’s  Hou.se  of  Delegates,  the 
following  statement  was  approved  with  no  op- 
position: 

The  AMA  continues  to  oppose  euthanasia  and 
physician-assisted  suicide  as  fundamentally  in- 
consistent with  the  physician’s  role,  recognizing 
that  such  practice  could  contribute  to  erosion 
of  the  patient/physician  relationship.  (Board 
of  Trustees  Report  48-1-95,  Recommendation 
13) 

The  Code  of  Medical  Ethics  leaves  no  question 
in  expressing  opposition  to  physician-assisted 
suicide  (complete  text  of  this  and  related  Opin- 
ions are  attached  as  Appendix  B): 

2.211  Physician-Assisted  Suicide. — Allow- 
ing physicians  to  participate  in  assisted  sui- 
cide would  cause  more  harm  than  good.  Physi- 
cian-assisted  suicide  is  fundamentally 
incompatible  with  the  physician's  role  as  healer. 
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would  be  difficult  or  impossible  to  control,  and 
would  pose  serious  societal  risks.  Instead  of 
participating  in  assisted  suicide,  physicians  mu.st 
aggressively  respond  to  the  needs  of  patients 
at  the  end  of  life.  Patients  should  not  be  aban- 
doned once  it  is  determined  that  cure  is  im- 
possible. Patients  near  the  end  of  life  must  con- 
tinue to  receive  emotional  support,  comfort  ciu'e. 
adequate  pain  control,  respect  for  patient  au- 
tonomy. and  good  communication. 

This  Opinion  is  mirrored  by  ama  Policy  140.952 
and  140.966.  .44/4  Policy  Compendium  (Mdchcd 
as  Appendix  C).  In  spite  of  this  well-founded 
policy,  the  volume  of  the  physician-assisted  sui- 
cide debate  continues  to  swell.  This  report  reflects 
the  recognized  need  for  the  medical  profession 
to  present  an  unequivocal  position  on  physician- 
assisted  suicide  and  the  basis  for  this  position. 

Physicians  are  sympathetic  to  the  emotional 
concerns  and  arguments  of  those  who  endorse 
assisted  suicide,  including  those  patients  who 
request  active  physician  participation  in  assisted 
suicide.  The  complexities  that  give  rise  to  such 
requests  frequently  stem  from  real  psychologi- 
cal and  physical  needs,  and  physicians  in  almost 
every  instance  can  meet  these  needs  w ithout  tak- 
ing actions  that  are  designed  to  result  in  the  pa- 
tient's death.  The  Board  is  convinced  that  a thought- 
ful  articulation  of  the  physician’s  obligation  to 
maintain  the  principles  of  ethical  medicine  will 
provide  an  effective  response  to  recent  events, 
facilitate  a proactive  educational  effort,  and  bet- 
ter enable  physicians  in  responding  to  the  needs 
of  their  patients. 

State  Legislative  Activities 

The  following  34  states  expressly  criminalize 
assisted  suicide;  Alaska.  Arizona.  Arkansas.  Cal- 
ifornia. Colorado.  Connecticut.  Delaware,  Flor- 
ida. Georgia,  Illinois,  Indiana.  Iowa  (enacted  af- 
ter the  issuance  of  the  Ninth  and  Second  Circuit 
rulings).  Kansas,  Kentucky.  Louisiana.  Maine. 
Minnesota.  Mississippi.  Missouri,  Montana. 
Nebraska.  New  Hampshire.  New  Jersey,  New 
Mexico,  New  York.  North  Dakota,  Oklahoma, 
Oregon,  Pennsylvania.  South  Dakota.  Tennessee, 
Texas,  Washington,  and  Wisconsin.  In  addition, 
the  existing  laws  in  New  York  and  Washington 
remain  in  effect  until  final  resolution  of  the  ap- 
peals, and  the  Oregon  ballot  initiative  remains 
invalid  pending  appeal.  The  following  10  states 
criminalize  assisted  suicide  through  common  law; 
Alabama,  Idaho,  Maryland.  Massachusetts,  Mich- 
igan, Nevada,  Rhode  Island,  South  Carolina. 
Vermont,  and  West  Virginia. 

Assisted  suicide  laws  are  currently  under  court 


challenge  in  five  states;  California,  Florida,  New 
York,  Oregon,  and  Washington.  States  that  do  not 
expressly  prohibit  assisted  suicide  include  North 
Ciu'olina,  Utah,  and  Wy- 
oming, and  the  law  is  un- 
clear in  Virginia. 

Legislation  was  in- 
troduced in  several  states 
during  1995  and  1996 
that  would  legalize  phy- 
sician-assisted suicide. 

How  ever,  all  of  the  bills 
died  during  the  legisla- 
tive session.  States  in 
which  the  measures 
failed  include;  Alaska,  California.  Colorado, 
Connecticut,  Maine,  Maryland.  Massachusetts, 
Michigan.  New  Hampshire,  New'  Mexico,  New 
York,  Washington,  and  Wisconsin.  The  recent 
Ninth  and  Second  Circuit  opinions  have  sparked, 
at  the  very  least,  heated  debate  on  physician-as- 
sisted suicide  laws.  In  Rhode  Island,  two  diamet- 
rically opposed  physician-assisted  suicide  bills 
are  percolating  in  the  state’s  legislature; 

The  Rhode  Island  House  bill.  H 8244,  would 
prohibit  physician-assisted  suicide  and  provide 
civil  and  criminal  penalties  for  an  individual 
who  “knowingly  assists  in  or  provides  an  in- 
dividual with  the  physical  means  to  carry  out 
a suicide  attempt.”  The  specified  penalties 
include  conviction  of  a felony  punishable  by 
imprisonment  up  to  30  years,  a fine  of  up  to 
SIO.OOO.  or  both.  The  House  bill  carves  out 
an  exception  for  health  professionals  who 
administer,  prescribe,  or  dispense  medications 
or  perform  procedures  to  relieve  an  individu- 
al’s pain  or  discomfort,  even  if  the  physician 
knows  the  medication  could  hasten  the  indi- 
vidual’s death. 

The  Rhode  Island  Senate  measure,  S 2985,  le- 
galizes physician-assisted  suicide  in  defined 
circumstances.  Specifically,  physician-assisted 
suicide  would  be  permitted  in  instances  where 
an  individual  is  at  least  18  years  of  age  with 
either  a terminal  illness  or  intractable  pain  due 
to  an  unbearable  illness  makes  repeated  and 
voluntary  requests  for  assisted  suicide  are  made 
at  least  14  days  apart.  The  final  request  must 
be  made  no  more  than  72  hours  prior  to  the 
assisted  suicide.  The  bill  further  requires  that 
extensive  information  be  provided  to  the  re- 
questing individual  concerning  the  patient’s 
prognosis  and  clinical  alternatives,  as  well  as 
thorough  medical  documentation  of  the  indi- 
vidual’s mental  state  and  confirmed  illness. 


The  physician  must  strive  to 
understand  and  assist  patients 
with  the  various  and  unique... 
factors  that  play  out  over  the 
course  of  end-of-life  care. 
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Physicians  who  comply  with  the  procedural 
requirements  are  immune  from  civil  and  crim- 
inal liability,  as  well  as  from  professional  dis- 
ciplinary measures. 

On  May  1 , 1996,  the  Rhode  Island  House  bill  over- 
whelmingly passed  by  a margin  of  85  to  10,  and 
it  subsequently  was  the  subject  of  a May  23, 1 996, 
Senate  committee  hearing.  By  unanimous  vote, 
the  committee  approved  the  House  bill  with  add- 
ed injunctive  relief  and 
increa.sed  civil  penalties. 
This  version  of  the  bill 
was  approved  by  the  full 
Senate  on  May  30,  and 
is  now  back  in  the 
House.  To  date,  there  has 
not  been  enough  inter- 
est in  the  Senate  bill  to 
generate  a hearing. 

Finally,  state  regula- 
tory activity  also  is  pend- 
ing. In  response  to  the 
Second  Circuit  ruling, 
the  New  York  Commis- 
sioner of  Health  has  re- 
activated the  New  York  State  Task  Force  on  Life 
and  the  Law,  an  advisory  group  to  the  governor 
and  health  department  on  bioethical  issues,  and 
has  asked  the  Task  Force  to  draft  guidelines  for 
assisted  suicide  in  the  event  the  Second  Circuit’s 
decision  is  upheld  by  the  U.S.  Supreme  Court. 

Judicial  Activity 

Decisions  in  the  Ninth  and  Second  Circuits  have 
held  that  state  laws  in  Washington  and  New  York 
prohibiting  the  provision  of  physician-assisted 
suicide  could  not  be  upheld. 

In  the  Ninth  Circuit  Court  of  Appeals  in  Cal- 
ifornia, the  judicial  panel  considered  the  case 
Compassion  in  Dying  v.  Washington  and  found  a 
constitutional  right  to  physician-assisted  suicide 
for  terminally  ill  competent  adults  who  wish  to 
hasten  their  death.  This  ruling  overturned  the  find- 
ing of  a smaller  panel  of  the  court.  The  ruling 
concluded  that  the  Washington  state  law  prohib- 
iting assisted  suicide  was  in  violation  of  the  due 
process  clause  of  the  U.S.  Constitution,  as  it  found 
a liberty  interest  in  controlling  the  time  and  manner 
of  one’s  death.  The  AMA  had  filed  an  amicus  curiae 
brief  in  this  case  and  its  arguments  were  di.scussed 
in  the  decision.  The  Court  summarily  dismissed 
the  important  ethical  precepts  and  practice  prin- 
ciples of  double  effect  in  pain  management;  the 
Court  also  failed  to  find  a distinction  between 
withholding  ami  withdrawing  life-sustaining  treat- 
ment and  physician-assisted  suicide,  fhe  Supreme 


Advocates  of  physician- 
assisted  suicide  often  argue 
that  it  is  the  subjective 
experience  of  suffering  that 
mandates  the  extension  of 
patient  autonomy  to  include 
physician-assisted  suicide. 


Court  has  stayed  the  effect  of  this  case,  pending 
further  Supreme  Court  action.  The  ama  plans  to 
be  active  in  future  appeals  of  this  ruling. 

In  the  Second  Circuit,  the  Court  overturned  a 
decision  by  a District  Court  (Quill  v.  Vacco)  and 
found  New  York  State  laws  criminalizing  physi- 
cian-assisted suicide  to  be  unconstitutional.  This 
ruling  did  not  assume  the  scope  of  the  Ninth  Cir- 
cuit decision,  as  it  did  not  find  a constitutional 
right  to  assisted  suicide.  Additionally,  the  court 
ruled  on  grounds  different  from  those  of  the  Ninth 
Circuit  decision,  finding  the  laws  in  violation  of 
the  equal  protection  clause  of  the  14th  Amend- 
ment. The  Court  found  no  distinction  between 
the  physician’s  ability  to  withdraw  life-sustain- 
ing treatment  and  the  ability  to  administer  life- 
ending measures,  since  this  distinction  denied 
terminally  ill  patients  not  on  life  support  the  op- 
portunity to  end  their  lives.  The  New  York  State 
Attorney  General  has  announced  plans  to  appeal 
this  decision,  and  the  ama  also  will  seek  oppor- 
tunities to  be  involved  in  these  actions. 

Both  of  these  decisions  are  disturbing  because 
they  articulate  constitutional  support  for  the  prac- 
tice of  physician-assisted  suicide.  Neither  deci- 
sion recognizes  the  vital  clinical  distinctions  in- 
volved in  end-of-life  care,  particularly  the 
differences  between  the  potential  double  effect 
in  the  administration  of  pain  medication  or  with- 
drawal of  life-sustaining  treatment,  and  physician 
participation  in  assisting  patients  in  committing 
suicide.  Additionally,  the  decisions  counter  the 
ethical  requirements  of  the  medical  profession, 
asserting  and  imposing  a necessary  role  for  phy- 
sicians in  assisted  suicide.  The  courts  also  dis- 
missed arguments  about  the  potential  threat  assisted 
suicide  poses  for  the  more  vulnerable  classes  of 
patients  in  our  society,  such  as  the  uninsured,  the 
disabled,  and  those  on  public  assistance  programs. 

A third  case,  Lee  v.  Oregon,  also  is  pending  in 
the  Ninth  Circuit.  This  ca.se  deals  with  a challenge 
to  Oregon’s  law  legalizing  physician-assisted 
suicide  (approved  by  referendum  and  currently 
under  injunction).  One  of  the  primary  arguments 
in  this  ca.se  is  that  the  law  also  violates  the  equal 
protection  clau.se  of  the  14th  Amendment  as  it 
does  not  allow  competent,  terminally  ill  people 
who  are  physically  incapable  of  self-administer- 
ing the  lethal  agent  to  act  under  the  law.  The  ama 
is  carefully  tracking  developments  in  this  case. 

A Michigan  jury  last  April  decided  that  death 
was  a secondary  result  of  Jack  Kevorkian’s  treat- 
ment of  administering  a lethal  agent  for  two  non- 
terminal patients  even  in  an  instance  where  the 
patients’  only  reasonable  expectation  from  the 
“care"  provided  would  be  death.  Now,  the  respon- 
sibility is  on  the  AMA  and  the  medical  profession 
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to  ert'ectively  educate  jurists  and  society  on;  the 
capabilities  of  physicians  to  provide  high  quali- 
ty. ethical  care  for  patients  at  the  end  of  life;  and 
the  fact  that  adherence  to  ethical  medical  prac- 
tice does  not  allow  a role  for  physicians  to  assist 
in  suicide. 

Ethical  Perspective 

Physicians,  by  the  nature  of  their  calling,  have 
compassion  for  those  w ho  suffer  pain  and  indig- 
nity at  the  end  of  life.  Instead  of  assisting  those 
patients  in  committing  suicide,  this  compassion 
and  respect  for  patient  dignity  instills  a demand 
on  the  profession  to  focus  on  providing  quality 
care  at  the  end  of  life.  For  the  reasons  set  out  in 
CEIA  Report  8-1-93.  “Physician-Assisted  Suicide" 
(attached  as  Appendix  C).  the  cost  to  society  of 
physician-assisted  suicide  is  simply  too  high. 

The  physician's  primary  obligation  is  to  ad- 
vocate for  the  individual  patient.  At  the  end  of 
life,  this  means  that  the  physician  must  strive  to 
understand  and  assist  patients  with  the  various 
and  unique  existential,  psychological,  and  phys- 
iological factors  that  play  out  over  the  course  of 
end-of-life  care.  Permitting  physician  involvement 
in  assisted  suicide  would  impose  a significant  and 
irreversible  course  change  in  the  patient/physi- 
cian relationship.  We  are  concerned  that  the  pa- 
tient’s trust  in  the  doctor's  wholehearted  devo- 
tion to  his  or  her  best  interests  will  be  difficult  to 
sustain  once  doctors  are  licensed  to  facilitate  death. 
In  his  April  29.  1996.  testimony  to  the  Subcom- 
mittee on  the  Constitution  of  the  House  Judicia- 
ry Committee,  noted  medical  ethicist  Leon  Kass. 
MD.  elucidated  this  very  point: 

Do  we  really  want  our  doctors  to  be  licensed 
agents  of  death?  Should  they  be  permitted  or 
encouraged  to  prescribe  (and.  later,  to  inject) 
poison?  Shall  the  mantle  of  privacy  that  pro- 
tects the  doctor-patient  relationship,  in  the 
service  of  life,  now  also  cloak  decisions  for 
death?  Do  you  want  your  doctor  deciding,  on 
the  basis  of  his  own  private  views,  when  you 
still  deserve  to  live  and  when  you  now  deserve 
to  die,  when  you  should  be  offered  death  as  a 
“therapeutic  option”?  And  what  about  the 
doctor  you  would  never  go  to:  do  you  want 
him  also  licensed  to  kill?  In  short,  shall  the 
healing  profession  become  also  the  death-deal- 
ing profession? 

The  taboo  against  doctors  killing  patients 
even  on  request  is  thus  the  very  embodiment 
of  reason  and  wisdom.  Without  it,  medicine 
will  cease  to  be  an  ethical  and  trustworthy 
profession;  without  it.  all  of  us  will  suffer — 


yes,  more  than  we  now  suffer  because  some 
of  us  do  not  die  soon  enough. 


Incorporating  assisted  suicide  into  the  physician’s 
armamentarium  is  a contradiction  with  far-reaching 
implications.  On  an  individual  basis,  the  balance 
between  familial,  emotional,  and  financial  pres- 
sures may  dictate  a care  choice  that  may  be  in- 
consistent with  realistic  options  to  actually  im- 
prove a patient’s  health  care  status.  On  a societal 
basis,  the  clinical  option  of  death  would  signifi- 
cantly dull  the  incentive  to  improve  the  situation 
of  terminally  ill  patients  generally.  By  creating 
an  easy  and  always  final  answer,  the  door  is  closed 
to  breakthroughs  on  easing  and  enhancing  the  lives 
of  those  who  are  dying. 

The  consequences  of  physician-assisted  sui- 
cide are  irreversible  and  the  practice  is  not  sus- 
ceptible to  controls.  Logical  and  constitutional 
arguments  facilitate  the  application  of  death-caus- 
ing interventions  to  wider  populations  of  patients, 
and  it  is  difficult  if  not 
impossible  to  imagine 
safeguards  that  would 
limit  the  scope  of  a.ssist- 
ed  suicide  and  protect 
vulnerable  patients  from 
euthanasia. 

Advocates  of  physi- 
cian-assisted suicide  of- 
ten argue  that  it  is  the 
subjective  experience  of 
suffering  that  mandates 
the  extension  of  patient 
autonomy  to  include 
physician-assisted  sui- 
cide. However,  argu- 
ments founded  on  this 
point  and  supported  by  court  rulings  recogniz- 
ing the  liberty  interests  of  patients  to  make  these 
decisions  cannot  logically  delineate  necessary  safe- 
guards against  abuse.  Dr.  Kass  addressed  this  issue 
in  his  testimony  when  he  stated: 


In  addition  to  this  report 
focusing  on  physician-assisted 
suicide,  the  Board  of  Trustees 
is  convinced  that  significant 
educational  outreach  on  the 
broader  and  encompassing 
issue  of  end-of-life  care  is 
essential. 


For  who  is  to  say  what  makes  suffering  or  life 
“unbearable"  or  death  “electable”  for  another 
person?  The  autonomy  argument  favored  by 
the  courts  sooner  or  later  kicks  out  all  criteria 
for  evaluating  the  patient’s  choice,  save  that  it 
be  “uncoerced.” 

Simple  reflection  reveals  another  reason  why 
no  law  can  provide  the  desired  protection 
against  the  slide  into  mercy  killing  and  invol- 
untary euthanasia.  The  entire  practice  must  take 
place  within  the  sanctuary  of  the  doctor-pa- 
tient relationship.  Neither  patient  nor  physi- 
cian wants  outsiders  looking  in.  Herein  lies 
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an  unresolvable  dilemma;  How  can  we  insist 
that  euthanasia  is  a matter  of  personal  right 
and  private  choice,  best  handled  privately 
between  patient  and  doctor,  and  yet  expect  there 
to  be  appropriate  oversight,  public  account- 
ability, and  control? 

Studies  show  that  the  majority  of  terminal  patients 
feel  they  are  an  emotional  or  financial  burden  to 
their  loved  ones  and  caretakers.  For  these  patients, 
assisted  suicide  becomes  a simple  solution  to  the 
complicated  economic  and  social  concerns  that 
often  characterize  the  end  of  life.  The  pressure 
that  would  result  from  a shift 
in  the  societal  norm  sur- 
rounding end-of-life  care 
would  cause  many  patients 
to  seek  physician-assisted 
suicide  because  their  percep- 
tions of  burden  would  be  ex- 
acerbated by  a perceived 
duty  to  protect  the  emotional 
and  financial  resources  of 
their  family  and  society. 
These  coercive  effects 
would  be  disproportionately 
experienced  by  the  poor,  the 
disenfranchised,  and  other 
vulnerable  populations  who 
lack  the  social  and  financial 
supports  necessary  to  with- 
stand such  pressure. 

The  AMA  has  not  been  hesitant  in  publicly  con- 
demning physician-assisted  suicide.  However,  the 
often  strident  nature  of  the  public  debate  on  this 
issue  caused  the  Board  of  Trustees  to  revisit  the 
AMA’s  policies  and  actions  on  physician-assist- 
ed suicide.  De.scribed  below  are  a variety  of  ac- 
tivities designed  to  place  the  ama’s  policy  in  a 
broader  context,  and  to  join  the  public  debate  on 
a number  of  fronts. 

In  recent  months,  the  ama  participated  in  an 
Institute  of  Medicine  hearing  before  its  Committee 
on  Care  at  the  End  of  Life,  and  the  Association 
also  testified  before  the  Constitution  Subcom- 
mittee of  the  Hou.se  Committee  on  the  Judiciary. 
In  addition,  the  AMA  continues  to  seek  forums 
for  open  discussion  and  debate  in  which  our  po- 
sition can  be  represented  to  a broad  audience. 

Educational  Activity. — In  addition  to  this  re- 
port focusing  on  physician-assisted  suicide,  the 
Board  of  Trustees  is  convinced  that  significant 
educational  outreach  on  the  broader  and  encom- 
passing issue  of  end-of-life  care  is  essential.  As 


The  expectation  is  that  by 
providing  physicians  with 
enhanced  tools  to  facilitate 
improved  care  at  the  end  of 
life,  the  AMA  will  be  able  to 
overturn  many  of  the 
arguments  upon  which 
proponents  of  assisted 
suicide  rely  so  heavily. 


AMA  Activities 


recognized  in  Board  of  Trustees  Report  48-1-95, 
“more  proactive  and  forceful  measures  may  be 
needed  to  improve  the  experiences  of  seriously 
ill  and  dying  patients.” 

To  this  end,  the  ama  is  designing  and  will 
implement  a comprehensive  physician  education 
plan  on  end-of-life  care  issues.  (We  anticipate 
having  this  funded  through  a grant  from  a major 
foundation.)  The  goal  will  be  for  the  AMA  to  ac- 
complish a change  in  the  medical  culture  through 
its  enduring  commitment  to  providing  the  best 
patient  care  during  every  stage  of  life,  including 
the  end  of  life.  Through  this  educational  campaign, 
the  AMA  intends  to  make  values-based  advance 
care  planning  and  a holistic  brand  of  palliative 
treatment  the  standard  of  care  throughout  medi- 
cal practice. 

In  addition  to  improving  the  quality  of  care 
for  those  facing  the  end  of  life,  the  expectation  is 
that,  by  providing  physicians  with  enhanced  tools 
to  facilitate  improved  care  at  the  end  of  life,  the 
AMA  will  be  able  to  overturn  many  of  the  argu- 
ments upon  which  proponents  of  assisted  suicide 
rely  so  heavily.  Requests  for  assisted  suicide  are 
very  infrequent  and  will  diminish  even  further  if 
this  educational  effort  succeeds  in  improving  the 
quality  of  care  for  those  at  the  end  of  life  by  un- 
derstanding their  care  objectives  and  through  better 
palliative  care  and  other  comfort  measures. 

Communications  Activity. — Based  on  current 
activity,  the  ama  is  a major  player  in  the  evolv- 
ing debate  on  physician-assisted  suicide.  How- 
ever, the  time  has  come  for  the  AMA  to  more  pro- 
actively educate  the  public  on  the  critical  nuances 
of  its  position  by  redefining  the  debate  on  a higher 
level.  In  continuing  to  stand  by  ama  policy  and 
ethical  opinions  with  regard  to  physician-assist- 
ed suicide,  we  will  engage  in  constructive  debate 
and  not  project  an  image  of  stridency  or  arrogance. 
The  basis  for  this  activity  will  be  the  acknowl- 
edgment that  physicians,  while  unable  to  always 
provide  a cure,  should  always  be  able  to  relieve 
suffering,  address  the  psychological  needs  of 
patients  at  the  end  of  life,  add  value  to  remaining 
life,  and  help  patients  die  with  dignity.  Some  of 
the  scheduled  communications  activities  include: 

White  Paper:  A white  paper  on  physician-as- 
sisted suicide  is  being  developed,  with  the  goal 
being  publication  in  a major,  peer-reviewed 
medical  journal.  The  paper  will  address  five 
major  areas:  the  constitutionality  of  physician- 
assisted  suicide;  whether  physician-assisted 
suicide  is  consistent  with  sound  medical  eth- 
ics; the  “slippery  slope”  issue;  the  history  of 
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the  debate;  and  whether  informed  consent  for 
suicide  can  ever  really  qualify  as  informed. 

^ Leadership  Meeting:  The  ama  is  planning  to 
convene  a meeting  of  medical  and  other  health- 
related  groups  with  similar  policy  or  opinions 
on  physician-assisted  suicide.  The  goal  will 
be  to  discuss  methods  for  addressing  the  is- 
sue as  a group;  to  review  each  other's  policy; 
and,  when  necessary,  to  develop  and  present 
joint  statements.  This  coalition  could  develop 
additional  initiatives  to  educate  the  national 
press  and  public  on  the  complex  issues  sur- 
rounding physician-assisted  suicide. 

^ Physician-Assisted  Suicide  Forums:  The  AMA 
is  initiating  inquiries  into  the  possibility  of  co- 
hosting and/or  participating  in  open  forums 
with  entities  who.se  opinions  on  the  topic  of 
physician-assisted  suicide  differ  from  ours.  The 
AMA  welcomes  a healthy  and  open  debate  on 
this  issue,  and  we  believe  that  our  stance  will 
be  well  received.  In  light  of  this,  participation 
in  educational  and  open  discussion  forums,  ap- 
propriate for  media  coverage,  is  one  of  our 
goals.  In  addition  to  public  education,  we  rec- 
ognize the  need  to  educate  the  press  with  re- 
gard to  the  subtleties  and  nuances  of  the  phy- 
sician-assisted suicide  issue. 

These  initiatives  reflect  actions  that  already  are 
scheduled  for  this  summer  and  they  are  in  addi- 
tion to  reactive  activities  which  must  and  will  be 
initiated  as  needed. 

Conclusion 

The  multiple  questions  all  physicians  face  when 
confronted  by  the  end  of  life  do  not  lend  them- 
selves to  simple  answers,  and  physician-assisted 
suicide  is  just  one  of  these  questions.  The  posi- 
tion taken  by  the  ama  in  opposition  to  physician- 
assisted  suicide  will  not  be  popular  in  all  circles. 
However,  the  underlying  tenet  of  the  physician 
working  to  fulfill  his  or  her  role  as  the  advocate 
to  improve  health  or  provide  comfort  care  for  his 
or  her  patient  should  be  the  subject  of  virtually 
universal  agreement. 

Physicians  are  in  a unique  position  where  their 
ability  enables  them  to  maintain  and  improve  the 
quality  of  life  in  situations  where  death  previously 
was  the  expected  and  natural  outcome.  Physicians 
should  never  be  allowed  to  say  no  to  seeking  to 
improve  an  individual’s  health  care  status. 


lowing  recommendations 
be  adopted,  and  that  the  re- 
mainder of  the  report  be 
filed: 

1.  That  the  AMA  reaffirm 
Policies  140.952  and 
140.966,  in  accor- 
dance with  CEJA  Cur- 
rent Opinion  2.2 1 1 ; 

2.  That  the  AMA  initiate 
an  educational  cam- 
paign to  make  pallia- 
tive treatment  and  care 
directions  based  on 
values-based  advance 
care  planning  the  stan- 
dard of  care  for  meet- 
ing the  needs  of  pa- 
tients at  the  end  of  life; 

3.  That  the  AMA  continue  to  seek  out  opportuni- 
ties to  present  the  views  of  medicine  on  phy- 
sician-assisted .suicide  and  improving  the  qual- 
ity of  care  for  patients  at  the  end  of  life; 

4.  That  the  AMA  dis.seminate  this  report  throughout 
the  Federation  with  a request  that  it  be  dis- 
tributed to  local  physicians;  and 

5.  That  the  Board  of  Trustees  present  the  House 
of  Delegates  with  an  update  on  these  and  re- 
lated activities  at  the  1996  Interim  Meeting 
and  the  1997  Annual  Meeting. 


Physicians  have  an 
obligation  to  relieve  pain 
and  suffering  and  to 
promote  the  dignity  and 
autonomy  of  dying  patients 
in  their  care.  This  includes 
providing  effective 
palliative  treatment  even 
though  it  may  foreseeably 
hasten  death. 


Appendix  A 

Opinions  of  the  Council  on 
Ethical  and  Judicial  Affairs 

Opinion  217 — Quality  of  Life. — In  the  mak- 
ing of  decisions  for  the  treatment  of  seriously  dis- 
abled newborns  or  of  other  persons  who  are  se- 
verely disabled  by  injury'  or  illness,  the  primary 
consideration  should  be  what  is  best  for  the  indi- 
vidual patient  and  not  the  avoidance  of  a burden 
to  the  family  or  to  society.  Quality  of  life,  as  de- 
fined by  the  patient’s  interests  and  values,  is  a 
factor  to  be  considered  in  determining  what  is 
best  for  the  individual.  It  is  permissible  to  con- 
sider quality  of  life  when  deciding  about  life- 
sustaining  treatment  in  accordance  with  Opinions 
E-2.20,  E-2.2 1 5,  and  E-2.22.  Updated  June  1 994; 
Issued  March  1981.  (I,  III,  IV) 


Recommendations 

The  Board  of  Trustees  recommends  that  the  fol- 


Opinion 2.20 — Withholding  or  Withdrawing 
Life-Sustaining  Medical  Treatment. — The  social 
commitment  of  the  physician  is  to  sustain  life  and 
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relieve  suffering.  Where  the  performance  of  one 
duty  conflicts  with  the  other,  the  preferences  of 
the  patient  should  prevail.  The  principle  of  pa- 
tient autonomy  requires  that  physicians  respect 
the  decision  to  forego  life-sustaining  treatment 
of  a patient  who  possesses  decision-making  ca- 
pacity. Life-sustaining  treatment  is  any  treatment 
that  serves  to  prolong  life  without  reversing  the 
underlying  medical  condition.  Life-sustaining 
treatment  may  include,  but  is  not  limited  to, 
mechanical  ventilation,  renal  dialysis,  chemother- 
apy, antibiotics,  and  artificial  nutrition  and  hy- 
dration. 

There  is  no  ethical 
distinction  between 
withdrawing  and  with- 
holding life-sustaining 
treatment.  A competent 
adult  patient  may,  in 
advance,  formulate  and 
provide  a valid  consent 
to  the  withholding  or 
withdrawal  of  life-sup- 
port systems  in  the  event 
that  injury  or  illness  ren- 
ders that  individual  in- 
competent to  make  such 
a decision. 

If  the  patient  receiv- 
ing life-sustaining  treat- 
ment is  incompetent,  a surrogate  decision  maker 
should  be  identified.  Without  an  advance  direc- 
tive that  designates  a proxy,  the  patient’s  family 
should  become  the  surrogate  decision  maker. 
Family  includes  persons  with  whom  the  patient 
is  closely  associated.  In  the  case  when  there  is  no 
person  closely  associated  with  the  patient,  but  there 
are  persons  who  both  care  about  the  patient  and 
have  sufficient  relevant  knowledge  of  the  patient, 
such  persons  may  be  appropriate  surrogates. 
Physicians  should  provide  all  relevant  medical 
information  and  explain  to  surrogate  decision 
makers  that  decisions  regarding  withholding  or 
withdrawing  life-sustaining  treatment  should  be 
based  on  substituted  judgment  (what  the  patient 
would  have  decided)  when  there  is  evidence  of 
the  patient’s  preferences  and  values.  In  making  a 
substituted  judgment,  decision  makers  may  con- 
sider the  patient’s  advance  directive  (if  any);  the 
patient’s  values  about  life  and  the  way  it  should 
be  lived;  and  the  patient’s  attitudes  towards  sick- 
ness, suffering,  medical  procedures,  and  death. 
If  there  is  not  adequate  evidence  of  the  incompe- 
tent patient’s  preferences  and  values,  the  deci- 
sion should  be  based  on  the  best  interests  of  the 
patient  (what  outcome  would  most  likely  promote 
the  patient’s  well-being). 


Requests  for  physician- 
assisted  suicide  should  be  a 
signal  to  the  physician  that 
the  patient's  needs  are  unmet 
and  further  evaluation  to 
identify  the  elements 
contributing  to  the  patient's 
suffering  is  necessary. 


Though  the  surrogate’s  decision  for  the  incom- 
petent patient  should  almost  always  be  accepted 
by  the  physician,  there  are  four  situations  that  may 
require  either  institutional  or  judicial  review  and/ 
or  intervention  in  the  decision  making  process: 
( 1 ) there  is  no  available  family  member  willing 
to  be  the  patient’s  surrogate  decision  maker,  (2) 
there  is  a dispute  among  family  members  and  there 
is  no  decision  maker  designated  in  an  advance 
directive,  (3)  a health  care  provider  believes  that 
the  family’s  decision  is  clearly  not  what  the  pa- 
tient would  have  decided  if  competent,  and  (4)  a 
health  care  provider  believes  that  the  decision  is 
not  a decision  that  could  reasonably  be  judged  to 
be  in  the  patient’s  best  interests.  When  there  are 
disputes  among  family  members  or  between  family 
and  health  care  providers,  the  use  of  ethics  com- 
mittees specifically  designed  to  facilitate  sound 
decision  making  is  recommended  before  resort- 
ing to  the  courts. 

When  a permanently  unconscious  patient  was 
never  competent  or  had  not  left  any  evidence  of 
previous  preferences  or  values,  since  there  is  no 
objective  way  to  ascertain  the  best  interests  of 
the  patient,  the  surrogate’s  decision  should  not 
be  challenged  as  long  as  the  decision  is  based  on 
the  decision  maker’s  true  concern  for  what  would 
be  best  for  the  patient. 

Physicians  have  an  obligation  to  relieve  pain 
and  suffering  and  to  promote  the  dignity  and 
autonomy  of  dying  patients  in  their  care.  This 
includes  providing  effective  palliative  treatment 
even  though  it  may  foreseeably  hasten  death.  Even 
if  the  patient  is  not  terminally  ill  or  permanently 
uncon.scious,  it  is  not  unethical  to  discontinue  all 
means  of  life-sustaining  medical  treatment  in 
accordance  with  a proper  substituted  judgment 
or  best  interests  analysis.  Issued  March  1981 
(Opinion  E-2.11:  Terminal  Illness)  and  Decem- 
ber 1984  (Opinion  E-2. 19:  Withholding  or  With- 
drawing Life-Prolonging  Medical  Treatment: 
Patient’s  Preferences,  renumbered  as  Opinion  E- 
2.21  in  August  1989).  (1,  111,  IV,  V) 

Opinion  2.211 — Physician- As.sisted  Suicide. — 

Physician-assisted  suicide  occurs  when  a physi- 
cian facilitates  a patient’s  death  by  providing  the 
necessary  means  and/or  information  to  enable  the 
patient  to  perform  the  life-ending  act  (e.g.,  the 
physician  provides  sleeping  pills  and  informa- 
tion about  the  lethal  dose,  while  aware  that  the 
patient  may  commit  suicide). 

It  is  understandable,  though  tragic,  that  some 
patients  in  extreme  duress,  such  as  those  suffer- 
ing from  a terminal,  painful,  debilitating  illness, 
may  come  to  decide  that  death  is  preferable  to 
life.  However,  allowing  physicians  to  participate 
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in  assisted  suicide  would  cause  more  harm  than 
good.  Physician-assisted  suicide  is  fundamentally 
incompatible  with  the  physician’s  role  as  healer, 
would  be  difficult  or  impossible  to  control,  and 
would  pose  serious  societal  risks. 

Instead  of  participating  in  assisted  suicide, 
physicians  must  aggressively  respond  to  the  needs 
of  patients  at  the  end  of  life.  F’atients  should  not 
be  abandoned  once  it  is  determined  that  cure  is 
impossible.  Patients  near  the  end  of  life  must 
continue  to  receive  emotional  support,  comfort 
care,  adequate  pain  control,  respect  for  patient 
autonomy,  and  good  communication.  Issued  June 
1994  based  on  the  reports  “Decisions  Near  the 
End  of  Life.”  issued  June  1991,  and  "Physician- 
Assisted  Suicide."  issued  December  1993.  (I,  IV) 


Appendix  6 

Policy  of  the 

American  Medical  Association: 
PHYSICIAN-ASSISTED  SUICIDE 

Policy  140.952 — Physician- Assisted  Suicide. — 

It  is  the  policy  of  the  .am.a  that: 

1.  Physician-assisted  suicide  is  fundamentally 
inconsistent  with  the  physician's  profession- 
al role. 

2 . It  is  critical  that  the  medical  profession  redouble 
its  efforts  to  ensure  that  dying  patients  are 
provided  optimal  treatment  for  their  pain  and 
other  discomfort.  The  use  of  more  aggressive 
comfort  care  measures,  including  greater  re- 
liance on  hospice  care,  can  alleviate  the  phys- 
ical and  emotional  suffering  that  dying  patients 
experience.  Evaluation  and  treatment  by  a 
health  professional  with  expertise  in  the  psy- 
chiatric aspects  of  terminal  illness  can  often 
alleviate  the  suffering  that  leads  a patient  to 
desire  a.ssisted  suicide. 

3.  Physicians  must  resist  the  natural  tendency  to 
withdraw  physically  and  emotionally  from  their 
terminally  ill  patients.  When  the  treatment  goals 
for  a patient  in  the  end  stages  of  a terminal 
illness  shift  from  curative  efforts  to  comfort 
care,  the  level  of  physician  involvement  in  the 
patient’s  care  should  in  no  way  decrease. 

4.  Requests  for  physician-assisted  suicide  should 
be  a signal  to  the  physician  that  the  patient’s 
needs  are  unmet  and  further  evaluation  to  iden- 
tify the  elements  contributing  to  the  patient’s 
suffering  is  necessary.  Multidisciplinary  inter- 
vention, including  specialty  consultation,  pas- 
toral care,  family  counseling  and  other  mo- 


dalities. should  be  sought  as  clinically  indi- 
cated. 

5.  Further  efforts  to  educate  physicians  about 
advanced  pain  management  techniques,  both 
at  the  undergraduate  and  graduate  levels,  are 
necessary  to  overcome  any  shortcomings  in 
this  area.  Physicians  should  recognize  that 
courts  and  regulatory  bodies  readily  distinguish 
between  use  of  narcotic  drugs  to  relieve  pain 
in  dying  patients  and  use  in  other  situations. 
(CHJA  Rep.  1-93-8) 

Policy  140.966 — Decisions  Near  the  End  of 
Life. — The  ama  believes  that: 

1 . The  principle  of  patient  autonomy  requires  that 
physicians  must  respect  the  decision  to  fore- 
go life-sustaining  treatment  of  a patient  who 
possesses  decision-making  capacity.  Life-sus- 
taining treatment  is  any  medical  treatment  that 
serves  to  prolong  life  without  reversing  the 
underlying  medical  condition.  Life-sustaining 
treatment  includes,  but  is  not  limited  to,  me- 
chanical ventilation,  renal  dialysis,  chemother- 
apy, antibiotics,  and  artificial  nutrition  and 
hydration. 

2.  There  is  no  ethical  dis- 
tinction between  with- 
drawing and  withhold- 
ing  life -sustaining 
treatment. 

3.  Physicians  have  an  ob- 
ligation to  relieve  pain 
and  suffering  and  to  pro- 
mote the  dignity  and 
autonomy  of  dying  pa- 
tients in  their  care.  This 
includes  providing  ef- 
fective palliative  treat- 
ment even  though  it  may 
foreseeably  hasten 
death.  More  research 
must  be  pursued  examining  the  degree  to 
which  palliative  care  reduces  the  requests  for 
euthanasia  or  assisted  suicide. 

Physicians  must  not  perform  euthanasia  or  par- 
ticipate in  assisted  suicide.  A more  careful  ex- 
amination of  the  issue  is  necessary.  Support,  com- 
fort, respect  for  patient  autonomy,  good 
communication,  and  adequate  pain  control  may 
decrease  dramatically  the  public  demand  for 
euthanasia  and  assisted  suicide.  In  certain  care- 
fully defined  circumstances,  it  would  be  humane 
to  recognize  that  death  is  certain  and  suffering  is 
great.  However,  the  societal  risks  of  involving 
physicians  in  medical  interventions  to  cause  pa- 


a physician  to  gradually 
increase  the  appropriate 
medication  for  a patient, 
realizing  that  the  medication 
may  depress  respiration  and 
cause  death. 
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tients’  deaths  is  too  great  to  condone  euthanasia 
or  physician-assisted  suicide  at  this  time.  (CEJA 
Rep.  B,  A-91 ) 


Appendix  C 

Report  8 of  the  Council  on 
Ethical  and  Judicial  Affairs: 
PHYSICIAN-ASSISTED  SUICIDE 

December  1993 

Introduction 

Physician-assisted  suicide  presents  one  of  the 
greatest  contemporary  challenges  to  the  medical 
profession’s  ethical  responsibilities.  Proposed  as 
a means  toward  more  humane  care  of  the  dying, 
assisted  suicide  threatens  the  very  core  of  the 
medical  profession’s  ethical  integrity. 

While  the  Council  on  Ethical  and  Judicial 
Affairs  has  long-standing  policy  opposing  eutha- 
nasia, it  did  not  expressly  address  the  issue  of 
assisted  suicide  until  its  June  1991  report,  “De- 
cisions Near  the  End  of  Life.’’  In  that  report,  the 
Council  concluded  that  physician-assisted  suicide 
is  contrary  to  the  professional  role  of  physicians 
and  that  therefore  physicians  “must  not...  par- 
ticipate in  assisted  suicide.”  Previously,  the  Council 
had  issued  reports  rejecting  the  use  of  euthana- 
sia. In  June  1977,  the  Council  stated  that  “mercy 
killings  or  euthanasia — is  contrary  to  public  pol- 
icy, medical  tradition,  and  the  most  fundamental 
measures  of  human  value  and  worth.”  Similarly, 
in  June  1988,  the  Council  reaffirmed  “its  strong 
opposition  to  ‘mercy  killing.’” 

Broad  public  debate  of  assisted  suicide  was 
sparked  in  June  1990,  when  Dr.  Jack  Kevorkian 
assisted  in  the  suicide  of  Janet  Adkins.  The  de- 
bate was  advanced  in  March  1 99 1 when  Dr.  Tim- 
othy Quill  disclosed  his  assistance  in  the  suicide 
of  Diane  Trumbull.  Other  public  events  quickly 
followed.  Physician-assisted  suicide,  together  with 
euthanasia,  was  placed  on  the  public  ballot  in 
Washington  State  in  November  1991,  and  in 
California  in  November  1992.  Both  times,  vot- 
ers turned  down  proposals  to  legalize  physician- 
assisted  dying.  In  September  1993,  by  a vote  of 
5-4,  Canada’s  Supreme  Court  denied  a woman’s 
request  to  end  her  life  by  assisted  suicide.  In  1994, 
voters  in  Oregon  will  decide  whether  to  legalize 
assisted  suicide  in  their  state. 

Resolution  3,  introduced  at  the  1993  Annual 
Meeting  by  the  Medical  Student  Section  and  re- 
ferred to  the  Board  of  Trustees  by  the  House  of 
Delegates,  requested  an  ethical  study  of  assisted 


suicide.  In  this  report,  the  Council  revisits  the  issue 
of  physician-assisted  suicide. 

Definitions 

Assisted  suicide  occurs  when  a physician  pro- 
vides a patient  with  the  medical  means  and/or  the 
medical  knowledge  to  commit  suicide.  For  ex- 
ample, the  physician  could  provide  sleeping  pills 
and  information  about  the  lethal  dose,  while  aware 
that  the  patient  is  contemplating  suicide.  In  phy- 
sician-assisted suicide,  the  patient  performs  the 
life-ending  act,  whereas  in  euthanasia,  the  phy- 
sician administers  the  death-causing  drug  or  other 
agent. 

Assisted  suicide  and  euthanasia  should  not  be 
confused  with  the  provision  of  a palliative  treat- 
ment that  may  hasten  the  patient’s  death  (“dou- 
ble effect”).  The  intent  of  the  palliative  treatment 
is  to  relieve  pain  and  suffering,  not  to  end  the 
patient’s  life,  but  the  patient’s  death  is  a possible 
side  effect  of  the  treatment.  It  is  ethically  accept- 
able for  a physician  to  gradually  increase  the 
appropriate  medication  for  a patient,  realizing  that 
the  medication  may  depress  respiration  and  cause 
death. 

Assisted  suicide  also  must  be  distinguished 
from  withholding  or  withdrawing  life-sustaining 
treatment,  in  which  the  patient’s  death  occurs 
because  the  patient  or  the  patient’s  proxy,  in  con- 
sultation with  the  treating  physician,  decides  that 
the  disadvantages  of  treatment  outweigh  its  ad- 
vantages and  therefore  that  treatment  is  refused. 

Ethical  Considerations 

1.  Inappropriate  Extension  of  the  Right  to 
Refuse  Treatment. — In  granting  patients  the  right 
to  refuse  life-sustaining  medical  treatment,  soci- 
ety has  acknowledged  the  right  of  patients  to  self- 
determination  on  matters  of  their  medical  care 
even  if  the  exercise  of  that  self-determination 
results  in  the  patient’s  death.  Because  any  med- 
ical treatment  offers  both  benefits  and  detriments, 
and  people  attach  different  values  to  those  bene- 
fits and  detriments,  only  the  patient  can  deter- 
mine whether  the  advantages  of  treatment  out- 
weigh the  disadvantages.  As  the  Council  has 
previously  concluded,  “|t]he  principle  of  patient 
autonomy  requires  that  physicians  must  respect 
the  decision  to  forgo  life-sustaining  treatment  of  a 
patient  who  pos.sesses  decision-making  capacity.” 

Although  a patient's  choice  of  suicide  also 
rcpre.sents  an  expression  of  self-determination, 
there  is  a fundamental  difference  between  refus- 
ing life-sustaining  treatment  and  demanding  a life- 
ending treatment.  I'he  right  of  .self-determination 
is  a right  to  accept  or  refuse  offered  interventions. 
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but  not  to  decide  what  should  be  offered.  The  right 
to  refuse  life-sustaining  treatment  does  not  auto- 
matically entail  a right  to  insist  that  others  take 
action  to  bring  on  death. 

When  a life-sustaining  treatment  is  declined, 
the  patient  dies  primarily  because  of  an  underly- 
ing disease.  The  illness  is  simply  allowed  to  take 
its  natural  course.  With  assisted  suicide,  howev- 
er. death  is  hastened  by  the  taking  of  a lethal  drug 
or  other  agent.  Although  a physician  cannot  force 
a patient  to  accept  a treatment  against  the  patient’s 
will,  even  if  the  treatment  is  life-sustaining,  it  does 
not  follow  that  a physician  ought  to  prov  ide  a lethal 
agent  to  the  patient.  The  inability  of  physicians 
to  prevent  death  does  not  imply  that  physicians 
are  free  to  help  cause  death. 

For  a number  of  reasons,  the  medical  profes- 
sion has  rejected  assisted  suicide  as  fundamen- 
tally inconsistent  with  the  professional  role  of 
physicians  as  healers.  Indeed,  according  to  the 
Hippocratic  Oath,  physicians  shall  “give  no  deadly 
drug  to  any.  though  it  be  asked  of  [them  1.  nor  will 
[they]  counsel  such."  Physicians  serve  patients 
not  becau.se  patients  exercise  self-determination 
but  because  patients  are  in  need.  Therefore,  a 
patient  may  not  insist  on  treatments  that  are  in- 
consistent with  sound  medical  practices.  Rather, 
physicians  provide  treatments  that  are  designat- 
ed to  make  patients  well,  or  as  well  as  possible. 
The  physician's  role  is  to  affirm  life,  not  hasten 
its  demise. 

Pemiitting  assisted  suicide  would  compromise 
the  physician’s  professional  role  also  because  it 
would  involve  physicians  in  making  inappropri- 
ate value  Judgments  about  the  quality  of  life. 
Indeed,  with  the  refusal  of  life-sustaining  treat- 
ment. society  does  not  limit  the  right  to  refuse 
treatment  only  to  patients  who  meet  a specific 
standard  of  suffering.  With  refusal  of  treatment, 
the  state  recognizes  that  the  patient  (or  the  pa- 
tient’s proxy)  alone  can  decide  that  there  no  longer 
is  a meaningful  quality  of  life. 

Objections  to  causing  death  also  underlie  re- 
ligious views  on  assisted  suicide.  Most  of  the 
world’s  major  religions  oppose  suicide  in  all  forms 
and  do  not  condone  physician-assisted  suicide  even 
in  cases  of  suffering  or  imminent  death.  In  justi- 
fication of  their  position,  religions  generally  es- 
pouse common  beliefs  about  the  sanctity  of  hu- 
man life,  the  appropriate  interpretation  of  suffering, 
and  the  subordination  of  individual  autonomy  to 
a belief  in  God’s  will  or  sovereignty. 

2.  The  Physician’s  Role. — The  relief  of  suffer- 
ing is  an  essential  part  of  the  physician’s  role  as 
healer,  and  some  patients  seek  assisted  suicide 
because  they  are  suffering  greatly.  Suffering  is  a 


complex  process  that  may  exist  in  one  or  several 
forms,  including  pain,  loss  of  self-control  and  in- 
dependence, a sense  of  futility,  loss  of  dignity, 
and  fear  of  dying.  It  is  incumbent  upon  physi- 
cians to  discuss  and  identify  the  elements  con- 
tributing to  the  patient’s  suffering  and  address  each 
appropriately.  The  patient,  and  family  members 
as  well,  should  participate  with  the  physician  to 
ensure  that  measures  to  provide  comfort  will  be 
given  the  patient  in  a timely  fashion. 

One  of  the  greatest  concerns  reported  by  pa- 
tients facing  a terminal  illness 
or  chronic  debilitation  is  the 
fear  that  they  will  be  unable 
to  receive  adequate  relief  for 
their  pain.  Though  there  is 
some  basis  for  this  fear  in  a 
small  number  of  cases,  for 
most  patients’  pain  can  be 
adequately  controlled.  Inad- 
equate pain  relief  is  only  rarely 
due  to  the  unavailability  of 
effective  pain  control  medica- 
tions; more  often,  it  may  be 
caused  by  reluctance  on  the 
part  of  physicians  to  ii.se  these 
medications  aggressively  • 
enough  to  sufficiently  allevi- 
ate the  patient’s  pain.  Further 
efforts  to  educate  physicians 
about  advanced  pain  manage- 
ment techniques,  both  at  the 
undergraduate  and  graduate  levels,  are  necessary 
to  overcome  any  shortcomings  in  this  area. 

Pain  control  medications  should  be  employed 
in  whatever  dose  necessary,  and  by  whatever  route 
necessary,  to  fully  relieve  the  patient’s  pain.  The 
patient’s  treatment  plan  should  be  tailored  to  meet 
the  particular  patient’s  needs.  Some  patients  will 
request  less  pain  control  in  order  to  remain  men- 
tally lucid;  others  may  need  to  be  sedated  to  the 
point  of  unconsciousness.  Ongoing  discussions 
with  the  patient,  if  possible,  or  with  the  patient’s 
family  or  surrogate  decision  maker  will  be  help- 
ful in  identifying  the  level  of  pain  control  neces- 
sary to  relieve  the  patient’s  suffering  in  accor- 
dance with  the  patient’s  treatment  goals. 
Techniques  of  patient  controlled  analgesia  (PCA) 
enhance  the  sense  of  control  of  terminally  ill  pa- 
tients, and,  for  this  reason,  are  particularly  effec- 
tive. Often,  it  is  the  loss  of  control,  rather  than 
physical  pain,  that  causes  the  most  suffering  for 
dying  patients. 

The  first  priority  for  the  care  of  patients  fac- 
ing severe  pain  as  a result  of  a terminal  illness  or 
chronic  condition  should  be  the  relief  of  their  pain. 
Fear  of  addiction  to  pain  medications  should  not 
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be  a barrier  to  the  adequate  relief  of  pain.  Nor 
should  physicians  be  concerned  about  legal  re- 
percussions or  sanctions  by  licensing  boards.  The 
courts  and  regulatory  bodies  readily  distinguish 
between  use  of  narcotic  drugs  to  relieve  pain  in 
dying  patients  and  use  in  other  situations.  Indeed, 
it  is  well  accepted  both  ethically  and  legally  that 
the  pain  medications  may  be  administered  in 
whatever  necessary  dose  to  relieve  the  patient’s 
suffering,  even  if  the  medication  has  the  side -effect 
of  causing  addiction  or  of  causing  death  through 
respiratory  depression. 

Relieving  the  patient’s  psychosocial  and  oth- 
er suffering  is  as  important  as 
relieving  the  patient’s  pain.  When 
the  treatment  goals  for  a patient 
in  the  end  stages  of  a terminal 
illness  shift  from  curative  efforts 
to  comfort  care,  the  level  of  phy- 
sician involvement  in  the  pa- 
tient’s care  should  in  no  way 
decrease.  Patients  in  these  cir- 
cumstances must  be  managed  “in 
a setting  of  [the  patient’s]  own 
choosing,  as  free  as  possible  Irom 
pain  and  other  burdensome 
symptoms,  and  with  the  optimal 
psychological  and  spiritual  sup- 
port of  family  and  friends.”  Be- 
cause the  loss  of  control  may  be 
the  greatest  fear  of  dying  patients, 
all  efforts  should  be  made  to 
maximize  the  patient’s  sense  of 
control. 

Accomplishing  these  goals  re- 
quires renewed  efforts  from  phy- 
sicians, nurses,  family  members, 
and  other  sources  of  psycholog- 
ical and  spiritual  support.  Often, 
the  patient’s  despair  with  his  or  her  quality  of  life 
can  be  relieved  by  psychiatric  intervention.  Seri- 
ously ill  patients  contemplating  suicide  may  de- 
velop a renewed  desire  to  live  as  a result  of  coun- 
.seling  and/or  anti-depressant  medications.  When 
requests  for  assisted  suicide  occur,  it  is  impor- 
tant to  provide  the  patient  with  an  evaluation  by 
a health  professional  with  expertise  in  psychiat- 
ric aspects  of  terminal  illness. 

The  hospice  movement  has  made  great  strides 
in  providing  comfort  care  to  patients  at  the  end 
of  life.  In  hospice  care,  the  patient’s  symptoms, 
including  pain,  are  aggressively  treated  to  make 
the  patient  as  comfortable  as  possible,  but  efforts 
to  extend  the  patient’s  life  are  usually  not  pur- 
sued. Hospice  patients  are  often  cared  for  at  home, 
or,  if  theircondition  requires  care  to  be  delivered 
in  an  institutional  setting,  intrusive  medical  tech- 
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nology  is  kept  to  a minimum.  The  provision  of  a 
humane,  low-technology  environment  in  which 
to  spend  their  final  days  can  go  far  in  alleviating 
patients’  fears  of  an  undignified,  lonely,  techno- 
logically dependent  death. 

Physicians  must  not  abandon  or  neglect  the 
needs  of  their  terminally  ill  patients.  Indeed,  the 
desire  for  suicide  is  a signal  to  the  physician  that 
more  intensive  efforts  to  comfort  and  care  for  the 
patient  are  needed.  Physicians,  family,  and  friends 
can  help  patients  near  the  end  of  life  by  their 
presence  and  by  their  loving  support.  Patients  may 
feel  obligated  to  die  in  order  to  spare  their  fam- 
ilies the  emotional  and  financial  burden  of  their 
care  or  to  spare  limited  societal  resources  for  other 
health  care  needs.  While  patients  may  rationally 
and  reasonably  be  concerned  about  the  burden 
on  others,  physicians  and  family  members  must 
reassure  patients  that  they  are  under  no  obliga- 
tion to  end  their  lives  prematurely  because  of  such 
concerns. 

In  some  cases,  terminally  ill  patients  volun- 
tarily refuse  food  or  oral  fluids.  In  such  cases, 
patient  autonomy  must  be  respected  and  forced 
feeding  or  aggressive  parental  rehydration  should 
not  be  employed.  Emphasis  should  be  placed  on 
renewed  efforts  at  pain  control,  sedation,  and  other 
comfort  care  for  the  associated  discomfort. 

3.  “Slippery  Slope”  Concerns. — Permitting 
assisted  suicide  opens  the  door  to  policies  that 
carry  far  greater  risks.  For  example,  if  assisted 
suicide  is  permitted,  then  there  is  a strong  argu- 
ment for  allowing  euthanasia.  It  would  be  arbi- 
trary to  permit  patients  who  have  the  physical 
ability  to  take  a pill  to  end  their  lives,  but  not  let 
similarly  suffering  patients  die  if  they  require  the 
lethal  drug  to  be  administered  by  another  person. 
Once  euthanasia  is  permitted,  however,  there  is  a 
serious  risk  of  involuntary  death.  Given  the  ac- 
ceptance of  withdrawal  of  life-sustaining  treat- 
ment by  proxies  for  incompetent  patients,  it  would 
be  easy  for  society  to  permit  euthanasia  for  in- 
competent patients  by  proxy. 

The  Dutch  experience  with  euthanasia  dem- 
onstrates the  risks  of  sanctioning  physician-as- 
sisted suicide.  In  the  Netherlands,  there  are  strict 
criteria  for  the  use  of  euthanasia  that  are  similar 
to  the  criteria  proposed  for  assisted  suicide  in  the 
United  States.  In  the  leading  study  of  euthanasia 
in  the  Netherlands,  however,  researchers  found 
that,  in  about  28%  of  cases  of  euthanasia  or  phy- 
sician-assisted suicide,  the  strict  criteria  were  not 
fulfilled,  suggesting  that  some  patients'  lives  were 
ended  prematurely  or  involuntarily.  In  a number 
of  cases,  the  decision  to  end  the  patient's  life  was 
made  by  a surrogate  decision  maker  since  the 
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patient  had  lost  decision-making  capacity  by  the 
time  the  decision  to  employ  euthanasia  was  made. 

Recommendations 

In  lieu  of  Resolution  3 (A-93)  the  Council  on 
Ethical  and  Judicial  Affairs  recommends  that  the 
following  statements  be  adopted: 

1.  Physician-assisted  suicide  is  fundamentally 
inconsistent  with  the  physician’s  profession- 
al role. 

2.  It  is  critical  that  the  medical  profession  redouble 
its  efforts  to  ensure  that  dying  patients  are 
provided  optimal  treatment  for  their  pain  and 
other  discomfort.  The  use  of  more  aggressive 
comfort  care  measures,  including  greater  re- 
liance on  hospice  care,  can  alleviate  the  phys- 
ical and  emotional  suffering  the  dying  patients 
experience.  Evaluation  and  treatment  by  a 
health  professional  with  expertise  in  the  psy- 
chiatric aspects  of  terminal  illness  can  often 
alleviate  the  suffering  that  leads  a patient  to 
desire  assisted  suicide. 

3.  Physicians  must  resist  the  natural  tendency  to 
withdraw  physically  and  emotionally  from  their 


terminally  ill  patients.  When  the  treatment  goals 
for  a patient  in  the  end  stages  of  a terminal 
illness  shift  from  curative  efforts  to  comfort 
care,  the  level  of  physician  involvement  in  the 
patient’s  care  should  in  no  way  decrease. 

4.  Requests  for  physician-assisted  suicide  should 
be  a signal  to  the  physician  that  the  patient’s 
needs  are  unmet  and  further  evaluation  to  iden- 
tify the  elements  contributing  to  the  patient’s 
suffering  is  necessary.  Multidisciplinary  inter- 
vention, including  specialty  consultation,  pas- 
toral care,  family  counseling,  and  other  mo- 
dalitie.s,  should  be  sought  as  clinically  indicated. 

5.  Further  efforts  to  educate  physicians  about 
advance  pain  management  techniques,  at  both 
the  undergraduate  and  graduate  levels,  are  nec- 
es.sary  to  overcome  any  shortcomings  in  this 
area.  Physicians  should  recognize  that  courts 
and  regulatory  bodies  readily  distinguish  be- 
tween use  of  narcotic  drugs  to  relieve  pain  in 
dying  patients  and  use  in  other  situations. 

(References  pertaining  to  Report  8 of  the  Coun- 
cil on  Ethical  and  Judicial  Affairs  are  available 
from  the  Office  of  the  General  Counsel.)  ji 


^ Now  if  I keep  tkis  oatK  and  break  it  not.  may  I enjoy 
Konour,  in  my  life  and  art,  among  all  men  for  all  time:  but  if  I 
transgress  and  forswear  myself,  may  tbe  opposite  befall  me. 
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Now  Accepting  Entries 
Mark  R.  Johnson  Competition 
“Excellence  in  Medical  Writing” 


The  Editorial  Board  of  the  Journal  of  the  Oklahoma  State  Medical  Association  and  the  osma  Board 
of  T rustees  are  proud  to  announce  the  1 996  Mark  R.  Johnson  Competition — Excellence  in  Medical  Writing. 

A $500  cash  award  will  be  presented  to  the  medical  student  or  resident  at  the  University  of 
Oklahoma  College  of  Medicine  (Oklahoma  City  or  T ulsa  campus)  who,  by  December  31 , 

1 996,  submits  the  best  scientific  paper  or  opinion  piece  for  publication  in  the  Journal. 

Entries  will  be  judged  by  the  Journal’s  Editorial  Board  at  its  annual  meeting  next  March  and  the  winner,  if 
any,  will  be  announced  at  the  Annual  Meeting  of  the  osma  House  of  Delegates  in  April  1 997.  All  decisions 
of  the  Editorial  Board  will  be  final. 

The  student  or  resident  submitting  the  paper  need  not  be  the  so/e  author,  but  must  be  the  lead  author  and 
must  have  done  the  majority  of  the  writing.  Entries  in  the  competition  should  be  clearly  labeled  as  such  when 
submitted. 

Entries  should  be  mailed  to;  Mark  R.  Johnson  Competition,  osma  Journal,  601  West  1-44  Sen/ice  Road, 
Oklahoma  City,  OK  7311 8.  For  additional  information,  call  (405)  843-957 1 or  1 -800-522-9452. 

The  memorial  trust  that  funds  this  competition  was  established  by  the  friends  and  family  of  Mark  R. 
Johnson,  MD,  who,  during  his  two  decades  as  editor-in-chief  of  the  osma  Journal,  exemplified  the  very 
best  in  both  expository  and  opinion  writing  in  the  field  of  medicine. 


• Business  Overhead  Expense  Insurance  • Long  Term  Care 


Endorsed  Insurance  Plans 


Quality  Value  Total  Protection 


• Individual  Disability  Protection 


Hospital  Indemnity  Plan 


• Group  Term  Life 

• Full  Time  Accident  Insurance 


• Workers  Compensation 


Phone  (405) 
Fax  (405)  52 


In  Oklahoma  City 
P.O.Box  26967  73126 

Phone  (405)  524-781 1 
Fax  (405)  525-2909 


In  Tulsa 

2021  S.  Lewis  #570 


Phone  (918)  743-9703 
Fax  (918)  743-9723 
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News 


OSMA  Board  of  Trustees  holds  July  meeting 

In  a long  but  relatively  routine  meeting  on  July  14  in  Oklahoma  City,  the  osma 
Board  of  Trustees  took  the  following  actions: 

• Approved  the  appointment  of  David  Russell,  MD,  Enid,  to  fill  the  unexpired 
term  of  District  111  Trustee  James  S.  Gerber,  MD,  Okarche.  The  term  will  expire 
in  1997. 

• Heard  a report  from  President  David  L.  Harper,  MD,  Tulsa,  announcing  the 
hiring  of  two  new  experienced  lobbyists  for  the  OSMA:  Vickie  White  Rankin,  who 
will  be  working  at  the  grassroots  level  with  activities  such  as  ompac,  and  Lynne 
White,  who  will  maintain  an  active  presence  at  the  state  capitol. 

• Received  a report  that  in  a meeting  of  OSMA  leaders  and  leaders  of  the  osteo- 
pathic association,  the  osteopathic  leadership  indicated  they  do  not  want  OSMA 
membership  opened  to  them  at  this  time. 

• Heard  from  Dr.  Jay  Gregory  that  Ms.  Rankin  and  Ms.  White  are  compiling  a 
rating  of  Oklahoma  legislators’  voting  records  to  assist  ompac  in  its  distribution 
of  funds.  He  noted  that  currently  only  661  physicians  belong  to  ompac  and  en- 
couraged greater  support. 

• Were  told  that  as  part  of  her  work  at  the  capitol,  Ms.  White  will  brief  physi- 
cians serving  as  Doctor  of  the  Day  so  they  can  serve  as  proponents  of  OSMA  positions 
while  at  the  capitol. 

• Voted  unanimously  to  ask  the  Oklahoma  Centralized  Verification  Organiza- 
tion (OCVO),  based  in  Tulsa,  to  prepare  a proposal  of  joint  venture  with  the  osma. 
The  proposal  is  to  be  presented  at  the  next  OSMA  board  meeting. 

• Received  a request  from  Dr.  Gregory  that  the  AMA  delegation  be  granted  space 
for  an  on-going  column  in  the  JOURNAL. 

• Voted  to  refer  the  Education  and  Research  Foundation  (ERF)  Bylaws  to  the 
Constitution  and  Bylaws  Committee  for  study. 

• At  the  recommendation  of  Dr.  Ed  Brandt,  voted  that  the  OSMA  join  the  Nation- 
al Advisory  Council  on  Family  Violence. 

• Approved  the  replacement  of  heat  and  air  units  and  the  roof  on  the  OSMA  an- 
nex building. 

• Voted  to  ask  C.L.  Frates  and  Company  to  assist  in  obtaining  another  bid  on 
replacement  of  the  roof  on  the  main  OSMA  headquarters  building,  said  replace- 
ment to  be  with  material  similar  to  the  existing  one. 

• Passed  a motion  to  periodically  re-bid  the  commercial  lines  insurance  (prop- 
erty/general liability/crime  coverage)  on  the  headquarters  building. 

• Voted  that  the  OSMA  be  the  lead  agency  in  the  Tobacco  Free  Coalition’s  appli- 
cation for  a Robert  Woods  Johnson  Foundation  grant. 

• Approved  Life  Membership  applications  for  Charles  Chediak,  MD,  Oklaho- 
ma City;  Joseph  LeBlanc,  MD,  Bartlesville;  and  Donald  R.  Inbody,  MD,  Tulsa. 
• Decided  to  hold  its  October  1 3 meeting  in  Oklahoma  City,  rather  than  in  Ponca 
City,  as  previously  announced.  The  February  2 meeting  will  be  in  Ponca  City,  ij 


State  delegation 
reports  from  AMA 

AMA  adopts  Oklahoma’s  Hlv 
policy  for  pregnant  wom- 
en.— The  Oklahoma  delegation  to 
the  American  Medical  Association 
meeting  in  June  succeeded  in 
changing  AMA  policy  on  testing 
pregnant  women  for  HIV.  While 
former  AMA  policy  “encouraged” 
physicians  to  di.scuss  Hiv  testing 
with  their  pregnant  patients,  a res- 
olution from  the  Oklahoma  dele- 
gation, adopted  by  the  AMA  House 
of  Delegates,  called  for  manda- 
tory HIV  testing  of  pregnant  wom- 
en. 

The  Oklahoma  resolution  read: 

Whereas,  Prevention  of  trans- 
mission of  HIV  during  pregnancy 
to  the  infant  is  possible;  and 
Whereas,  AZT  given  to  Hlv 
mothers  from  the  14th  week  of 
pregnancy  and  to  those  infants, 
decreased  the  number  of  infect- 
ed babies  from  25%  to  8%;  and 
Whereas,  Mandatory  testing 
for  HIV  of  newborns  at  birth  is  too 
late  to  prevent  perinatal  transmis- 
sion of  the  virus;  now  therefore 
be  it 

Resolved,  That  the  American 
Medical  Association  support  the 
position  that  there  should  be 
mandatory  Hiv  testing  of  all  preg- 
nant women  and  newborns  with 
counseling  and  recommendations 
for  appropriate  treatment. 

(coniinued) 
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AMA  meeting  (continued) 

The  original  resolution  written  for 
the  OSMA  House  of  Delegates  by  the 
OSMA  Perinatal  Task  Force,  chaired  by 
OSMA  Vice-President  Mary  Anne  Mc- 
Caffree,  MD,  called  for  “routine”  rath- 
er than  “mandatory”  testing.  However, 
the  OSMA  House  of  Delegates  felt  evi- 
dence indicated  the  treatment  of  infected 
mothers  with  AZT  so  significantly  re- 
duced the  number  of  Hiv-positive  ba- 
bies that  mandatory  Hiv  testing  for  all 
pregnant  women  was  warranted. 

The  AMA  reference  committee  rec- 
ommended that  the  Oklahoma  resolu- 
tion not  be  adopted  and  offered  com- 
promise language  that  encouraged  the 
AMA  to  “develop  a standard  of  care  under 
which  physicians  must  provide  all  preg- 
nant women  with  education  and  coun- 
seling on  HIV,  including  the  risks  of 
vertical  transmission  and  the  possible 
benefits  of  testing  and  treatment.” 

After  considerable  debate,  the  orig- 
inal Oklahoma  resolution  recommend- 
ing mandatory  testing  passed  by  a vote 
of  185  to  181. 

AMA  delegates  address  other  Okla- 
homa resolutions. — In  addition  to  the 
HIV  resolution,  the  AMA  House  of  Del- 
egates took  the  following  actions  on  other 
resolutions  submitted  by  the  OSMA: 

• Combined  an  Oklahoma  resolution 
regarding  physician  credentialing  ser- 
vices with  one  from  Arizona  and  add- 
ed a resolve  that  “the  AMA  respect  and 
collaborate  with  those  federation  units 
which  operate  physician  credentialing 
.services.” 

• Combined  the  OSMA’s  two  re.solutions 
on  home  care — asking  for  a study  of  the 
industry  and  more  local  control  of  home 
care  agencies — with  one  from  the 
American  Medical  Directors  Associa- 
tion, resulting  in  a substitute  resolution 
asking  the  AMA  to  work  with  appropri- 
ate agencies  to  clearly  display  on  home 
health  agency  summary  reports  to  phy- 
sicians an  itemized  statement  of  the  al- 
lowable charges  for  services  rendered 
by  the  home  health  agency  since  care 
was  initiated;  identify  and  promote  more 
localized  Medicare  oversight  of  home 
care  agencies;  and  promote  a study  of 
the  status  of  home  care  in  the  U.S. 


• Amended  an  Oklahoma  resolution 
calling  for  lower  CME  fees  for  retired 
physicians  to  read:  “the  AMA  (will)  en- 
courage all  providers  of  continuing 
medical  education  to  consider  a reduced 
fee  policy  for  retired  physicians.” 

• Strengthened  an  Oklahoma  resolu- 
tion asking  the  major  pharmaceutical 
companies  to  standardize  their  require- 
ments for  certifying  indigent  patients 
for  free  drug  programs.  The  substitute 
resolution  asked  the  AMA  to  urge  drug 
companies,  through  the  Pharmaceuti- 
cal Research  and  Manufacturers  Asso- 
ciation, to  accelerate  the  development 
of  standard  and  uniform  policies  and 
procedures  for  certifying  indigent  pa- 


Specialty societies  will 
have  proportional 
representation  in  o 
reconfigured  AMA  House 
of  Delegates. 


tients  for  free  drug  programs,  includ- 
ing the  implementation  of  a process  by 
which  an  individual  patient,  once  cer- 
tified, can  obtain  medications  from  the 
pharmacy  of  choice;  encourage  phar- 
maceutical manufacturers  to  expand 
their  already  generous  free  drug  pro- 
grams for  the  indigent;  and  encourage 
physicians  to  facilitate  the  expansion  of 
free  drug  programs  for  the  indigent  by 
declining  to  receive  noneducational 
promotional  materials  from  drug  man- 
ufacturers and  by  urging  that  the  funds 
otherwise  spent  on  such  materials  be 
redirected  to  support  expanded  free  drug 
programs  for  the  indigent. 

• Adopted  an  Oklahoma  resolution  that 
asked  the  AMA  to  adopt  as  policy  the 
position  that  physician  services  are  ser- 
vices, not  products;  and  oppose  in  all 
appropriate  forums  the  current  Internal 
Revenue  Service  initiative  to  define 
physician  services  as  products. 

• Noted  that  the  Oklahoma  resolution 
addressing  the  payment  of  medical  .ser- 
vices for  illegal  aliens  is  already  exist- 
ing AMA  policy. 

Physician-assi.sted  suicide  rejected. — 


The  AMA  House  of  Delegates  reaffirmed 
current  policy  and  rejected  the  notion 
of  physician-assisted  suicide,  request- 
ing that  the  complete  text  of  the  report 
be  distributed  to  all  AMA  members;  that 
report  appears  elsewhere  in  this  issue 
of  the  Journal. 

Restructuring  of  the  Federation  be- 
gins.— To  better  position  medicine  to 
deal  with  the  challenges  of  the  next 
century,  the  AMA  House  of  Delegates 
passed  a Board  of  Trustees  report  that 
makes  sweeping  changes  in  the  config- 
uration of  the  Federation. 

The  AMA  House  of  Delegates  asked 
the  AMA  Council  on  Ethical  and  Judi- 
cial Affairs  (CEJA)  and  the  Council  on 
Long  Range  Planning  and  Development 
to  draft  a “statement  of  collaborative 
intent”  that  respects  the  autonomy  of 
constituent  organizations,  but  also  char- 
acterizes the  nature  of  the  working  re- 
lationships that  must  exist  among  all 
members  of  the  new  Federation  if  it  is 
to  achieve  its  objectives. 

The  statement  should  address  such 
topics  as: 

• Promoting  trust  and  cooperation 
throughout  the  Federation  of  Medicine. 

• Striving  to  help  the  Federation  of 
Medicine  speak  with  a unified  voice, 
particularly  on  critical  issues  relating 
to  patient  care. 

• Working  cooperatively  with  other 
Federation  organizations  to  advance  the 
image  of  physicians,  the  medical  pro- 
fession, and  the  Federation  as  a whole. 

• Supporting,  whenever  possible,  the 
policies  established  by  the  AMA/Feder- 
ation  House  of  Delegates,  and  provid- 
ing prior  notice  to  other  Federation 
organizations  when  public  opposition 
to  the  policy  positions  established  by 
the  AMA/Federation  House  of  Delegates 
is  necessary. 

• Openly  sharing  information  that  can 
help  other  Federation  organizations 
succeed,  especially  information  that 
helps  the  Federation  be  responsive  to 
member  needs. 

• Working  with  other  Federation  or- 
ganizations to  minimize  duplication  of 
services,  increase  efficiency  in  organized 
medicine,  and  provide  the  best  possi- 
ble benefits  to  members  through  reduced 
dues  and  enhanced  services. 
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Health  Department 

Hepatitis  B Alert! 


Oklahoma’s  hepatitis  B protection  levels  lor  1 994.  1 995.  and 
1996.  as  determined  by  a prospective  two-year-old  survey, 
were  0.49^.  12%.  and  50%  respectively  (F-ig.l).  Although 
this  indicates  a dramatic  increase  I'rom 
to  1996.  50%  is  still  well  below  the 
^ 1 national  goal  ot'70%.  especially  when 

V ■ one  considers  that  hepatitis  B vaccine  has 

" ® _ I been  available  statewide  since  1994. 

A separate  study  conducted  by  the  Na- 
tional Immunization  .Survey  (NIS)'  from 
July  1994  to  June  1995  indicated  Oklahoma  was  near  the 
bottom  for  hepatitis  B vaccine  coverage  in  Region  VI  (Ta- 
ble 1 ).  The  hepatitis  B protection  level  for  two-year-old  children 


in  Oklahoma  was  .'^4%.  compared  to  the  national  level  of 
51%. 

As  reported  in  the  June  1996  issue  of  Pediatrics,^  barri- 
ers to  reaching  optimum  coverage  levels  include  the  follow- 
ing: failure  to  recognize  the  public  health  importance  of  HB  V 
infection,  belief  that  their  patients  are  not  at  risk,  concern 
about  multiple  injections  during  a single  clinic  visit,  the  cost- 
effectiveness  of  infant  vaccination,  the  duration  of  protec- 
tion among  infants  not  exposed  to  lliw  until  later  in  life,  and 
because  vaccine  had  never  been  recommended  for  all  in- 
fants at  birth.  Most  personnel  in  hospital  nurseries  were 
unfamiliar  with  the  recommendation  to  immunize  infants 
against  hepatitis  B before  discharge. 

With  the  support  of  all  physicians.  Oklahoma  will  be  able 
to  meet  and  maintain  the  1998  goal  of  90%  protection  lev- 
els. The  foundation  for  comprehensive  coverage  with  hep- 

(coniinued) 


• Working  cooperatively  with  other 
Federation  organizations  to  achieve 
better  communications  among  physi- 
cians. between  physicians  and  their 
medical  associations,  and  among  the 
organizations  which  comprise  the  Fed- 
eration of  Medicine. 

A Federation  Coordination  Team 
(FCT).  consisting  of  20  physicians  rep- 
resentative of  age.  gender,  and  career 
stage,  will  be  appointed  to  clarify  roles 
and  achieve  active  coordination  of  ef- 
forts in  the  Federation  and  to  establish 
a process  for  pursuing  collaborative 
efforts  among  Federation  members.  FCT 
will  be  a working  group  whose  “suc- 
cess will  come  from  finding  logical  and 
rational  solutions  that  are  inherently 
attractive  and  constitute  the  basis  for 
‘win-win’  changes  among  Federation 
organizations.’’ 

• Specialty  societies  will  have  propor- 
tional representation  in  a reconfigured 
AMA  House  of  Delegates.  Once  a year 
the  AMA  will  .send  a specialty-represen- 
tation “ballot”  to  each  AMA  member  and 
fourth-year  medical  student  members 
asking  each  to  identify  one  specialty 
society  to  represent  him  or  her  in  the 
AM  A/Federation  House  of  Delegates.  For 
the  first  three  years,  the  number  of  del- 
egates and  alternate  delegates  allocat- 
ed to  a specialty  society  will  be  on  the 
basis  of  one  delegate  and  one  alternate 
delegate  for  each  2,000  AMA  members 
or  portion  thereof  who  select  the  par- 
ticular specialty  society  on  the  annual 
specialty-representation  ballot.  The 


fourth  year  after  implementation,  spe- 
cialty society  representation  will  be  on 
the  basis  of  one  delegate  and  one  alter- 
nate delegate  per  1.000  AMA  members 
or  portion  thereof. 

AM.A  honors  Oklahoma  County  phy- 
sicians.— The  physicians  of  the  Okla- 
homa County  Medical  .Society  were 
awarded  the  American  Medical  Asso- 
ciation Medal  of  Valor  during  the  AMA 
House  of  Delegates  meeting.  The  Okla- 
homa County  physicians  were  honored 
for  their  heroic  actions  in  the  hours 
immediately  following  the  bombing  of 
the  Murrah  Federal  Building  in  Okla- 
homa City  on  April  19,  1995. 

The  AMA  Medal  of  Valor  is  awarded 
for  courage  under  extraordinary  circum- 
stances in  non-wartime  situations. 

Before  accepting  the  award,  Okla- 
homa County  Medical  Society  President 
John  R.  Bozalis,  MD,  asked  all  Okla- 
homa phy.sicians  present  to  join  him  at 
the  podium.  The  assembled  Oklahoma 
physicians  received  a standing  ovation 
from  the  members  of  the  AMA  House  of 
Delegates. 

In  presenting  the  award,  then-AMA 
President  Lonnie  R.  Bristow,  MD,  said: 
“America’s  physicians  feel  a deep  sense 
of  pride  in  the  achievements  of  our 
colleagues  in  Oklahoma.  Their  actions 
enhanced  the  .sense  of  professionalism 
that  physicians  everywhere  know  is 
inherent  in  their  calling  to  the  healing 
profession.” 


Louisiana  physician  to  lead  AMA. — 
Daniel  “Stormy”  Johnson,  MD,  a Lou- 
isiana radiologist,  is  the  new  president 
of  the  American  Medical  Association. 
He  succeeds  California  internist  Lon- 
nie R.  Bristow,  MD. 

Percy  Wootton,  MD,  a Richmond, 
Va.,  internist  and  cardiologist,  was  elect- 
ed by  acclamation  as  AMA  president- 
elect. He  will  automatically  assume  the 
AMA  presidency  next  June. 

Re-elected  by  acclamation  as  speaker 
and  vice-speaker,  respectively,  of  the 
AMA  Hou.se  of  Delegates  were  Richard 
Corlin,  MD,  California,  and  John  Knote, 
MD,  Indiana. 

Re-elected  to  three-year  terms  on  the 
AMA  Board  of  Trustees  were  Donald  T. 
(Ted)  Lewers,  MD,  Maryland,  and  Pam 
Formica,  MD,  New  Jersey. 

Newly  elected  to  three-year  terms  on 
the  AMA  Board  of  Trustees  were  Donald 
Palmiasano,  MD,  Louisiana,  and  J. 
Edward  Hill,  MD,  Mississippi. 

George  Mahood,  MD,  Pennsylvania, 
was  elected  to  a one-year  term  to  com- 
plete an  unexpired  term. 

Officers  of  the  AMA  Board  of  Trust- 
ees are  Nancy  W.  Dickey,  MD,  Texas, 
chair;  Thomas  R.  Reardon,  MD,  Ore- 
gon, vice-chair;  Randolph  D.  Smoak, 
MD,  South  Carolina,  secretary-treasurer. 

Dr.  Dickey  has  announced  her  can- 
didacy for  AMA  president-elect  and 
currently  is  unopposed.  If  elected  next 
June,  she  would  become  the  first  wom- 
an to  lead  the  AMA.  j) 
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Table  1.  Two-Year-Old  Children  Hepatitis  B Vaccine  Coverage  DHHS  Region  Six 


State 

1998  Goal 

1996  Protection  Levels 

Louisiana 

90% 

58%  +-  5.6% 

Texas 

90% 

43%  +-  3.7% 

Arkansas 

90% 

43%  -I--  5.8% 

Oklahoma 

90% 

34% -H- 6.1% 

New  Mexico 

90% 

32%  -1--  5.5% 

National 

90% 

51%  +-  1.1% 

100% 


1994  1995  1996  1998 


Figure  1 . National  goals  for  hepatitis  B vaccine  coverege  for  two- 
year-old  children  versus  Oklahoma  protection  levels. 

atiti.s  B vaccine  will  necessitate  that  public  health  and  phy- 
sicians work  together  to  initiate  the  following  practices; 

• Provision  of  hepatitis  B vaccine  and  hepatitis  B immune 
globulin  (HBIG)  to  all  infants  born  to  hepatitis  B surface  antigen 
(HBsAg)  positive  mothers  identified  during  pregnancy  or  at 
the  time  of  delivery. 

• Administration  of  the  first  dose  of  hepatitis  B vaccine  to 
all  newborns  before  discharge  from  the  hospital.  Hospitals 
can  contact  the  Immuni/ation  Division  of  Child  Health  and 
Guidance  Services,  Oklahoma  State  Department  of  Health 
at  (405)  271-407.^  to  receive  the  vaccine  free  through  the 
Vaccines  for  Children  (vt-c)  Program  for  VFC-eligible  infants. 

• Development  of  a mechanism  that  would  ensure  the  lIBsAg 


status  is  known  on  all  pregnant  women  presenting  for  de- 
livery before  they  are  discharged. 

Continued  screening  of  maternity  patients  is  recommend- 
ed to  identify  neonates  requiring  HBIG  upon  delivery.  Admin- 
istering hepatitis  B vaccine,  without  perinatal  screening, 
can  result  in  5%  to  30%  of  these  infants  becoming  chronic 
carriers.  These  infants  should  receive  the  second  and  third 
doses  in  a timely  manner  due  to  an  increased  risk  of  expo- 
sure to  hepatitis  B virus  (HBV). 

The  public  health  strategy  in  Oklahoma  includes  provi- 
sion of  free  hepatitis  B vaccine  to  three  groups:  those  cov- 
ered by  the  VFC  Program,  those  covered  by  the  Perinatal 
Hepatitis  B Program,  and  those  covered  under  the  Univer- 
sal Hepatitis  B Program.  Also,  in  August  1995,  the  Adviso- 
ry Committee  on  Immunization  Practices  ( AClP)  recommend- 
ed vaccination  of  all  11-  to  12-year-old  children  who  have 
not  been  previously  vaccinated.  Beginning  in  the  fall  of  1 997, 
this  age  group  will  be  required  to  have  hepatitis  B vaccine 
before  entering  the  seventh  grade. 

All  VFC-eligible  children  through  18  years  of  age  who 
also  are  regarded  as  high  risk  can  receive  the  vaccine  series 
at  no  cost.  To  qualify  for  VFC,  a child  must  meet  one  of  the 
following  criteria;  Medicaid  enrolled.  Native  American, 
uninsured,  or  under-insured,  i.e.,  their  health  insurance  does 
not  cover  immunizations. 

The  Perinatal  Hepatitis  B Prof’iani  provides  HBsAg  screen- 
ing to  all  pregnant  women  presenting  at  a public  health  clinic 
for  prenatal  services.  If  the  HBsAg  test  is  positive,  they  are 
enrolled  in  a computerized  tracking  system.  HBIG  and  the 
vaccine  series  then  are  provided  free  to  the  newborn  begin- 
ning at  birth  (before  discharge  from  the  hospital).  Vaccine 
is  also  provided  free  to  all  susceptible  household  and  sexual 
contacts  of  HBsAg  positive  prenatal  patients. 

The  Universal  Hepatitis  B Prof>rani  provides  vaccine  to 
all  VFC-eligible  children  born  after  November  22,  1991, 
through  the  VFC  Program.  Targeting  only  those  thought  to 
be  at  high  risk  is  not  an  effective  means  of  preventing  hep- 
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atilis  B transmission.  About  ?>(V/c  ot  new  cases  have  no  iden- 
tifiable risk  source.  The  nu)st  effective  way  to  eliminate  hep- 
atitis B in  children  is  through  universal  immuni/ation  of  all 
infants. 

Modern  medicine  can  take  pride  in  the  elimination  of 
smallpox,  the  elimination  of  polio  in  the  Americas,  and  the 
drastic  reduction  of  other  vaccine-preventable  diseases.  By 
working  together  and  employing  the  knowledge  and  meth- 
ods gained  in  accomplishing  the  above,  similar  results  can 
be  achieved  with  hepatitis  B. 

For  further  information  contact  Edd  Rhoades,  MI),  MPH. 
Chief  of  Child  Health  and  Guidance  .Service,  or  Phyllis  Brown, 
RN.  Director  of  the  Immunization  Division  at  (405)  271- 
4073.  J 
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OSDH  receives  grant  to  assist 
pregnant  women  with  HIV,  AIDS 

The  Ryan  White  CARE  (Comprehensive  AIDS  Resources 
Emergency)  Act  was  originally  passed  by  Congress  on 
Augu.st  18,  1990.  The  act.  which  provides  support  for  health 
and  .social  services  for  individuals  living  with  Hiv  disease, 
represents  the  largest  authorization  of  federal  funds  specif- 
ically designated  for  that  purpose.  Oklahoma,  considered  a 
lower  incidence  state  for  Hiv,  is  eligible  for  these  funds  under 
Title  II  of  the  act.  On  May  20,  1 996,  President  Clinton  signed 
the  reauthorization  of  the  care  Act,  which  contains  an 
amendment  requiring  states  to  address  and  implement  sys- 
tems of  voluntary  Hiv  testing  for  pregnant  women. 

The  Oklahoma  State  Department  of  Health  is  the  grantee 
of  Title  II  funds  for  the  state,  and  this  year  will  receive  ap- 
proximately $1.65  million  through  Ryan  White.  These  dol- 
lars are  subcontracted  to  provide  Hiv  prescription  drug  as- 
sistance to  low-income  persons  with  no  other  pay  source, 
nurse  home  visits  for  skilled  or  personal  care,  and  commu- 
nity-based services  such  as  ca.se  management  and  medical 
transportation  assistance  for  a continuum  of  care  through 
HIV  service  consortia.  To  ensure  the  state’s  eligibility  for 
these  funds,  which  are  vital  to  individuals  living  with  Hiv  or 
AIDS,  the  Oklahoma  State  Department  of  Health  has  already 
begun  to  address  the  CARE  Act  amendment  through  a more 
systematic  process  of  offering  Hiv  testing  to  women  access- 
ing prenatal  care. 

The  amendment  to  the  CARE  Act  resulted  from  a Senate- 


House  compromise  that  shifts  focus  away  from  mandatory 
HIV  testing  and  requires  all  states  to  adopt  the  Centers  for 
Disease  Control  and  Prevention  (CDC)  guidelines  for  coun- 
seling and  voluntary  testing  of  pregnant  women.  The  amend- 
ment contains  the  following  provisions  with  target  dates  for 
completion  of  the  required  action: 

• September  1996 — CDC  must  develop  and  implement  a re- 
porting system  for  states  to  gather  data  on  AID.S  cases  result- 
ing from  perinatal  transmission  and  determine  the  causes  of 
such  transmission. 

• May  1998 — The  Secretary  of  Health  and  Human  Servic- 
es (HH.S)  is  directed  to  contract  with  the  Institute  of  Medi- 
cine to  evaluate  the  extent  to  which  state  efforts  have  been 
effective  in  reducing  perinatal  transmission  of  hiv  and  to 
analyze  barriers  to  further  reduction  of  such  transmission. 
A report  of  these  findings  is  to  be  provided  to  Congress  along 
with  recommendations  of  the  Institute. 

• September  1998 — The  Secretary  of  HHS,  in  consultation 
with  states  and  experts,  will  determine  if  mandatory  Hiv  testing 
of  all  infants  born  in  the  U.S.  whose  mothers  have  not  un- 
dergone prenatal  testing  has  become  routine  practice.  If  the 
secretary  determines  that  such  mandatory  testing  has  become 
routine  practice,  an  individual  state  will  have  eighteen  months 
to  demonstrate  compliance  in  one  of  the  three  following  ar- 
eas to  continue  Title  II  funding: 

• March  2()()() — ( I ) A state  must  show  a 50%  reduction  (or 
comparable  measure  for  states  with  less  than  10  cases)  in 
the  rate  of  new  AID.S  cases  resulting  from  perinatal  transmis- 
sion by  comparing  most  recent  data  to  1993  figures; 

(2)  At  a minimum,  95%  of  women  who  have  received  at 
least  two  prenatal  visits  prior  to  34  weeks  gestation  have 
been  te.sted  for  HIV;  (3)  A program  for  mandatory  testing  of 
all  newborns  whose  mothers  have  not  undergone  prenatal 
HIV  testing. 

Any  state  that  does  implement  mandatory  newborn  test- 
ing must  also  prohibit  health  insurance  companies  from  dis- 
continuing coverage  of  a person  based  on  the  fact  that  the 
individual  is  HIV-infected  or  has  been  tested  for  Hiv. 

The  Oklahoma  State  Department  of  Health,  in  accordance 
with  CDC  guidelines,  had  already  begun  the  implementation 
of  counseling  and  voluntary  Hiv  testing  for  pregnant  wom- 
en and  will  be  working  closely  with  the  private  physicians 
to  coordinate  statewide  efforts.  However  testing  is  only  an 
initial  step  in  reducing  maternal-infant  transmission  of  HIV 
and  should  not  be  construed  as  the  simple  answer  to  a com- 
plex situation.  Many  women  at  increased  risk  of  Hiv  infec- 
tion do  not  access  prenatal  care,  and  according  to  an  article 
in  June  20,  1996,  issue  of  The  New  England  Journal  of 
Medicine,  New  York  and  North  Carolina  both  report  25%  of 
HIV-infected  pregnant  women  declined  to  accept  zidovudine 
therapy.  Testing  can  provide  an  individual  with  knowledge 
of  HIV  status,  but  education,  counseling,  and  targeted  pre- 
vention efforts  are  key  components  of  a comprehensive  and 
effective  intervention  effort. 

For  additional  information,  call  the  Hiv/STD  Service  of  the 
Oklahoma  State  Department  of  Health  at  (405)  27 1-4636.  OP 
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Letters 

Zuhdi  relates  history 
of  hearh-lung  machine 

To  the  Editor:  The  profile  of  the  life  of 
Dr.  Allen  Greer  in  the  March  1996  is- 
sue of  the  JOURNAL  OF  THE  OKLAHOMA 
STATE  MEDICAL  ASSOCIATION  is  deserved. 
Author  Richard  Green,  however,  di- 
gressed into  material  not  germane  to  Dr. 
Greer’s  story.  This  digression  interpen- 
etrates the  core  of  my  scientific  life  and 
occupation.  I cannot  permit  this  recita- 
tion to  stand,  particularly  under  the  cloak 
of  a scientific  journal  as  if  to  give  it 
credence.  I will  limit  this  account  to  these 
passages  and  composition  from  page  104 
to  the  top  of  the  middle  column  on  page 
105.  Furthermore,  this  account  is  not 
meant  to  be  a narrative  of  my  long-stand- 
ing life  with  the  heart-lung  machine,  the 
physiology  of  total  body  perfusion,  tissue 
metabolism,  hypothermia,  and  intention- 
al hemodilution. 

The  Heart-Lung  Machine 

The  only  heart-lung  machine  used  in  the 
period  of  time  referenced  in  this  profile 
was  patented  by  Drs.  Richard  DeWall 
and  C.  Walton  Lillehei  of  the  Universi- 
ty of  Minnesota  and  was  already  in  use 
around  the  world.  Credit  as  clearly  in- 
dicated in  my  scientific  papers  is  theirs. 
My  .selection  of  this  heart-lung  machine 
over  others  1 was  familiar  with  was 
deliberate  because  it  could  be  easily 
scaled  up  or  down  depending  on  proto- 
cols and  its  parts  easily  dissected  for 
the  continuation  of  my  physiologic  in- 
vestigations of  perfusion.  My  detailed 
familiarity  with  this  specific  heart-lung 
machine  stems  from  my  fellowship  in 
the  open  heart  surgery  program  at  the 
University  of  Minnesota  in  the  latter  part 
of  1956  and  also  from  being  a partici- 
pant as  its  trainee  in  the  experimental 
and  early  clinical  work  of  its  variant 
bubble  oxygenator  (the  plastic  sheet 
oxygenator)  and  in  detailed  physiolog- 
ical studies  relating  to  flow  rate  and  tissue 
metabolism. 

'The  Heart.  Precisely,  the  one  and  only 
pump  (“heart”)  used  in  all  our  work,  as 
was  by  Lillehei  and  DeWall,  was  a fin- 
ger pump  manul'aclured  by,  commercial- 


ly available  at,  and  purchased  from 
Sigmamotor,  Inc.,  Middletown,  New 
York.  This  is  meticulously  listed  and 
referenced  in  my  publications. 

The  Lung.  The  one  and  only  oxygen- 
ator with  its  helical  reserx’oir  (“lung”) 
used  in  all  our  work  is  per  Lillehei  and 
DeWall  and  again  all  credit  in  my  sci- 
entific papers  is  theirs.  It  was  purchased 
with  other  components  from:  Phelan, 
Minneapolis,  Minnesota;  Travenol  Lab- 
oratories, Morton  Grove,  Illinois;  Ab- 
bott Laboratories,  Chicago,  Illinois;  and 
American  Optical  Company,  Chelsea, 
Massachusetts.  All  these  companies  and 
others  were  purveyors  of  the  (“heart”) 
and  (“lung”)  used  experimentally  and 
clinically  and  were  meticulously  listed 
and  referenced  in  my  publications. 

The  Heat  Exchange  Coil 

The  Solution.  Heat  exchangers  avail- 
able to  me  during  the  referenced  time 
and  one  such  u.sed  by  Dr.  Ivan  Brown 
of  Duke  University  were  volume-ex- 
panding which  did  not  permit  to  mate- 
rialize my  specific  determinations  for 
safe  total  body  perfusion. 

The  issue  of  the  heat  exchanger  was 
timely  solved  by  an  innovative  volume- 
reducing  heat  exchanger,  an  idea  pro- 
posed by  my  then  wife  Lamya — again 
she  is  exactly  referenced  in  my  scien- 
tific publications.  The  timeless  helix 
came  again  to  the  rescue  as  we  both 
thought  it  may  be  the  solution  I was 
looking  for  and  it  was.  For  that  entire 
night,  hopeful  that  a solution  to  body 
perfusion  might  be  found,  the  double 
helix  became  my  idea  fixe. 

And  Then.  In  the  morning,  I rushed 
to  KimRay,  Inc.,  on  the  recommenda- 
tion of  Allen  Greer  because  of  his  friend- 
ship with  its  principal.  One  of  its  ma- 
chinists shaped  the  stainless  steel  tube 
of  the  size  I intuitively  determined,  my 
intuition  governed  through  my  years  of 
experience  in  this  field  taking  into  ac- 
count the  two  factors  of  heat  exchange 
and  the  necessary  capacity  of  the  outer 
helical  reservoir  I calculated  for  a safe 
perfusion.  That  size  of  tubing,  when 
inserted  into  the  helix  of  the  oxygen- 
ator, proved  to  be  correct  in  the  research 
laboratory  I headed  on  the  fourth  lloor, 
and  not  the  first  floor,  of  13th  Street 
Mercy  Hospital  in  downtown  Oklaho- 


ma City.  The  double  helical  reservoir 
became  a reality.  Designs  for  addition- 
al heat  exchange  were  unnecessary  and 
were  eliminated. 

The  Assembly 

Per  my  directions,  all  these  components 
were  physically  assembled  by  myself 
and  Mr.  Lee  Pound,  the  engineer  at  the 
13th  Street  Mercy  Hospital,  on  a plat- 
form beside  two  sanitized  garbage  cans: 
one  to  contain  cooled  water  and  the  other 
heated  water,  the  water  to  be  delivered 
to  the  stainless  steel  helix  at  the  desired 
temperature  through  a commercial  ther- 
momixer. This  assembled  DeWall-Lille- 
hei  heart-lung  machine  and  the  heat 
exchange  device  were  first  studied  and 
verified  experimentally  in  my  labora- 
tory at  Mercy  Hospital  and  then  used 
successfully  on  our  first  53  patients.  All 
the  above  facts  and  the  name  of  Mr.  Lee 
Pound  are  clearly  cited  in  my  review 
article. 

Later  we  requested  as  a natural  step 
and  spurred  by  others,  as  the  author  of 
this  article  in  the  March  1996  JOURNAL 
states,  the  consolidation  of  the  thirty- 
gallon  garbage  cans  into  a single  con- 
tiguous unit,  “an  aesthetically  pleasing 
set  of  reservoirs,”  to  go  along  with  the 
already  aesthetically  pleasing  heart-lung 
machine;  the  presentation  of  the  heart- 
lung  machine  did  not  change  at  any  time. 
The  heat  exchange  unit  and  this  set  of 
containers  were  manufactured  by  Kim- 
Ray, Inc. — again  properly  referenced 
in  my  specific  papers — and,  I believe, 
for  a time  warehoused,  distributed  and 
sold  by  KimRay  along  with  other  parts 
of  the  heart-lung  machine,  duplicated 
or  purchased,  from  the  companies  list- 
ed above.  An  amusing  historical  anec- 
dote is  that  at  my  request  three  tanks 
were  originally  built — one  for  cooled 
water,  one  for  heated  water  and  a mid- 
dle tank  for  water  at  a desired  mainte- 
nance temperature.  The  middle  tank  was 
never  used  as  a water  container  since 
by  the  time  it  was  swiftly  made,  I had 
already  determined  it  was  not  needed. 
It  ended  up  as  a sanitary  garbage  can 
for  OR  wraps,  nurses'  purses,  and  tis- 
sue boxes.  During  this  period  my  pace 
was  fast.  The  different  pieces  of  the 
puzzle  of  total  body  perfusion  were 
falling  in  place.  I have  never  ob.served 


300 


J Okla  Slate  Med  Assoc,  Vol  89,  August  1996 


at  any  time  any  KimRay  personnel,  including  its  principal, 
in  my  laboratory  where  the  arduous  work  of  perfusion  in 
both  animal  and  laboratory  models  were  performed.  My 
biochemical  determinations,  radioactive  assays,  vascular 
resistance  verifications,  oxygen  transfers,  and  hemolysis 
occupied  the  entire  force  of  my  laboratory. 

Conclusions 

The  prose  of  the  w riter  from  his  assembled  information  cre- 
ated a scenario  which  simply  did  not  exist.  The  “furor”  was 
never  directed  towards  the  heart-lung  machine  we  used  or  at 
any  person.  The  anecdote  re  Cooley  cited  by  Allen  Greer  is 
placed  in  a context  that  creates  a distorted  image;  the  anec- 
dote was  regarding  the  principles  of  “intentional  hemodilu- 
tion"  and  perfusion  and  should  have  been  placed  in  the  middle 
column  of  page  105  following  the  word  “hemodilution." 
Several  other  types  of  heart-lung  machines  as  well  as  other 
heat  exchangers  followed  and  were  and  still  are  successful- 
ly used.  The  objections  were  medical  in  nature  and  physio- 
logic in  entity  and  address  “intentional  hemodilution,”  as  it 
is  against  all  the  conditioned  teachings  of  physicians. 

Mr.  Green  errs  again  when  he  w rites  that  my  papers  “don’t 
usually  delineate  individual  roles  or  merit.”  Nothing  could 
be  further  from  the  truth,  the  truth  documented  precisely  in 
all  my  .scientific  papers.  Mr.  Green's  source  tried  in  1960  to 
have  me  remove  pointed  indications  of  propriety  in  my  pub- 
lications and  I refused.  Dr.  Allen  Greer  was  present.  That  is 
when  1 removed  my.self  from  any  such  as.sociation,  in  addi- 
tion to  having  evolved  to  new  areas  and  went  on  with  my 
other  projects  that  followed — the  artificial  heart  with  engi- 
neer Captain  Clark  Ritchie,  clinical  stabilized  porcine  aor- 
tic valves  with  scientist  Warren  Hancock,  and  other  projects. 

I am  not  aware,  and  I should  be,  as  Mr.  Green’s  source 
claims,  of  any  of  “his  original  designs  for  gas  and  oil  field 
work  dating  back  to  1939”  that  were  adapted  to  the  heart- 
lung  machine.  This  taints  not  only  the  lifework  of  all  partic- 
ipants, but  also  the  w ork  of  many  others  whose  steps  I grate- 
fully acknowledge.  Finally,  the  story  of  what  has  been  clone 
in  Oklahoma  City  is  extremely  well  known  and  the  honors 
have  abounded.  That  story  is  not  well  served  by  superficial- 
ly researched  and  fragmentary  accounts  from  those  who  are 
peripheral  to  its  narrative.  Allen  Greer’s  statement  in  the 
brochure  for  his  Oklahoma  Hall  of  Fame  induction  is  self- 
evident: 

Greer  has  been  instrumental  in  the  development  of 
modern  cardiac  surgery  in  Oklahoma.  He  recognized 
Nazih  Zuhdi’s  abilities  and  provided  the  environment 
for  him  to  do  his  research  and  original  developments, 
and  he  assisted  him  in  the  following  advancements: 
development  of  a technologically  advanced  heart-lung 
machine,  which  made  open  heart  surgery  on  a mass 
scale  practical  for  the  first  time;  experimental  artifi- 
cial heart  work;  the  first  coronary  artery  bypass  sur- 
gery in  Oklahoma;  and  the  first  heart  transplant,  the 
first  heart-lung  transplant,  and  the  first  unilateral  lung 
transplant  in  Oklahoma.  In  addition  to  his  work  as  a 
thoracic  surgeon,  he  has  sponsored  or  assisted  numer- 


ous students  through  medical  school  and  has  been 
an  active  participant  in  the  state’s  cattle  industry,  where 
he  has  worked  to  improve  breeding  techniques  in  Angus 
cattle. 

— Nazih  Zuhdi,  MI) 
Oklahoma  City 


In  Memoriam 


1995 

Malcolm  Mollison,  MD October  8 

Ralph  William  Murphy,  MD October  13 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel,  MD October  31 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody,  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard,  MD December  24 

1996 

Gerald  LeRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 

Ted  Samuel  Edward  Lewis,  MD January  31 

Elbert  Henderson  Shuller,  MD January  26 

Earl  I.  Mulmed,  MD February  2 

Ralph  Richard  Markland,  MD February  10 

William  Jackson  Dowling,  MD  February  13 

Theodore  Sherman  Williams,  MD February  22 

John  Walker  Johnson,  Jr.,  MD March  13 

Joseph  Jules  Maril,  MD March  16 

Carl  Archie  Barclay,  MD March  21 

Thomas  Dewey  Howard,  MD March  2 1 

Hobart  Curtis  Sanders,  MD March  22 

Charles  Eugene  Green,  MD March  29 

Jane  Self,  MD March  30 

Erma  Ossip  Johnson,  MD April  3 

Marlene  Marie  Normand,  MD May  6 

Henry  Hubert  Modrak.  MD May  17 

James  Polk  Luton,  MD May  21 

John  Hartwell  Dunn,  MD May  27 

Logan  Albert  Spann,  MD June  7 

Coye  Willard  McClure,  MD June  19 

James  Jackson  Gable,  Jr.,  MD July  8 

Thomas  McNeil  Story,  MD July  9 

Herschel  Jerome  Rubin,  MD July  12 

Robert  Douglas  Anspaugh,  MD July  21 

Robert  Moran  Herlihy,  MD July  24 
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Deaths 


Robert  Douglas  Anspaugh,  MD 
1914  - 1996 

Robert  D.  Anspaugh,  MD,  A native  of  Gridley,  Kans.,  died 
July  21,  1996,  in  Oklahoma  City.  Dr.  Gridley  earned  his 
medical  degree  at  the  University  of  Tennessee,  Memphis,  in 
1942,  after  completing  his  undergraduate  work  at  the  Uni- 
versity of  Oklahoma.  During  the  Korean  conflict  he  served 
as  a captain  in  the  U.S.  Army  at  Fort  Campbell,  Ky.,  from 
1951  to  1953.  Dr.  Anspaugh  established  his  private  obstet- 
rics and  gynecology  practice  in  Oklahoma  City  in  1947. 

William  Jackson  Dowling,  MD 
1922  - 1996 

Retired  Bristow  surgeon  William  J.  Dowling,  MD,  and  OSMA 
Life  Member,  died  February  13,  1996.  A 1946  graduate  of 
the  University  of  Oklahoma  Medical  School,  he  completed 
his  internship  at  University  Hospital,  Oklahoma  City,  and 
surgical  residency  at  Veterans  Administration  Hospital, 
Oklahoma  City.  Dr.  Dr.  Dowling  was  on  active  duty  with 
the  U.S.  Navy  for  four  years  during  World  War  II.  Dowling 
was  born  in  Ardmore.  He  was  a Life  Member  of  the  OSMA 
living  in  Lake  Kiowa,  Tex. 

James  Jackson  Gable,  Jr.,  MD 
1918  - 1996 

James  J.  Gable,  Jr.,  MD,  a native  of  Oklahoma  City,  died 
July  8,  1996.  He  earned  his  medical  degree  from  the  Uni- 
versity of  Oklahoma  School  of  Medicine  in  1942.  He  served 
in  World  War  II  as  a battalion  surgeon  with  the  90th  Infantry 
Division,  and  years  later  was  recalled  to  duty  during  the  Korean 
conllict,  where  he  served  with  the  45th  Division,  attaining 
the  rank  of  major.  An  internist,  he  joined  the  Oklahoma  City 
Clinic  in  1948  and  practiced  there  until  his  retirement  in 
1 980.  Dr.  Gable  was  also  a professor  of  medicine  at  his  alma 
mater. 

Charles  Eugene  Green,  MD 
191 1 - 1996 

OSMA  Life  Member  Charles  E.  Green,  MD,  Lawton,  died  March 
29,  1996.  He  was  born  in  Ada  and  earned  his  medical  degree 
at  Indiana  University  School  of  Medicine  in  1 942.  During  World 
War  II  he  .served  on  active  duty  with  the  U.S.  Army  Medical 
Corps  for  33  months,  29  of  which  were  overseas;  he  earned 
the  rank  of  major  before  leaving  the  .service.  In  1962  he  was 
vice-president  of  the  Oklahoma  State  Medical  Association. 
Dr.  Green  served  on  the  medical  ship  Hope  in  January  1964 
at  Guayaquil,  Ecuador,  and  just  a few  years  later  the  pediatri- 
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dan  found  himself  in  war-torn  Vietnam  as  part  of  a team  of 
observation  physicians.  In  1989  the  association  presented  him 
with  the  A.H.  Robins  Award  for  Community  Service,  the  same 
year  he  was  awarded  Life  Membership. 

Robert  Moran  Herlihy,  MD 
1915  - 1996 

Cleveland,  Ohio,  native  Robert  M.  Herlihy,  MD,  a retired 
urologist,  died  July  24, 1 996,  in  Oklahoma  City.  A Life  Member 
of  the  OSMA,  Dr.  Herlihy  was  graduated  from  St.  Louis  Uni- 
versity School  of  Medicine  in  1943  and  served  in  the  U.S. 
Army  Medical  Corps  from  1945  to  1948,  attaining  the  rank 
of  captain.  In  1950,  after  completing  a residency  in  Detroit, 
he  moved  to  Enid  to  establish  a private  medical  practice. 
Dr.  Herlihy  was  a past  president  of  the  Oklahoma  State  Urology 
Society. 

Ralph  Richard  Markland,  MD 
1931  - 1996 

Otolaryngologist  Ralph  R.  Markland,  MD,  Oklahoma  City, 
died  February  10,  1996.  The  Oklahoma  City  native  was  a 
1956  graduate  of  the  University  of  Oklahoma  College  of 
Medicine  and  completed  an  internship  in  San  Antonio  the 
following  year.  From  1957  to  1959  he  was  on  active  duty 
with  the  U.S.  Army,  establishing  a private  practice  upon  his 
return  to  Oklahoma  City. 

Coye  Willard  McClure,  MD 
1914  - 1996 

Hollis  native  Coye  W.  McClure,  MD,  retired  ophthalmolo- 
gist and  OSMA  Life  Member,  died  June  19,  1996,  in  Oklaho- 
ma City.  Dr.  McClure  earned  his  medical  degree  from  the 
University  of  Oklahoma  Medical  School  in  1940.  An  internship 
and  residency  in  ophthalmology  at  University  Hospital  in 
Oklahoma  city  followed.  In  1944,  during  World  War  II,  Dr. 
McClure  joined  the  1 19th  Evacuation  Hospital  in  the  Euro- 
pean Theater,  returning  to  Oklahoma  City  in  1946  to  estab- 
lish his  medical  practice.  He  was  also  a member  of  the  fac- 
ulty at  the  OU  Medical  School.  He  was  a past  president  of 
the  Oklahoma  Clinical  Society  and  Oklahoma  State  Soci- 
ety of  Ophthalmologists,  a member  of  the  governing  board 
of  the  American  College  of  Surgeons,  and  a trustee  of  the 
Oklahoma  Eye  Foundation,  Presbyterian  Hospital,  and  Mc- 
Gee Eye  Institute. 

Herschel  Jerome  Rubin,  MD 
1912  - 1996 

Herschel  J.  Rubin,  MD,  longtime  Tul.sa  pediatrician,  died  in 
that  city  July  12,  1996.  Dr.  Rubin  was  born  in  Wheeling, 
W.V.,  and  graduated  from  Hahnemann  Medical  College  in 
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Philadelphia  in  1937.  In  1946  he  moved  to  Tulsa  and  .set  up 
a private  pediatries  practice.  He  served  as  a clinical  profes- 
sor of  pediatrics  at  Oral  Roberts  University  Medical  School 
and  as  an  associate  clinical  professor  of  pediatrics  at  the  Uni- 
versity of  Oklahoma.  Dr.  Rubin  .served  on  active  duty  with 
the  U.S.  Army  during  World  War  II  and  held  the  rank  of  major 
at  the  time  of  his  discharge. 


Classified  ads  are  .“SO  cents  a word,  with  a ininimuni  of  $25  per  ad.  A word 
is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned 
upon  request  and  will  add  6 words  to  the  total.  Payment  must  accompany 
all  submissions.  Orders  will  NOT  be  accepted  via  telephone  or  fax.  Mail 
ad  with  payment  to  OSMA  Jot  KNAI..  601  Northwest  Expressway,  Oklaho- 
ma City.  OK  73  1 1 8,  Deadline  is  the  first  of  the  month  preceding  the  month 
of  publication. 

Physicians  Wanted 


Thomas  McNeil  Story,  MD 
1929  - 1996 

Tuksa  general  surgeon  Thomas  M.  Story,  MD,  died  July  9, 
1 996.  Dr.  Story  w as  born  in  Ada  and  earned  his  medical  degree 
from  the  University  of  Oklahoma  Medical  School,  Oklaho- 
ma City,  in  1959.  He  completed  his  postgraduate  studies  at 
St.  John  Medical  Center  in  Tulsa.  He  practiced  family  med- 
icine and  general  surgery  in  Sand  Springs  and  in  Sapulpa,  as 
well  as  in  Okemah  and  Henryetta.  j 


OSMA  Toll  Free  Number 
1-800-522-9453 
FAX  1-405-842-1834 


IMMEDIATE  OPPORTUNITY  for  STAFF  PHYSICIANS 
and  MEDICAL  DIRECTOR  in  OKLAHOMA  at  the 
RESOURCE  CENTERS  of  ENID  and  PAULS  VALLEY, 
serving  people  with  Developmental  Disabilities. 
Salary  Ranges:  (commensurate  with  experience): 

Staff  Physicians:  $100,000  to  120,000 
Medical  Director;  $120,000  to  150,000. 

Good  hours.  Excellent  Benefits.  Contact  Robert 
Brown,  M.D.,  DDSD  State  Medical  Director  (405) 
521-4976  or  send  vitae  to  P.O.  Box  25352 
Oklahoma  City,  OK  731 25. 


PHYSICIAN.S:  Annashae  Corporation,  a rccogni/ed  leader  in  healthcare 
staffing,  is  seeking  various  specialties  for  HR.  Clinic  and  House  .Staff  op- 
portunities in  Oklahoma.  BCHS  & ACHS  required.  Malpractice  coverage 
and  benefits  package  available.  For  more  information,  contact:  Bill  Reid, 
Staffing  Coordinator:  1-800-245-2662. 


ORTHOPEDIST  AND  GASTROENTEROLOGIST  wanted  for  Southern 
Plains  Medical  Center,  35  physician  multispecialty  group  in  Chickasha.  OK. 
Eocated  35  miles  southwest  of  Oklahoma  City  on  Interstate  44  in  a family 
oriented  college  community  of  17,000  with  service  area  of  1 10,000  popu- 
lation. Outstanding  medical  center  with  ambulatory  surgery  center.  1 56  bed 
hospital  next  door.  Excellent  guarantee  and  benefits.  Contact  Jeanie  Bled- 
soe. 2222  Iowa.  Chickasha.  OK.  405-222-9583  or  405-224-8  111. 


For  Sale  or  Lease 


For  lease  in  Tulsa  1.480  square  feet  (one  office)  available.  Second  office 
occupied  by  Optometrist  and  third  office  hy  Plastic  Surgeon.  Located  near 
Saint  Francis  Hospital.  Ample  parking.  (918)  492-3964. 


FOR  SALE!  GENERAL  PRACTICE  OPPORTUNITY.  Small,  stable.  South- 
western Oklahoma  community  supports  this  large  volume  practice  of  18 
years.  Hospital  next  door  to  this  rented  office.  Office  fully  equipped  with 
x-ray,  EKG.  etc.  Another  physician  shares  same  building  as  well  as  call. 
This  M.D.  wishes  to  return  to  specialty  training  in  anesthesia.  Call  405- 
654-1 155  or  write  R.L.  Hill.  M.D..  Box  F,  Carnegie.  Oklahoma  73015. 


For  sale  or  lease  in  Stillwater  1500  square  feet  of  medical  space.  Ideally 
located  adjacent  to  Stillwater  Medical  Center.  Contact  John  Heil  of  the 
Prudential  Grindstaff-Harris  Real  Estate  at  405-372-0868. 


Use  Journal  classifieds  when  you  are  looking  for  a position,  have  a posi- 
tion to  fill,  or  want  to  buy.  sell,  or  rent  an  item  or  service.  It’s  economical 
and  practical,  and  will  reach  about  80%  of  the  medical  doctors  in  the  state 
of  Oklahoma. 


At  50c  a word,  with  a $25  minimum.  Journal  classifieds  are  a deal  that's 
tough  to  beat. 


PHYSICIAN 
(M.D.  OR  D.O.) 

Works  in  the  Personal  Health  Division  which  includes  Well  Baby,  Well  Child,  Immunizations,  TB 
Control,  Family  Planning,  Maternity  (no  delivery),  STD,  Epidemiology  & CD.  Provides  medical  care 
and  serves  as  Medical  Officer  for  agency  and  reports  to  Asst.  Director  of  Personal  Health.  Requires 
current  medical  license  as  MD  or  DO;  eligible  for  license  in  Oklahoma;  Eligible  for  Board  certification 
in  Internal  Medicine,  Family  Practice,  or  Preventive  Medicine.  Valid  driver's  license  and  vehicle.  Public 
Health  experience/training  preferred.  Salary;  $80,000  - $100,000  depending  on  ciualifications  and 
experience.  Send  C.V.  to  Human  Resources,  City  - County  Health  Department  of  Oklahoma  County, 
921  N.E.  23,  Oklahoma  City,  OK  73105,  postmarked  by  8/31/96.  AA/EOE. 
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SOUTHERN  PLAINS  MEDICAL  CENTER 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

A ACCREDITED  — 

ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 

FAMILY  PRACTICE 

OBSTETRICS  AND 

ANESTHESIOLOGY 

RADIOLOGY 

ONCOLOGY  (Part-time) 

222-9550 

GYNECOLOGY 

222-9520 

224-8111 

222-9560 

J.W  McDoniel.  M.D. 

222-9550 

Gideon  Lau,  M D. 

T.J.  Williams.  M.D. 

R.G.  Ganick,  M D 

J O.  Wood,  Jr.,  M.D. 

Alan  J.  Weedn,  M.D, 

M.M,  Vaidya,  M.D. 

L.M.  Bowen,  M.D. 

Ernest  W.  Archer,  M.D. 

Kenneth  Priest,  M.D. 

SPEECH  PATHOLOGY 

INTERNAL  MEDICINE 

222-9540 

ANCILLARY  SERVICES 

222-9510 

GYNECOLOGY 

QUICKCARE  AND 

Collette  Ellis,  M.Ed.,  C.C.C. 

224-81 1 1 

D.L  Stehr,  M.D. 

222-9550 

OCCUPATIONAL  MEDICINE 

Debrah  A Morris.  M S.,  C.C.C. 

• Ambulatory  Surgery 

Don  R Hess,  M.D. 

Nancy  W.  Dever,  M D. 

222-9560 

Kaysi  Edmonds,  M.Ed.,  C.C.C. 

• Laboratory 

R L Jenkins,  M.D. 

C.R.  Gibson.  M.D. 

Elizabeth  Hall.  M.Ed.,  C.F.Y. 

• Radiology 

R.C.  Talley,  M.D. 

THORACIC  & VASCULAR 

D F.  Haslam,  M.D. 

Ultrasound 

Thomas  W.  Essex,  D O. 

SURGERY 

DERMATOLOGY 

Mammography 

H.  Stan  Wood,  D O. 

222-9560 

UROLOGY 

222-9530 

Magnetic  Resonance 

Ralph  Kauley,  P.A. 

Jim  G.  Melton.  D O. 

222-9520 

Linda  A.  Reinhardt.  M D. 

Imaging  (MRI) 

David  Ward.  P.A.,C 

GENERAL  & VASCULAR 

Joseph  M.  McClintock,  M D. 

ALLERGY 

• EKG/Stress  Testing 

• Physical  Therapy 

CARDIOLOGY 

SURGERY 

ORTHOPEDIC  SURGERY 

222-9570 

• Chemotherapy 

222-9510 

222-9560 

222-9520 

R E.  Herndon,  M.D. 

Joe  T.  Bledsoe,  M,D. 

Linda  M.  Johnson.  M.D, 
Virginia  L.  Harr,  M.D. 

J.E.  Winslow,  Jr.,  M.D. 
Robert  C.  Lesher,  M.D. 

PHYSICAL  MEDICINE 
& REHABILITATION 
222-9520 
K.M  Vaidya,  M D. 

ADMINISTRATION 

224-8111 

GASTROENTEROLOGY 

John  T.  Gregg,  M.D. 

Daniel  N.  Vaughan 

222-9510 

Jim  G.  Melton,  D O. 

OTORHINOLARYNGOLOGY 

Pamela  J.  Nix 

C.K  Su,  M.D. 

John  Hurd,  P.A.-C. 

Gregg  S.  Goveft,  M D. 

Charles  B.  Powell,  Jr. 

NEUROLOGY/NEUROSURGERY 

PEDIATRICS 

OPHTHALMOLOGY 

PSYCHIATRY 

(Part-time)  222-9520 

222-9500 

222-9530 

222-9540 

Robert  J.  Tyndall.  M.D. 

E.  Ron  Orr,  M.D. 
J.E.  Freed,  M D. 
Pilar  Escobar.  M.D, 

John  R.  Gearhart,  M D, 

Boyd  K Lester 

R.E.  Woosley,  M.D. 
Stepen  Cagle,  M.D 
Robert  Tyndall,  M.D. 

Fernando  A Fernandez,  M.D. 

J U EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 

AMBULATORY  SURGERY  (SAME  DAY  IN  — 

OUT  SURGERY) 

MAIN  CLINIC- 

- 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 

If  No  Answer  Call  224-2300 

Call  Toll  Free  For  An  Appointment  1-800-522-3966 

/ 


\ 


OklaKoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 

Kenneth  A.  Hieke,  M.D. 

Robert  S.  Unsell,  M.D. 

(405)  945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 
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r,//]  ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 


1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 

Providing  Comprehensive  Orthopaedic 

& 

Reconstructive  Services 


ORTHOPAEDIC  SURGERY 


SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 
RHEUMATOLOGY 
SPORTS  MEDICINE 


HOUSHANG  SERADGE,  MD,  FICS* 
MEHDI  N.  ADHAM,  MD,  FACS** 
CHRIS  CODDING,  MD*** 
WINFRED  PARKER,  PA 


‘Diplomate:  American  Board  of  Orthopaedic 
Surgery,  Certified;  OrthopaedicSurgery, 
Hand  Surgery  Fellow;  AAOS,  ASSH,  AAHS 


**  Board  certified  Plastic  Surgery  ‘“Board  certified  in 
Member;  American  Society  Of  Internal  Medicine 

Plastic  & Reconstructive  Surgeons 


Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 

adults  and  children. 

mam® 

^ ^ Founded  1925  4>  ^|| — ^ 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

CENTRAL  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDt° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf 

Oklahoma  City.  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

Warren  V.  Filley,  MD,  t* 

MERCY  OFFICE 

James  R.  Claflin,  MDf° 
Patricia  1.  Overhulser,  MDf° 

The  Plaza  Physicians  Building 

Dean  A.  Atkinson,  MDt* 

4140  W.  Memorial  Road,  Suite  115 

Oklahoma  City,  Oklahoma 

Senior  Consultant: 

(405)  235-0040 

George  L.  Winn.  MDt 

SOUTH  OFFICE 
Southwest  Medical  Tower 
1044  S.W,  44th  St..  Suite  210 

Oklahoma  City,  Oklahoma 

t Diplomate  American  Board  of  Allergy  and  Immunology 

(405)  235-0040 

* Diplomate  American  Board  of  Internal  Medicine 

® Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Executive  Director: 

Norman,  Oklahoma 

G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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PROFESSIONAL  DIRECTORY 


JAMES  A.  MURRAY,  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 

Deaconess  Medical  Offices 

NORTHWEST  ALLERGY  CLINIC,  INC. 

John  L.  Davis.  M D. 

5701  N.  Porlland.  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 

OKLAHOMA  ALLERGY  & ASTHMA  CLINIC.  INC. 

Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


ENDOCRINOLOGY 


Modhi  Gude.  MD,  MRCP(UK),  FACP,  FACE 
Diplomate,  American  Boards  of  Internal  Medicine  and 
Endocrinology.  Diabetes  and  Metabolism 
South  Office:  1552  S.W.  44th,  OKC,  OK  73119:  Phone  405-681-1100 
North  Office:  6001  N.W.  120th  Ct  #6,  OKC,  OK  73163;  Phone  405-728-7329 
Practice  limited  to  ENDOCRINOLOGY,  DIABETES,  THYROID 
Special  Procedures:  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


Robert  S.  Ellis,  MD  f 
Lyle  W.  Burroughs.  MDf 
Charles  D.  Haunschild,  MDt' 
James  H.  Wells,  MDf 
John  R.  Bozalis,  MDf 


Warren  V.  Filley,  MDf 
James  R.  Claflin,  MDt“ 
Patricia  I.  Overhulser,  MDf” 
Dean  A.  Atkinson,  MDf 


GYNECOLOGIC  ONCOLOGY 


Gynecologic  Oncology  & Pelvic  Surgery 

JEFFREY  J.  SMITH.  MD.  FACOG,  FACS 

Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L.  Young  Blvd.  #706 
Oklahoma  City.  Oklahoma  73104 
271-3200 


OPHTHALMOLOGY 


Senior  Counsultant:  George  L.  Winn,  MDt 

tDiplomate  American  Board  of  Allergy  and  Immunology 
‘Diplomafe  American  Board  of  Internal  Medicine 
"Diplomate  American  Board  of  Pediatrics 


Central  Office: 

750  NE  13th  St. 

Okla  City,  OK  73104 
405-235-0040 


Southwest  The  Plaza 

Medical  Tower  Physicians  Building  Norman  Office: 

1044  SW  44th  St.  4140  W Memorial  Road  950  N Porter 
Suite210  Suite  115  Suite  101 

405-235-0040  405-235-0040  405-235-0040 


CARDIOVASCULAR 

Galen  P,  Robbins,  MD 
William  S.  Myers,  MD 
William  J.  Fors,  MD 
Charles  F.  Bethea,  MD 
Fred  E.  Lybrand,  MD 

CARDIOVASCULAR  CLINIC 
Mel  Clark,  MD 
Jerome  L.  Anderson,  MD 
Santosh  T,  Prabhu,  MD‘ 

Richard  T.  Lane,  MD 
Gary  Worcester,  MD 
Jerry  L.  Rhodes,  MD 
Steven  J.  Reiter,  MD 
Matt  Wong,  MD 

JAMES  B.  MILLS,  MD 


232-4222 


Surgery  and  Diseases  of  the  Eye 


CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty,  Stents,  and  Antherectomy 
Diagnostic  Stress  Testing  — Treadmill,  Echo,  and  Nuclear  Imaging 
Electrophysiology.  Pacemaker,  AlCD  Diagnostic  Vascular  Lab 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla.  City,  Okla.  73112*  947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W.  Memorial  Rd.,  Suite  613,  Okla.  City,  Okla.  73120  • 945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  In  Skin  Surgery 
Medicare,  BC&BS,  Slate  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


SKIN  & SKIN  CANCER  CENTER.  INC. 

M.  Denise  Wiley,  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 


Clinic  Building 

3434  N W 56.  Oklahoma  City 


South  of  Baptist  Hospital 
(405)  946-5678 


REGIONAL  PSORIASIS  HEALING  CENTER 
Steven  A.  Smith,  M.D.,  F.A.C.P. 
Diplomate  American  Board  of  Dermatology 
5801  E 41sl  SI.,  Suite  220 

Tulsa.  OK  74135 


(918)  664-9881 


JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  N W 1 1 th  Street  Oklahoma  City  731 03 


ORTHOPEDICS 


S.  Fulton  Tompkins,  M.D. 

John  F.  Tompkins.  M.D. 

Charles  E.  Bryant,  M.D. 

Baptist  Medical  Plaza  - Building  A 3435  N.W.  56lh  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112  (405)  945-4242 

Diplomates  American  Board  of  Orthopaedic  Surgery 


HOUSEHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street,  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631-4263  631  -HAND 


OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH.  JR..  MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  ■ American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 
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PEDIATRIC  SURGERY 


SURGERY,  CARDIOVASCULAR  & THORACIC 


WM  P TUNELL,  MD'  DAVID  W TUGGLE.  MD‘ 

P CAMERON  MANTOR.  MD 

940  NE  13th  Street.  Oklahoma  City.  Oklahoma  73104 
OHice.  405-271-4536  After  hours  405-523-6739  (then  enter  your  phone  no.) 

•American  Board  ot  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453 

1110  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K IMES.  MD 

Diplomate  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultant  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
Sleep  Medicine 

3330  N W 56th  Street.  Suite  212  (405)  947-3345 

Oklahoma  City.  Oklahoma  731 12 


RADIOLOGY 


George  N Barry.  Jr..  MD  Rose  C.  Gideon.  MD 

Justine  C Dautenhahn.  MD  Robert  A.  STreight.  MD 

Richard  G.  Falk.  MD  Eric  A.  Wollman.  MD 

NORMAN  RADIOLOGY  SERVICES 
Mammography  - Radiography  - Fluoroscopy  - Ultrasound 
Doctor's  Park.  500  E Robinson  #400.  Norman  73071 
405-321-8125  FAX  405-321-8514 
Norman  Medical  Plaza.  1 125  N Porter  #100.  Norman  73071 
405-364-1071  FAX  405-329-9771 


Oklahoma 

Physician 

Recovery 

Hotline 

405-360-4535 


JAMES  E.  CHEATHAM.  JR  . M D . F A C S. 

3435  NW  56th.  #900 
OKLAHOMA  CITY.  OK  73112 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M RAYAN.  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  of  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity.  Hand  & Microsurgery 
3366  NW  EXPWY.  Suite  700  Oklahoma  City.  OK  731 12  (405)945-4888 


HOUSHANG  SERADGE.  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street.  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631 -4263  631 -HAND 


UROLOGY 

A de  QUEVEDO.  MD.  Inc. 
Diplomate  of  the  American  Board  of  Urology 

Suite  606 

1211  N,  Shartel 

Oklahoma  City.  Oklahoma  73103 

232-1333 

VASCULAR 

THOMAS  L WHITSETT.  M D..  Professor  of  Medicine  & Pharmacology 
Director.  Vascular  Medicine  Program 
Venous,  vasospastic,  thomboembolic.  lymphatic  disorders 
271-3119/271-2619  FAX 
Complete  Non-Invasive  Vascular  Lab  271  -5996 

M ALEX  JACOCKS.  M D . Professor  of  Surgery 
American  Board  of  Surgery  Certified  in  Vascular  Surgery 
271-8096/271-3919  FAX 

TIM  TYTLE.  M.D  . Chief.  Vascular  and  Interventional  Radiology 
Professor  of  Radiology 
Thrombolysis,  angioplasty,  stents 
271-5125/271-4386  FAX 


EARN 


8.5% 


Annually 

Residents  Loan  Fund,  Inc.,  established  in 
1990,  makes  loans  to  Resident  M.D.'s  at 
favorable  rates.  RLF,  Inc.  Serves  as  a 
conduit,  borrowing  money  from  in- 
practice physicians  and  reloaning  to 
Resident  physicians  at  the  Oklahoma 
Health  Sciences  Center. 

For  more  information,  call  (405)879-1179 
or  toU  free  1-800-460-2900 


Residents  Loan  Fund,  Inc. 
6401  N.  Pennsylvania,  Suite  205 
Oklahoma  City,  OK  73116 
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The  Last  Word 


■ PLICO,  the  Physicians  Liability  Insurance  Company, 

has  a new  telephone  number.  Doctors  and  their  office  staffs 
should  note  that  the  new  number  is  405-290-5600. 

■ The  June  issue  of  Tulsa  Medicine  recognized  a num- 
ber of  Tulsa  County  doctors  for  their  volunteer  work  at  area 
clinics.  These  physicians  are  to  be  commended  for  their  com- 
munity service. 

Project  Get  Together:  Drs.  Janis  Finer,  William  Fitter,  Chris 
Gifford,  David  Griffiths,  Diane  Heaton,  David  Hurewitz,  Jim 
Johnson,  Jim  King,  Lance  King,  John  Knippers,  Martin 
LeBeck,  Scott  Mays,  David  Minor,  and  William  Zollinger. 

Neighbor  for  Neighbor:  Drs.  Vincent  Barranco,  Mike 
Bartlett,  Bruce  Bennett,  Glenn  Berkenbile,  Lauri  Blesch, 
Zeb  Brister,  Duane  Brothers,  Kelley  Burst-Singer,  Rick  Cohen, 
Tracie  Collins,  David  Confer,  Tim  Dennehy,  Steve  Dill,  Kevin 
Donovan,  Rick  Doss,  Gwen  Gibson,  Yvonne  Goetsch,  An- 
drew Gordon,  Vondale  Graham,  David  Griffiths,  Charles 
Harmon,  Pat  Hughes,  William  Jennings,  Julia  Karlak,  Jay 
Lohrey,  Robert  Mahaffey,  David  Martin,  John  Minielly,  Greg 
Mitchell,  Ed  Moroney,  John  Mowry,  Bill  O’Meilia,  Alistair 
Paton,  Donald  Pfeifer,  Lee  SchoeffJer,  Richard  Shildt,  Bat 
Shunatona,  Kevin  Steichen,  John  Watson,  Mark  Weiss,  Greg 
Williams,  Jim  Wolfe,  William  Yarborough,  John  Yazdi,  and 
Richard  Young. 

Broken  Arrow  Neighbors:  Drs.  Harold  Frieze,  William 
Mast,  and  Houston  Mount. 

Neighbors  Along  the  Line:  Drs.  Curtis  Coggins,  Martha 
Dannenbaum,  David  Kondos,  and  John  Minielly. 

■ The  Journal  continues  to  seek  good  cover  photographs 

from  its  readers.  When  going  through  your  Oklahoma  vaca- 
tion shots,  remember  that  one  of  them  might  appear  on  an 
upcoming  JOURNAL  cover.  Send  copies  of  your  best  color 
photos  or  slides  of  scenic  Oklahoma  (or  medically  related 
topics)  to  the  Journal  office  at  OSMA  headquarters,  60 1 West 
1-44  Service  Road,  Oklahoma  City,  OK  73118.  Photos  will 
be  kept  on  file  for  consideration  on  future  covers  and  cannot 
be  returned.  Remember,  vertical  formats  work  best. 

■ Despite  what  a patient  says  about  taking  his  or  her 

medication  at  the  right  time  in  the  proper  dose,  a study  in 
the  May  Archives  of  Family  Medicine  shows  most  patients 
are  probably  not  following  instructions.  Using  paid  volun- 
teers to  take  a single  daily  dose  of  aspirin,  researchers  found 
that  even  among  this  group  of  highly  motivated,  educated 
people,  compliance  was  only  at  35%. 

■ 1'he  American  College  of  Physicians  (At'l‘)  has  published 
the  third  edition  of  its  ethics  manual  Ethical  Choices:  Case 
Studies  for  Medical  Practice.  The  publication  uses  real-life 
situations  to  show  how  the  principles  of  medical  ethics  apply 
to  physicians’  daily  practices  and  patients’  health,  welfare, 
and  rights.  Although  some  of  the  cases  address  such  conlro- 


versial  issues  as  physician-assisted  suicide,  the  majority  of 
cases  concentrate  on  everyday  issues  physicians  are  likely  to 
encounter,  such  as  fee  for  service  vs.  managed  care:  finan- 
cial incentives  and  physician  decision-making;  physician/patient 
sexual  relationships;  disclosure  of  errors  and  threat  of  mal- 
practice; patient  prejudice  and  referrals;  and  disagreements 
between  residents  and  attendings.  The  book  is  available  from 
the  ACP  by  calling  acp  Customer  Service,  1-800-523-1546, 
ext.  2600. 

■ Among  the  latest  findings  on  group  practice  in  Amer  - 

ica  are  those  in  the  1996  edition  of  Medical  Groups  in  the 
US:  A Survey  of  Practice  Characteristics,  published  in  Chi- 
cago by  the  American  Medical  As.sociation.  The  study  re- 
veals that  in  this  day  of  managed  care,  just  over  a third  (ap- 
proximately 34%)  of  U.S.  physicians  are  now  members  of 
group  practices,  and  that  last  year  those  practices  numbered 
1 9,787,  an  increase  of  36 1 % since  1 965.  Multi-specialty  groups 
continue  to  be  the  largest.  And  95%  of  medical  groups  are 
physician  owned,  while  2.5%  are  hospital  owned.  The  mono- 
graph, the  eighth  in  a series  on  group  practices,  can  be  or- 
dered by  calling  1-800-621-8335. 

■ People  with  the  eye  di.sease  retinitis  pigmentosa  receive 

no  benefit  from  a procedure  being  performed  in  Cuba  which 
combines  surgery  with  electric  stimulation  and  ozonated  blood, 
according  to  a study  in  the  May  Archives  of  Ophthalmology. 
In  fact,  the  study  shows  the  procedure  may  actually  worsen 
the  course  of  the  disease. 

■ A study  in  the  May  Archives  of  Family  Medicine  shows 
that  despite  previous  research  to  the  contrary,  physicians  do 
not  order  more  tests  on  patients  thought  to  be  of  a higher 
socioeconomic  status.  Intensity  of  follow-up,  however,  was 
greater  when  physicians  believed  the  patient  was  in  a more 
prominent  profession  or  was  of  higher  socioeconomic  status. 

■ Over  one  hundred  Tulsa  area  physicians  recently  par- 
ticipated in  the  first  golf  tournament  sponsored  jointly  by 
the  Tulsa  County  Medical  Society  and  the  Tulsa  Osteopath- 
ic Medical  Society.  The  tournament  was  held  at  Forest  Ridge. 
Winners,  as  reported  by  the  August  Tulsa  Medicine,  were 
Best  Team  Score:  James  Flynn,  MD,  Dan  Nader,  DO,  Bob 
Parmele,  and  Richie  Polishuk;  Longest  Putt:  Kevin  Dukes, 
MD;  Closest  to  the  Hole:  Jim  Johnson,  MD;  Longest  Drive: 
Karl  Hoskison,  MD. 

■ FCC  Chair  Reed  E.  Hundt  has  invited  (ieorge  H.  Kamp, 

MD,  Tulsa,  to  .serve  as  a member  of  the  Telecommunica- 
tions and  Healthcare  Advisory  Committee  of  the  Federal 
Communications  Commission.  The  committee  will  help  guide 
the  commission  in  developing  policies  governing  the  com- 
munications environment  of  the  future.  T 
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Quality  Managed  Health 


dahoma 
Care 


TM 


A physician  owned  and  directed 
Managed  Care  Organization 


By  Joining  PROklahoma  You  Have  an  Opportunity 


To  maintain 

To  provide 
To  prevent 


the  traditional  relationship  between  the  patient  and  physician  with 
mutual  responsibility  to  each  other. 

the  highest  quality  medical  care  at  an  affordable  cost. 

further  fragmentation  of  the  health  care  system. 


To  assure  that  health  policy  and  the  delivery  of  health  care  stay  in  the  hands  of 
physicians  and  their  patients. 

To  establish  a cost-effective  administrative  system,  keeping  more  dollars  for  health 
care. 


To  keep  the  premiums  normally  distributed  to  non-medical  entrepreneurs  to 

provide  benefits  for  the  participants. 

To  establish  a Managed  Care  Plan  that  any  good  physician  who  is  a member  of  the 
Oklahoma  State  Medical  Association  can  join,  and  one  in  which  any 
patient  may  exercise  his  or  her  choice  of  physician. 


Almost  a thousand  members  of  The  Oklahoma  State 
Medical  Association  are  "PROklahoma". 

They  will  have  a say  about  the  future  of  health  care  in  Oklahoma. 


PROklahoma  Stock  and  membership  in  the  Oklahoma  Physicians  Network 

available  for  a limited  time. 


For  your  stake  in  the  future  of  Oklahoma  health  care  contact: 

I 1 P.O.Box  25 127 

I ■ wwjdanoma"  Oklahoma  City,  Oklahoma  73125 

Quality  Managed  Health  Care  (405)521-8253  Fax  (405)528-3412 


...  -i 


EXCH 


THE  NY  ACADENY  OF  NEDICINE 
;1.2:l.6  FIFTH  AVENUE 

npi  mi  I mi  YORK  NY  10029  | 

Ihe  1 flings  Ihat  itmc  i liiju  ncduh 

DIFFERENT 

Are  The  Things  That  Make  PLICO  Health 

BETTER 


Choosing . Health  insurance  for 
yourself,  your  family,  and  your 
employees  is  at  best  a confusing 
and  difficult  decision.  Not  all 
health  insurance  is  the  same. 


PLICO  Health  offers  features  that  are  seldom  available  with  other  plans,  such  as: 
Guaranteed  Insurability  - if  application  is  made  within  60  days  of  eligibility. 
Guaranteed  Renewability  - as  long  as  premium  is  paid  and  eligibility  maintained 
by  membership  in  the  OSMA,  Continued  Coverage  - coverage  continues  for 
retiring  physicians  as  long  as  they  remain  a member  of  the  OSMA,  retiring 
employees  coverage  also  continues  as  long  as  the  employee  worked  for  an  eligible 
physician  for  longer  than  7 years  and  does  not 
elsewhere.  Subject  to  provisions,  there  is 
No  Monetary  Limit  to  benefits. 

With  all  these  features,  as  well  as  OSMA  ownership 
and  direction,  the  differences  are  striking. 

The  things  that  make  PLICO  Health  different 
are  the  things  that  make  PLICO  Health  better. 


obtain  full-time  employment 


For  further  information  or  appointment: 
call , write,  or  fax,  PLICO  Health 

5005  N.  Lincoln  Oklahoma  City,  Oklahoma 
P.O.  Box  26727  Oklahoma  City,  Oklahoma 
73126  (405)  524-0802  Fax  (405)  528-3412 
In  Tulsa: 

(918)250-5117  Fax  (918)  250-5016 
Statewide  Toll  Free  I -800-522-92 19 


OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
SEPTEMBER  1996 


Robert  M.  Smith,  MD,  Oklahoma  City 


Aviation  Medicine 
Dale  G.  Johnson,  M.D. 

Behavioral  Medicine 
Lucien  D.  Rose,  Ph.D. 
*William  J.  Shaw,  Psy.D. 

Cardiology 
Paul  C.  Houk,  M.D. 
Thomas  F.  McGarry,  Jr.,  M.D. 
Alan  R.  Puls,  M.D. 
*Thomas  R.  Russell,  M.D. 

Cardiovascular- 
Thoracic  Surgery 
*R.  Mark  Bodenhamer,  M.D. 
Brian  R.  Boggs,  M.D. 

Dermatology 
*Glenn  A.  Koester,  M.D. 
Steven  H.  Sutter,  M.D. 

Endocrinology 

James  L.  Males,  M.D. 
Ronald  P.  Painton,  M.D. 

Family  Medicine 
Stanley  Cho,  M.D. 
Rickie  A.  Conrady,  M.D. 
*Steven  A.  Crawford,  M.D. 
Jeffrey  B.  Cruzan,  M.D. 
Dennis  J.  Friesen,  M.D. 

W.  Dean  Hinz,  M.D. 
Dale  G.  Johnson,  M.D 
Stefan  A.  Kostiuk,  M.D. 
Denise  LeBlanc,  M.D. 
Charles  W.  Lunn,  Jr.,  M.D. 
John  R.  Perkins,  M.D. 
Craig  A.  Phelps,  M.D. 
Sanford  A.  Price,  M.D. 
Constance  A.  Smiley,  M.D. 

Gastroenterology 
Radha  P.  Narayanan,  M.D. 
*David  A.  Neumann,  M.D. 
M.  Tony  Ringold,  M.D. 

General  Surgery 
John  A.  Buie,  M.D. 

Jay  P.  Cannon,  M.D. 
Kenneth  L.  Crawford,  M.D. 
Beverly  J.  Talbert , M.D. 

Hematology/Oncology 
*L.  Michael  Bowen,  M.D. 
Ralph  G.  Ganick,  M.D. 


OKLAHOMA 

CITY 

CLINIC 

To  reach  one  of  our 
physicians  call 

280-5DOC  or 
1-800-573-5DOC 

Accredited 

Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

Infectious  Diseases 
John  R.  Harkess,  M.D. 

James  L.  Kirk,  Jr.,  M.D. 
♦Clifford  G.  Wlodaver,  M.D. 

Internal  Medicine 

♦Alan  S.  Bock,  M.D. 

Morris  Dees,  M.D. 

Earl  S.  Elliott,  Jr.,  M.D. 

Terri  L.  Punches,  M.D. 

James  E.  Goodwin,  M.D. 

Brian  P.  Levy,  M.D. 

Rebecca  L.  Manevitz,  M.D. 

Mark  G.  Miles,  M.D. 

Peter  R.  Morgan,  M.D. 

Lise  M.  Mungul,  M.D. 

Ricky  Lee  Page,  M.D. 

Donald  G.  Preuss,  M.D. 

Grace  M.  Ruidera,  M.D. 

Nancy  S.  Satzler,  M.D. 

Vatsala  Shaw,  M.D. 

Gregory  M.  Spencer,  M.D. 

Trina  D.  Swygert,  M.D. 

Peter  S.  Young,  M.D. 
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DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC,  ATLANTA,  GA 


Dr.  Williams  doesn’t  see  just  anyone. 
Only  those  who  need  him  most. 


As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nation’s  five  largest  community 
health  centers.  Dr.  Williams  oversees 
a team  of  health  care  professionals 
that  managed  153,000  patient  visits 
last  year. 


Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams;  are  part  of  the  cure; 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors'  Association,  the  National  Association 
of  Community  Health  (.'enters  and  Pfizer. 


We're  part  of  the  cure. 


A Spot  of  Tea 


Editorial 


The  galloping  advances  of  medical  sciences 
during  the  past  hundred  years  have 
markedly  improved  the  morbidity  status  of 
mankind.  Yet  the  very  dramatic  nature  of  these 
advances  also  highlights  the  fact  that  human 
tlesh  remains  as  weak  and  vulnerable  as  ever. 
Also,  the  human  emotional  constitution 
remains  as  it  was  when  the  Pilgrims  landed 
when  Augustus  Caesar  reigned  and  when  the 
caveman  chipped  the  first  flint  knife.  Human 
emotions  do  not  evolve  appreciably. 

One  of  the  constants  of  human  emotionality 
is  the  ambivalent  nature  of  the  patient's 
relationship  to  the  physician  (any  physician). 
While  patients  love  the  physician  for  caring 
and  for  the  relief  of  pain  and  anxiety,  they 
simultaneously  hate  the  physician  as  a symbol 
of  sickness  and  for  controlling  and 
dominating.  Patients'  expression  of  the 
negative  aspect  of  this  ambivalence  may  take 
many  forms  of  covert  behavior,  depending  on 
the  fashion  of  the  day. 

With  the  many  feasible  treatments  that  are 
now  possible  for  malignant  and  degenerative 
diseases,  the  physician  expects  quackery  to 
wither  and  disappear.  But  the  patients'  will  to 
believe  in  a magic  cure  that  is  independent  of 
the  physician  is  nourished  by  this  negative 
ambivalence,  and  the  charlatan  continues  to 
flourish,  even  in  an  era  of  near-miraculous 
medical  treatments. 

Today,  some  who  seek  to  exploit  patients 
talk  about  “alternative  medicine"  and  “health 
foods”  and  offer  to  prevent — rather  than 
treat — the  malignant  and  degenerative 
diseases.  With  some  rational  vitamin  and 
dietary  supplementation  promotion,  they  extol 
the  use  of  exotic  “nutrients”  supposed  to 
contain  undiscovered  vitamins  and  miraculous 
preventive  agents.  “Natural”  remedies,  “herbal 
teas,”  and  cryptic  “nutritional  factors”  are  now 
the  stuff  of  a burgeoning  health  food  industry 
that  aims  its  promotions  at  very  young  and 
very  old  adults. 


These  profitable  operations  exploit  a hiatus 
in  our  national  food  and  drug  statutes  that 
exempts  ill-defined  “food  products”  and  “folk 
medicine”  from  the  stringencies  of  the  federal 
regulations  that  control  the  pharmaceutical 
industry. 

While  various  roots,  herbs,  and  plant  oils 
have  been  used  in  folk  medicine  for  centuries, 
we  now'  have  a general  population  that  is 
largely  unaware  that  many  of  the  herbal 
“remedies”  of  folk  medicine  were  based  on 
empiric  observations  of  the  toxic  elTects  of 
those  plant  products. 

We  need  to  remind  ourselves  and  our 
patients  that  many  plants  produce  potent 
chemicals  for  purposes  of  self-defense.  In  the 
botanical  struggle  against  insect  and 
mammalian  predators,  noxious  and  poisonous 
chemicals  give  plant  species  an  evolutionary 
advantage  in  killing  insects  and  repelling 
plant-eating  animals.  These  noxious  elements 
may  well  be  poisonous  to  us  humans  as  well  as 
to  the  predators  of  the  plants. 

Socrates  was  executed  with  an  “herbal  tea” 
of  hemlock.  Oil  of  pennyroyal  is  an 
abortifacient,  but  the  pulegone  in  it  may  kill 
the  mother  also.  Strychnine,  a most  violent 
poison,  is  a “natural”  plant  product. 

We  physicians  should  be  educational  to  our 
populace  and  patients  and  teach  that  neither 
“herbal  teas”  nor  exotic  nutrients  contain  any 
magic,  but  many  “herbal  teas”  do  contain 
organic  poisons. 
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Likewise,  Autoflex  Leasing  is  the  recognized  expert  in  auto 
leasing.  We  are  endorsed  by  the  Oklahoma  State  Medical 
Association.  So,  contact  an  Autojlex  leasing  specialist  today 


Mxtoflex 

(l  I A S i N ^ 

i7 

Call  C800'634'1234 
or  214-234^1234 


A 


Political  Participation 


PRESIDENT’S  PAGE 


Last  month  I mentioned  the  importance  of 
one-on-one  grass  roots  participation — 
forming  a relationship  with  your  senator  and 
representative  so  you  will  have  access  to  them 
and  have  a chance  to  in- 
tluence  the  legislative 
process.  It  is  also  very 
important  to  support  orga- 
nized medicine  and  the 
agenda  for  maintaining 
and  improving  quality 
healthcare  by  supporting 
OMPAC  and  AMPAC  and 
other  organized  medical 
political  entities. 

OMPAC  is  deserving  of 
our  support.  It  has  a new  chairman,  new  and 
better  ways  of  tracking  voting  records,  and  a 
new  approach  concentrating  on  bolstering  can- 
didates who  have  been  and  will  be  supportive 
of  medicine  and  quality  healthcare  legislation. 
Instead  of  contributing  to  many  candidates  in 
the  hope  of  hitting  a winner,  OMPAC  will  con- 
centrate on  key  legislative  members  and  those 
who  support  a good  healthcare  agenda.  We 
should  all  consider  a $100-200  contribution  to 
OMPAC.  It  is  a bargain  investment  in  influenc- 
ing the  future  of  healthcare  in  Oklahoma. 


On  a state  level,  our  Council  on  State  Legis- 
lation under  the  outstanding  leadership  of  Dr. 
Ed  Brandt  has  already  started  work  planning 
our  legislative  agenda  and  tracking  ongoing 
legislation.  We  have  contracted  with  two  new 
lobbyists,  Lynn  White  and  Vickie  Rankin,  and 
are  very  pleased  with  their  ideas  and  initial 
activities.  We  plan  to  be  more  pro-active  this 
year  rather  than  reactive  at  the  last  minute.  On 
a national  level,  our  Council  on  Ciovernmcntal 
Activities  led  by  Dr.  Richard  Boatsman  has 
been  instrumental  in  keeping  very  good  con- 
tact and  relations  with  our  National  Congres- 
sional Delegation,  a delegation  that  on  the 
whole  has  been  supportive  of  medicine. 

Make  it  your  goal  to  participate  in  this 
year’s  election  process  and  maintain  your  in- 
terest all  year  long.  It  has  been  said  before  and 
is  well  worth  remembering — politics  is  not  a 
spectator  sport  but  a participatory  one. 
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Discover  the  thrill  of  fly- 
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overhead  and  the  enjoy- 
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tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
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• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 


Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 
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TOLL  FREE 
1-800-423-USAF 


Scientific 


Fractures  and  Nonunions  of  the  Scaphoid 

Ghazi  M.  Rayan,  MD 


Fractures  of  the  scaphoid  are  the  most  common 
of  oil  fractures  of  the  carpal  bones.  Scaphoid 
collapse  and  angular  deformity  may  develop 
after  fractures.  Scaphoid  nonunion  often 
complicates  scaphoid  fractures  especially  if  the 
diagnosis  is  missed  initially,  and  adequate 
timely  treatment  is  not  provided.  Displaced 
unstable  fractures  also  have  a tendency  to 
develop  nonunion.  The  tenuous  vascular 
anatomy  of  the  scaphoid,  the  inherent 
biomechanical  instability  of  scaphoid  fractures, 
and  the  difficulty  of  radiographic  diagnosis  are 
the  culprits  of  nonunion.  Established  scaphoid 
nonunion  is  a challenging  and  difficult  problem 
to  treat  and  more  so  is  the  treatment  of  failed 
nonunion  after  grafting.  New  methods  of 
diagnosis  and  treatment  of  scaphoid  injuries 
are  constantly  evolving.^’  One  common  method 
of  treating  scaphoid  nonunion  with  angular 
deformity  is  length  restoration  using  a wedge 
bone  graft  and  Herbert  screw  fixation  through 
a palmar  approach.  Early  diagnosis  and 
attention  to  details  of  surgical  technique  are 
necessary  for  successful  treatment  outcome.  The 
purpose  of  this  report  is  to  review  the  basic 
science,  diagnosis,  and  treatment  of  scaphoid 
fractures  and  nonunions. 

Relevant  Anatomy 

The  scaphoid  spans  the  proximal  and  distal  car- 
pal rows,  but  it  is  considered  one  of  the  proximal 


From  the  University  Of  Oklahoma  Health  Sciences  Center  and  Baptist 
Medical  Center.  Oklahoma  City.  Oklahoma. 

Direct  correspondence  to  Ghazi  M.  Rayan.  MD.  Physicians  Building 
D.  3366  Northwest  Expressway,  #700,  Oklahoma  City,  OK  73112. 


carpal  row  bones.  The  majority  of  the  scaphoid 
surface  is  covered  with  articular  cartilage.  There 
are  five  articulations:  a proximal  convex  surface 
articulates  with  the  radius,  the  ulnar  concave 
surface  articulates  with  the  capitate,  the  ulnar 
border  articulates  with  the  lunate,  and  the  distal 
border  articulates  with  the  trapezium  and  trape- 
zoid. The  scaphoid  has  a proximal  pole,  a waist 
which  is  the  mechanical  axis  of  rotation,  a distal 
pole,  and  a tuberosity.  The  scaphoid  has  several 
ligamentous  attachments:  the  scapholunate  in- 
terosseous ligament,  scaphotrapezial  trapezoid 
ligament,  radial  collateral  ligament,  dorsal  radios- 
capholunotriquetral  ligament,  and  palmar  liga- 
ments. The  palmar  ligaments  include  the  radios- 
capholunate,  the  radiocapitate  ligament  which 
forms  an  axis  at  the  waist  of  the  scaphoid  allow- 
ing rotation,  and  the  arcuate  (capitoscaphoid) 
ligament. 

Studies  of  dried  scaphoids  showed  that  in  ap- 
proximately 30%  of  specimens,  vascular  foram- 
ina were  either  lacking  or  only  a single  foramen 
was  present.^”  In  a microangiographic  study,  three 
scaphoid  vessel  systems  were  identified:  lateral- 
volar,  dorsal,  and  distal  groups  of  vessels.*^  Gel- 
berman  and  Menon^*  used  injection  and  clearing 
technique  to  study  the  scaphoid  vascularity  and 
observed  the  following: 

• Most  scaphoid  blood  supply  is  via  the  radial 
artery.  The  proximal  70-80%  of  the  bone  receives 
blood  supply  from  vessels  entering  the  dorsal  ridge. 
The  tuberosity  and  distal  20-30%  of  the  supply 
are  by  volar  branches  of  the  radial  artery. 

• There  is  no  significant  intraosseous  anastomosis 
between  dorsal  and  volar  branches. 


The  scaphoid 
plays  an 
important  role  in 
wrist  kinematics. 
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Fractures  and  Nonunions  of  the  Scaphoid 


The  classic 
mechanism  of 
injury  is  a fall  on 
the  outstretched 
hand. 


• The  vascularity  of  the  proximal  pole  would 
be  traumatized  by  a dorsal  operative  approach. 
These  studies  explain  the  high  incidence  of  avas- 
cular necrosis  of  the  proximal  pole  following 
scaphoid  fractures  and  support  the  use  of  the  palmar 
operative  approach. 

Scaphoid  Biomechanics 

The  scaphoid  plays  an  important  role  in  wrist 
kinematics.  Destot,^“  in  the  early  1900s,  observed 
the  “bell-like”  movement  of  the  scaphoid  during 
normal  wrist  motion.  Lincheid  et  afr^  described 
two  patterns  of  carpal  instability,  dorsal  interca- 
lary segment  instability  (DISI)  and  volar  interca- 
lary segment  instability  (visi).  Fisk^^  described 
the  associated  ligament  injury  with  scaphoid  frac- 
tures and  its  importance  in  the  outcome  of  treat- 
ment. He  also  described  the  tendency  for  the 
scaphoid  to  acquire  the  “horizontal”  position 
following  fractures  and  ligament  injuries.  He 
introduced  the  term  “humpback  deformity”  to 
describe  the  deformity  which  develops  follow- 
ing scaphoid  nonunion  with  subsequent  degen- 
erative arthritis. 

Webber  and  Chao^^  produced  experimentally 
scaphoid  waist  fractures  in  cadavers  and  found 
that  the  fracture  occurred  when  the  wrist  was 
dorsiflexed  at  least  95”.  The  palmar  capsular  struc- 
tures were  lax  when  the  fracture  occuned  and  the 
proximal  pole  was  in  a vise  between  the  radius 
and  capitate.  The  radioscaphoid  compression  loads 
were  four  times  greater  than  the  force  applied, 
and  the  radioscaphoid  contact  is  the  sole  trans- 
mitter of  compressive  forces  caused  by  bending 
in  a dorsal  and  radial  direction.  Webber^^  recog- 
nized that  scaphoid  fractures  associated  with  lig- 
ament injury  can  lead  to  collapse  and  instability 
patterns. 

Smith  et  aF'^  found  that  the  proximal  and  dis- 
tal segments  of  the  scaphoid  move  independent- 
ly after  osteotomy.  The  distal  segment  assumed 
a relatively  flexed  stance  and  displayed  an  increase 
in  motion.  The  proximal  scaphoid  and  the  lunate 
assumed  an  extended  stance  and  displayed  less 
motion  after  osteotomy.  These  changes,  they  pro- 
posed, are  expected  to  complicate  fracture  heal- 
ing and  cause  nonunion.  They  concluded  that  the 
scaphoid  serves  an  important  role  in  maintain- 
ing normal  alignment  of  the  carpal  bones  and 
normal  wrist  motion.  Nakamura  et  aF**  in  a three- 
dimensional  computed  tomography  study  de- 
scribed two  patterns  of  scaphoid  distal  fragment 
displacement  in  relation  to  the  proximal  pole,  volar 
and  dorsal.  Humpback  deformity  was  present  in 
both  types  and  axial  rotation  was  present  in  vol- 
ar type.  Burgess*'  studied  the  effects  of  experi- 
mentally produced  scaphoid  malunion  on  wrist 


motion  and  found  loss  of  wrist  extension  to  be 
proportionate  to  the  angular  deformity. 

The  load-bearing  characteristics  of  an  intact 
scaphoid  was  studied  by  Viegas  et  al,^’  after  prox- 
imal pole  osteotomy  and  proximal  pole  resection. 
They  found  the  contact  area  borne  through  the 
scaphoid  fossa  was  essentially  the  same  in  all  cases, 
but  there  was  an  increase  in  and  concentration  of 
load  distribution  through  the  distal  fragment  which 
coincides  with  areas  observed  clinically  to  de- 
velop arthritic  changes  after  scaphoid  nonunion. 

Nakamma  et  aF”  found  in  patients  with  scaphoid 
nonunion  and  Disi  pattern  that  tears  of  the  scaphol- 
unate  ligament  are  uncommon.  They  suggested 
that  the  DISI  collapse  pattern  is  due  to  the  anteri- 
or bony  defect. 

Classification 

Scaphoid  fractures  are  classified  based  on  frac- 
ture orientation  into  transverse,  oblique,  and  verti- 
cal. Based  on  the  anatomical  location,  the  frac- 
ture may  involve  the  proximal  pole  ( 1 5-20%),  waist 
(70-75%),  distal  pole,  tuberosity,  or  dorsal  ridge.'** 
Prosser  et  aF^  classified  distal  intraarticular 
scaphoid  fractures  into  three  types  and  found  the 
predominant  patterns  were  avulsion  fragment  from 
the  radiovolar  tip  of  the  tuberosity  (Type  1)  and 
the  impaction  fracture  of  the  radial  half  of  the 
articular  surface  (Type  IIA). 

Webber’^  classified  scaphoid  waist  fractures 
into  nondisplaced,  angulated,  and  displaced  and 
found  a relationship  between  fracture  type  and 
the  rate  and  duration  of  healing.  The  nondisplaced 
fracture  healing  rate  was  100%;  for  angulated 
fractures  it  was  67%  and  for  displaced  fractures 
it  was  45%.  Nondisplaced  fractures  healed  fast- 
er and  nonunion  was  more  common  in  displaced 
fractures.  Cooney  et  al"*  classified  scaphoid  frac- 
tures into  stable  and  unstable.  They  defined  un- 
stable fracture  as  one  with  radiographic  evidence 
of  displacement  greater  than  1 mm,  the  presence  | 
of  DISI  pattern  or  both.  Scaphoid  fractures  also  i 
were  classified  by  Herbert  and  Fischer”  accord-  ' 
ing  to  their  radiographic  appearance  into  four  types: 
stable,  unstable,  delayed  union,  and  nonunion. 

Patient  Evaluation 

The  classic  mechanism  of  injury  is  a fall  on  the 
outstretched  hand.  The  patient  pre.scnts  with  wrist  | 
pain  provoked  by  active  motion  and  associated  i 
tenderness  in  the  snulTbox  and  the  dorsal  aspect 
of  the  wrist.  In  established  nonunion,  the  pain  is 
provoked  by  loading  the  wrist  in  extension  and 
later  caused  by  arthritis. 

Fractures  of  the  scaphoid  may  be  isolated  or 
as.sociated  with  other  injuries  such  as  distal  radi-  i 
us  fractures,*’^  scaphoid-capitate  syndrome,'*''  and 
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transcaphoid  periliinale  dislocation.  Scaphoid 
stress  fractures  were  reported  in  athletes. ’’ 

Kessler  et  al'*’  pointed  out  the  problem  of  miss- 
ing a scaphoid  fracture  radiographically  when  the 
fracture  line  is  not  parallel  to  x-ray  direction. 
Projection  of  the  tube  at  various  angles  makes 
fracture  visualization  possible.  Daffner  et  al''' 
recommended  angling  the  x-ray  tube  30"  towards 
the  elbow  which  will  elongate  the  view  of  the 
scaphoid  and  improve  visualization  of  the  frac- 
ture. A semi-pronated  view  was  found  to  be  use- 
ful in  assessing  fractures  of  the  distal  pole  and 
scapho-trapezial  trapezoid  Joint.”  Dorsal  ridge 
avulsion  fractures  of  the  scaphoid  at  the  distal 
end  of  the  radial  facet  are  best  seen  on  a 45°  an- 
teroposterior oblique  supination  view  of  the 
scaphoid.^'  When  scaphoid  fractures  are  suspected 
five  views  should  be  obtained:  Posteroanterior. 
true  lateral,  elongation,  45°  supination,  and  45“ 
pronation  from  neutral  forearm  position. 

Stordahl  et  al”  noticed  that  it  took  some 
scaphoid  fractures  two  to  six  weeks  to  become 
visible  radiographically  but  all  showed  positive 
bone  scan  results.  They  suggested  that  bone  scan 
is  a valuable  diagnostic  tool  in  assessing  wrist 
trauma,  especially  in  the  early  phase  of  injury  when 
the  radiographic  findings  are  normal. 

Sanders”  recommended  computerized  axial 
tomography  to  be  done  in  the  true  longitudinal 
axis  of  the  scaphoid  which  will  confirm  the  pres- 
ence of  humpback  deformity  and  assess  the  shape 
of  the  scaphoid  after  grafting.  Three-dimension- 
al computed  tomography  was  used  for  analyzing 
displacement  of  scaphoid  fractures'**  and  to  cal- 
I culate  the  volume  of  bone  loss  and  fracture  an- 
I gulation.^  The  amount  lost  in  nonunion  of  the 
I scaphoid  was  found  to  be  6- 1 5%  and  the  missing 
bone  was  prismic  in  shape  with  the  base  faces 
palmarly.  This  technique  is  impractical  because 
of  its  high  cost  and  the  protracted  time  needed 
for  the  study. 

Trumble”  used  magnetic  resonance  imaging 
(MRI)  scanning  and  found  decreased  signal  in- 
. tensity  of  the  proximal  pole  to  be  present  in  all 
cases  that  showed  biopsy  specimens  compatible 
with  avascular  necrosis.  Plain  radiographs  were 
not  accurate  in  making  the  diagnosis  of  scaphoid 
avascular  necrosis.  Perlik  and  Guilford”  also  found 
that  MRI  accurately  predicated  scaphoid  viabili- 
ty in  nonunited  fractures  when  compared  with 
plain  radiographs,  tomographs  and  operative 
impressions  of  the  surgeon.  The  diagnostic  ac- 
curacy was  determined  by  histologic  studies.  They 
suggested  that  MRI  should  aid  in  the  definitive 
preoperative  determination  of  the  healing  poten- 
tial of  scaphoid  nonunions. 

Urban  et  al“  found  patchy  distribution  of 


scaphoid  proximal  pole  avascular  necrosis.  They 
concluded  that  random  biopsy  alone  cannot  ac- 
curately predict  the  histologic  status  of  the  entire 
specimen.  Combining  MRI  and  the  surgeon’s 
operative  impression  should  provide  adequate 
information  regarding  the  scaphoid  vascularity. 

Natural  History 

Mack  et  aP*  studied  the  natural  history  of  47 
symptomatic  scaphoid  nonunions  with  follow-up 
time  ranging  from  5 to  53  years.  They  described 
three  radiographic  patterns:  cyst  formation  and 
resorption  of  scaphoid  on  average  by  8 years, 
radioscaphoid  arthritis  by  1 7 years,  and  general- 
ized wrist  arthritis  by  3 1 years.  Only  a few  cases 
did  not  have  arthritis  at  10  years.  They  recom- 
mended that  all  scaphoid  nonunions  be  reduced 
and  grafted  regardless  of  symptoms  and  patients 
with  asymptomatic,  undisplaced,  stable  nonunion 
should  be  advised  of  possible  future  arthritis.  They 
suggested,  however,  that  a prospective  longitu- 
dinal study  is  needed  for  a natural  history  of  as- 
ymptomatic nonunions  of  the  scaphoid. 

Ruby  et  aP'’  reviewed  56  scaphoid  nonunions 
with  average  follow-up  of  1 to  40  years.  The  in- 
cidence of  arthritis  increased  with  time.  At  one 
point,  97%  of  the  patients  who  were  injured  for 
at  least  five  years  or  more  had  developed  arthri- 
tis. Eighty-nine  percent  of  these  became  symp- 
tomatic at  one  point.  Vender  et  al'’*  studied  64 
patients  with  symptomatic  scaphoid  nonunions 
and  found,  at  four  years,  that  75%  had  developed 
radioscaphoid  arthritis  and  at  nine  years,  60%  had 
extension  to  midcarpal  joint.  Scapholunate  ad- 
vanced collapse  or  slac  wrist  was  the  ultimate 
pattern  of  arthritis  due  to  rotary  subluxation  of 
the  distal  fragment.  Displaced  fractures,  disi,  and 
avascular  necrosis  are  significant  factors  associ- 
ated with  arthritis. 

Kerluke  and  McCabe^^  concluded  that  these 
previous  reports  on  natural  history  of  scaphoid 
nonunions  did  not  satisfy  all  criteria  for  natural 
history  studies  and  none  developed  an  inception 
cohort,  which  is  the  most  important  requirement 
for  such  studies.  They  concluded  that  the  natural 
history  of  scaphoid  nonunion  is  not  as  severe  as 
has  been  reported  in  the  literature.  A true  natural 
history  study  as  suggested  by  these  authors  would 
be  difficult  to  conduct  and  requires  a prospective 
longitudinal  long-term  follow-up  on  patients  with 
asymptomatic  scaphoid  unions. 

Asymptomatic  fibrous  union  does  exist,  but  it 
can  be  disrupted  by  a second  injury.  The  data  from 
these  studies  suggest  but  do  not  prove  that  as- 
ymptomatic nonunion  may  develop  degenerative 
changes  if  sufficient  time  elapses.  Asymptomat- 
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ic  fibrous  union  may  exist,  but  it  can  be  disrupt- 
ed by  a second  injury. 

Lindstrom  and  Nystrom"*®  in  a natural  history 
study  of  33  asymptomatic  patients  with  scaphoid 
nonunion  found  that  100®/o  developed  progres- 
sive arthritis  between  10  and  17  years  after  inju- 
ry. They  concluded  that  freedom  from  pain  is  not 
a reliable  prognostic  indicator  and  that  patients 
with  scaphoid  union  are  likely  to  benefit  from 
surgical  treatment. 


Early  diagnosis 
and  treatment 
of  stable 
scaphoid 
fractures  should 
result  in  near 
100%  union 


Scaphoid  Fractures  in  Children 

Scaphoid  fractures  in  children  younger  than  10 
years  of  age  are  rare  and  difficult  to  diagnose. 
During  the  period  of  ossification  (4-15  years)  the 
peripheral  cartilage  of  the  ossifying  scaphoid  acts 
as  a buffer,  preventing  fractures  of  the  ossific 
nucleus.  The  possibility  was  raised  that  fractures 
of  the  ossifying  scaphoid  may  present  as  a bipar- 
tite scaphoid  at  maturity.^'  Unlike  adults,  frac- 
tures of  the  distal  one-third  and  avulsion  injuries 
are  typical  in  children  and  fractures  of  the  prox- 
imal pole  are  very  rare.  In  a series  of  1 08  scaphoid 
fractures  in  children,  all  fractures  healed  with 
nonoperative  treatment.®’ 


is  a reasonable  initial  treatment  for  suspected 
scaphoid  fractures  because  these  patients  may  have 
scapholunate  ligament  injury  which  may  benefit 
from  cast  immobilization. 

Operative  Treatment. — Surgical  treatment  is 
indicated  for  scaphoid  fractures  that  are  marked- 
ly collapsed,  more  than  1 mm  displaced,  and  for 
those  associated  with  severe  ligament  injuries  such 
as  transcaphoid  perilunate  dislocation. 

Complications 

Significantly  displaced  fractures  are  associated 
with  high  incidence  of  avascular  necrosis  and 
nonunion.  Post-traumatic  arthritis,  especially  of 
the  radioscaphoid  and  capitate-lunate  joints  de- 
velops more  often  in  the  presence  of  nonunion 
and  avascular  necrosis.  The  incidence  of  nonunion 
after  fresh  fractures  varies  between  5%  and 
24%.  The  incidence  of  post-traumatic  arthritis 

after  primary  bony  healing  of  scaphoid  fractures 
varies  from  2%  to  16%. Malunion  may  de- 
velop if  the  scaphoid  heals  with  the  distal  frag- 
ment in  excessive  flexion  and  proximal  fragment 
in  extension.  This  predisposes  to  post-traumatic 
arthritis^  and  loss  of  motion.® 


rate. 


Treatment  of  Scaphoid  Fractures 

Nonoperative  Treatment. — Early  diagnosis  and 
treatment  of  stable  scaphoid  fractures  should  result 
in  near  100%  union  rate.  Long  arm  thumb  spica 
cast  immobilization  for  six  weeks,  followed  by 
short  arm  thumb  spica  cast  until  radiographic  bony 
healing,  is  recommended  for  waist  fractures.  Short 
arm  thumb  spica  cast  alone  may  be  used.  Distal 
pole  fractures  require  the  least  duration  of  im- 
mobilization, 4 to  8 weeks,  whereas  proximal  pole 
fractures  require  the  longest  duration,  12  to  30 
weeks.  Fractures  of  the  scaphoid  tubercle  and  distal 
pole  should  heal  readily  with  short  arm  thumb 
spica  cast  immobilization.  Duncan  and  Thurst- 
on’’ suggested  that  the  incidence  of  true  fractures 
is  very  low  in  patients  following  wrist  trauma  and 
tenderness  in  the  anatomical  snuff  box  with  a 
clinical  diagnosis  of  scaphoid  fracture.  Cast  im- 
mobilization for  these  patients,  who  were  proved 
two  weeks  later  not  to  have  fractures,  represent- 
ed a significant  loss  of  productivity  to  the  com- 
munity and  income  to  the  patients.  Ganel  et  al” 
proposed  discontinuation  of  cast  immobilization 
72  hours  after  injury  if  the  bone  scan  findings 
are  negative  for  fracture.  Bone  scan  false-posi- 
tive rates  vary  between  6%  and  16%,  but  false- 
negative results  arc  not  reported.  Their  recom- 
mended diagnostic  strategy  consists  of  obtaining 
limited  scintigraphy  after  72  hours  of  injury  and 
in  negative  x-rays.  In  spite  ofthe.se  recommen- 
dations, it  seems  that  immobilization  for  two  weeks 


Treatment  of  Scaphoid  Nonunions 

Nonoperative  Treatment. — Several  treatment 
methods  were  described  for  scaphoid  nonunion. 
The  treatment  should  be  tailored  to  the  patients’ 
needs,  type  of  nonunion,  degree  of  arthritis  if  any 
is  present  and  perhaps,  vascularity  of  the  prox- 
imal pole.  Cooney  et  al'**  recommended  nonop- 
erative treatment  for  stable  nonunions  for  at  least 
four  months  using  cast  immobilization.  Unsta- 
ble nonunions  with  more  than  1 mm  of  displace- 
ment or  DlSl  pattern  are  best  treated  operatively. 

Personal  observations  indicate  that  scaphoid 
nonunions  that  present  after  6 months  from  inju- 
ry may  not  respond  favorably  to  cast  immobili- 
zation. Nonoperative  treatment  also  includes 
casting  with  pulsed  electromagnetic  field  (PEMF). 
Frykman  et  al’®  achieved  79%  union  rate  with  this 
combination.  They  had  better  healing  with  long 
arm  cast  than  short  arm  cast  immobilization.  The 
technique  is  contraindicated  in  synovial  p.seudoar- 
throsis,  arthritis,  carpal  collapse,  and  prolonged 
nonunion  for  over  5 years.  However,  in  a contin- 
uation .study  from  the  same  group,  Adams  ct  al’ 
found  the  results  of  pf.mf  are  not  as  favorable  as 
they  previously  reported.  The  healing  rate  dropped 
to  69%  and  those  for  the  proximal  pole  was  50%. 
They  suggested  that  the  technique  should  be  a 
secondary  alternative  to  bone  grafting. 

Opt'i  ativc  Treatment. — Operative  approach 
to  the  scaphoid  can  be  palmar  or  dorsal.  Wedge 
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or  cancellous  bone  grafting  and  internal  fixation 
are  the  most  frequently  used  method  of  treatment. 

Common  Techniques 

Cooney  et  al'**  found  that  the  union  rate  after 
scaphoid  bone  grafting  was  higher  in  undisplaced 
than  in  displaced  nonunions.  The  dorsal  or  volar 
inlay  bone  grafting  techniques  had  higher  union 
rates  than  the  dorsal  peg  grafting  technique.  Bet- 
ter results  were  achieved  when  inlay  grafting  was 
combined  with  Kirschner  wire  fixation. 

Cireen'"  used  the  Russe  technique  which  utilizes 
volar  approach  and  corticocancellous  bone  graft- 
ing without  internal  fixation.  1 le  concluded  that  true 
avascular  necrosis  of  the  proximal  pole  cannot  al- 
ways be  accurately  predicated  on  the  basis  of  ra- 
diographs. Direct  semtiny  of  punctate  bleeding  points 
appears  to  be  a better  method  of  detemiining  the 
viability.  He  concurred  with  Russe  s original  ob- 
servation that  this  operation  is  not  likely  to  be  suc- 
cessful if  the  proximal  pole  is  totally  avascular. 

Stark  et  ar'  treated  151  ununited  scaphoid 
fractures  with  cancellous  iliac  bone  grafting  and 
Kirschner  wire  fixation  through  a volar  approach 
and  achieved  97%  healing  rate.  Fracture  location 
and  existence  of  proximal  pole  necrosis  did  not 
aftect  their  results  adversely.  They  also  observed 
that  treatment  of  scaphoid  nonunion  has  prevented 
or  slowed  the  progression  of  an  existing  mild  or 
moderate  arthritis.  They  used  cast  immobiliza- 
tion for  an  average  of  18  weeks  postoperatively. 
Watson  et  aP'  achieved  89%  union  using  multi- 
ple K-wire  fixation  through  a dorsal  approach, 
with  or  without  bone  graft,  for  treatment  of 
scaphoid  nonunion. 

Bone  grafting  and  new  screw  fixation  has  the 
advantage  of  providing  rigid  internal  fixation  and 
compression  at  the  same  time.  Herbert  screw  fix- 
ation” of  scaphoid  fractures  and  nonunions  has 
emerged  recently  as  a popular  technique.  Radial 
styloidectomy'”'’®  can  be  a useful  adjunct  in  the 
management  of  scaphoid  nonunion,  especially  in 
the  presence  of  residual  impingement  of  the  dis- 
tal pole  against  the  radius  and  minimal  radios- 
caphoid  arthritis. 

Less  Common  Techniques 

A variety  of  techniques  have  been  described  for 
treating  scaphoid  nonunion  including  the  use  of 
certain  internal  fixation  devices  and  bone  graft- 
ing techniques.  Fernandez-"'  reported  a 95%  union 
rate  with  conventional  2.7  mm  Association  for 
the  Study  of  Internal  Fixation  (ASIF)  cortical  screw 
fixation  and  cast  free  after  treatment.  He  used  post- 
operative splint  immobilization  for  2 weeks.  The 
concern  with  all  conventional  screws  is  the  large 
screw  head  size  which  may  cause  impingement 


and  erosion  of  the  scapho-trapezial-trapczoid  joint. 
Also,  screw  position  in  the  distal  pole  is  frequently 
palmar  with  eccentric  rather  than  axial  placement. 
With  this  technique,  overdrilling  of  the  entire  distal 
pole  is  necessary  to  obtain  compression  of  the 
graft,  and  yet  compression  of  the  proximal  pole 
may  not  be  possible.  Staple  osteosynthesis  was 
described  in  a study  from  Finland  with  10  of  16 
scaphoids  showing  sound  healing.”  The  Ender 
blade  plate  system  was  described”  as  a method 
ofscaphoid  fixation  in  spite  the  possibility  of  im- 
pingement and  the  necessity  for  late  removal. 
Multiple  percutaneous  pinning  was  described  in 
one  study  with  a 77%  healing  rate,  but  without 
long-term  follow-up  for  arthritis."’ 

Vascularized  pedicle  bone  graft  from  the  dis- 
tal radius  was  described  with  a healing  rate  of 
90%.”  Soft  tissue  interposition  arthroplasty  was 
used  by  Boeckstyns  et  al.'’  Pain  relief  was  achieved 
w ith  this  technique  but  carpal  collapse  increased 
over  time  in  more  than  50%  of  the  patients  and 
osteoarthritis  developed  with  and,  sometimes, 
w ithout  the  presence  of  carpal  collapse. 

Salvage  Procedures. — These  include  excision 
ofscaphoid  proximal  pole,  proximal  row  carpec- 
tomy,  limited  wrist  arthrodesis,  and  total  wrist 
arthrodesis.  Carteret  al'^  used  scaphoid  allografts 
to  replace  necrotic  small  (20%)  proximal  frag- 
ments. The  indications  are  unusual  circumstanc- 
es not  amenable  to  standard  procedures  of  au- 
togenous bone  grafting.  Six  of  eight  patients  had 
healing,  which  suggests  that  healing  of  avascu- 
lar proximal  pole  is  possible. 

Excision  of  the  proximal  pole  alone  will  not 
prevent  arthritis  between  the  distal  fragment  and 
radial  styloid.  Proximal  row  carpectomy  is  not 
desirable  in  young  patients  who  have  physically 
demanding  occupations  and  in  the  presence  of 
capitolunate  arthritis.  Wrist  instability  and  arthritis 
can  develop  after  proximal  row  carpectomy  be- 
tween the  distal  carpal  row  and  radius.  Limited 
wrist  arthrodesis  is  indicated  in  failed  scaphoid 
grafting,  in  the  presence  of  limited  arthritis,  and 
when  excision  of  the  proximal  fragment  may  be 
necessary  as  in  avascular  necrosis.  The  various 
arthrodeses  combinations  include  scaphoid  cap- 
itate lunate,”  scaphoid  capitate,  excision  of 
scaphoid  with  capitate  lunate  fusion,”  excision 
of  distal  fragment  and  proximal  pole  capitate  lunate 
fusion,™  and  excision  of  proximal  pole  and  scapho- 
capitate  or  scaphoid  capitate  lunate  fusion. 

Total  wrist  arthrodesis  is  indicated  in  the  pres- 
ence of  advanced  arthritis,  failed  limited  arthro- 
desis, and  failed  scaphoid  grafting  in  the  pres- 
ence of  arthritis.  Long-term  pain  relief  and 
satisfactory  functional  results  can  be  achieved 
following  total  wrist  arthrodesis.” 


Total  wrist 
arthrodesis  is 
indicated  in  the 
presence  of 
advanced 
arthritis,  failed 
limited 

arthrodesis,  and 
failed  scaphoid 
grafting  in  the 
presence  of 
arthritis. 
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Figure  1.  A 17-year-old 
high  school  football 
player  had  failure  of 
earlier  bone  grafting 
and  K-wire  fixation 
(done  at  another 
hospital)  for  the 
treatment  of  a scaphoid 
nonunion.  Complete 
resorption  of  the  bone 
graft  is  evident. 

Associated 
scapholunate  ligament 
instability  is  manifest  by 
a gap  between 
scaphoid  and  lunate. 


Herbert  Screw. — In  1984  Herbert  and  Fish- 
er” developed  a new  technique  for  treating 
scaphoid  fractures  and  nonunions  and  introduced 
a double-threaded  bone  screw  where  the  screw 
head  is  replaced  by  a second  thread.  This  reduc- 
es the  diameter  of  the  overall  implant.  The  dif- 
ference in  the  leading  and  trailing  thread’s  pitch 
allows  compression  of  the  fracture  fragments.  They 
suggested  that  this  technique  provides  effective 
fixation  and  early  functional  recovery. 

Cadaveric  Studies. — Shaw”  measured  the 
compressive  forces  generated  by  various  scaphoid 
screws.  Although  the  Herbert  screw  did  not  have 
the  fixation  capabilities  of  others,  its  size  was  the 
best  of  all  screws  tested.  The  Herbert  screw  has 
little  interfragmentary  compression  unless  the 
trailing  threads  are  completely  buried.  Other  screws 
had  too  large  a head  size.  Rankin  et  al  ” used 
cadaveric  scaphoids  to  compare  the  compressive 
forces  generated  by  3.5  mm  ASIF  cannulated  5 
mm  head  screw  with  that  generated  by  standard 
3.5  mm  ASiF,  2.7  mm  ASiF,  and  Herbert  screws. 
The  3.5  mm  cannulated  screw  offers  more  rigid 
fixation  than  the  Herbert  screw  and  adds  the  ad- 
vantage of  placement  over  a guided  wire.  The 
concern,  as  with  all  other  screws,  is  the  impinge- 
ment of  the  screw  head  and  insertion. 

Carter  et  al"  tested  the  force,  bending  rigidi- 
ty, and  bending  moment  at  failure  of  three  fixa- 


tion systems  in  a scaphoid  osteotomy  model.  They 
found  that  both  the  Herbert  and  cannulated  screws 
were  significantly  stiffer  and  stronger  in  resist- 
ing bending  forces  than  paired  parallel  0.045  inch 
Kirschner  wires.  Botte  et  aF  studied  the  cadaver 
scaphoid  vascularity  after  Herbert  screw  inser- 
tion and  concluded  that  necessary  exposure  can 
be  done  without  compromising  the  important 
dorsal  blood  supply  with  either  palmar  or  dorsal 
approach.  The  dorsal  approach  can  be  accom- 
plished safely  if  care  is  taken  to  preserve  the  dorsal 
ridge  vessels. 

Clinical  Studies. — Moran  and  Curtin'"’  used 
the  Herbert  screw  for  treating  unstable  scaphoid 
fractures,  delayed  unions,  and  nonunions.  They 
encountered  complications  including  failure  of 
the  scaphoid  to  unite  (20%)  due  to  loosening  and 
incorrect  placement  of  the  screw.  They  recom- 
mended caution  with  its  use. 

DeMaagd  and  Engber^'  used  retrograde  Her- 
bert screw  fixation  for  the  treatment  of  small 
proximal  pole  fragment  scaphoid  nonunions 
through  a dorsal  approach.  Herbert  screw  fixa- 
tion though  a dorsal  approach  was  also  advocat- 
ed by  another  study  with  an  87%  healing  rate  in 
scaphoid  nonunion.'’* 

Cooney  et  al”  used  open  reduction,  length 
restoration  with  anterior  interpositional  wedge 
graft,  and  Herbert  screw  fixation  to  restore  car- 
pal stability,  in  cases  of  unstable  scaphoid  frac- 
tures and  nonunions.  Their  union  rate  was  71% 
and  81%  after  the  second  operation.  Scaphoid 
stability  was  achieved  by  improvement  of  the 
scaphoid  angle.  Nonunion  was  related  to  improper 
screw  placement,  failure  to  compress  the  frag- 
ments, bone  graft  resorption,  and  persistent  avas- 
cular necrosis.  These  authors  prefer  this  technique 
over  the  traditional  Russe  technique  especially 
when  there  is  carpal  instability,  that  is,  scaphoid 
lunate  angle  greater  than  60°.  They  described  a 
method  of  tomographic  measurement  of  scaphoid  ' 
angulation  on  PA  and  lateral  views.  Normal  an- 
gulation  is  30"  ± 5"  in  postero  anterior  and  25"  ± ' 
5"  in  the  lateral  views.  They  concluded  that  us- 
ing the  1 lerbert  screw  must  be  done  with  caution 
and  is  contraindicated  when  ava.scular  necrosis 
is  present.  Personal  experience  has  shown  that 
scaphoid  nonunion  with  MRl-documentcd  prox-  | 
imal  pole  ava.scular  necrosis  can  be  treated  with  i 
bone  grafting  and  Herbert  screw  fixation  with  .sat- 
isfactory results.  The  proximal  pole  in  these  cas- 
es incorporates  into  the  graft  less  rapidly  than  the 
distal  pole.  ; 

Nakamma  et  aP'*  found  that  associated  DISI  j 
deformity  will  be  corrected  with  anterior  wedge 
graft  and  I lerbert  screw  fixation  because  the  de-  ' 
formity  is  usually  not  due  to  ligament  tear.  , 
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Adams  et  al‘  achieved  w ith  f lerbert  screw  fix- 
ation an  overall  union  rate  of  67%  for  both  acute 
fractures  and  nonunions.  Healing  correlated 
strongly  with  operative  technical  factors  of  the 
procedure.  Nine  patients,  whose  fixation  showed 
poor  alignment  of  the  scaphoid,  inaccurate  jig 
placement,  and  improper  screw  length,  had  a 
nonunion  rate  of  78%.  Scaphoid  fixation  with- 
out these  technical  problems  had  a healing  rate 
of  93%.  These  authors  had  similar  results  w ith 
the  Russe  procedure  with  the  exception  of  reducing 
postoperati\  e immobilization  time.  They  obser\ed 
that  if  scaphoid  angulation  is  not  corrected,  axial 
screw  placement  w ill  not  be  accomplished  and 
that  eccentric  screw  placement  is  associated  with 
a lower  union  rate.  In  their  group  both  acute  frac- 
tures and  nonunions  had  the  same  healing  rate, 
but  subsequently  patients  with  acute  fractures  were 
less  satisfied  than  those  w ith  nonunions.  They 
concluded  that  the  Herbert  screw  may  offer  ad- 
vantages in  management  of  selected  cases.  Comp- 
son  and  Heatley’-  found  poor  intraoperative  im- 
aging to  be  a major  contributing  factor  in  delayed 
union  and  nonunion  after  Herbert  screw  fixation. 
Based  on  their  anatomic  radiographic  study,  their 
recommendation  was  to  obtain  a minimum  of  four 
views  intraoperatively:  An  ulnar  deviated  poster- 
oanterior  and  true  lateral  views  to  display  the 
proximal  pole  and  semipronated  and  semisupi- 
nated  views  to  display  the  distal  pole.  Accurate 
realignment  of  the  scaphoid,  precise  jig  applica- 
tion, and  proper  screw  position  and  length  with 
intraoperative  radiographic  confirmation  are  es- 
sential technical  features  for  obtaining  optimum 
results. 

Author's  Surgical  Technique 

A palmar  incision  is  placed  immediately  radial 
and  parallel  to  the  flexor  carpi  radialis  tendon  and 
centered  at  the  scaphoid  tuberosity  and  radial 
styloid  level.  The  incision  is  extended  distally  be- 
yond that  of  a Russe  incision  and  curved  into  the 
thenar  eminence.  The  flexor  carpi  radialis  ten- 
don is  retracted  ulnarly  and  the  radial  artery  is 
retracted  radially.  The  superficial  branch  of  the 
radial  artery'  is  ligated.  The  capsule  is  opened  lon- 
gitudinally in  the  flexor  carpi  radialis  bed.  The 
radioscapholunate,  radiocapitate,  and  trapezios- 
caphoid  ligaments  are  incised  longitudinally.  If 
severe  humpback  deformity  is  present,  the  osteo- 
phytes are  removed  from  the  scaphoid  and  radi- 
us. The  fibrous  nonunion  is  removed  and  the 
angulation  is  corrected  in  two  planes,  radial  and 
dorsal.  Inadequate  correction  of  angular  defor- 
mity will  interfere  with  axial  placement  of  the 
screw  within  the  scaphoid. 

An  iliac  wedge  bone  graft  is  taken  from  the 


contralateral  side  and  sculptured  to  add  length 
palmarly  and  ulnarly.  Any  protruding  graft  edg- 
es must  be  rongeured  and  flushed  w ith  the  scaphoid 
margin.  Temporary  K-wire  is  used  to  hold  the 
grafted  reduction  and  inserted  radially  so  it  docs 
not  interfere  w ith  screw  or  alignment  guide  (jig) 
placement.  Chun  et  al'^  described  a modification 
for  inserting  the  Herbert  screw  by  creating  a trough 
in  the  palmar  aspect  of  the  trapezium  to  allow 
adequate  placement  of  the  guide  and  to  prevent 
excessive  palmar  placement  of  the  screw.  This 
method  provides  more  satisfactory  exposure  than 
the  alternative  elevation  of  the  distal  pole.  The 
hook  of  the  jig  is  placed  around  the  proximal  pole 
and  a K-w  ire  is  placed  through  the  barrel  of  the 
jig  crossing  the  fracture.  Botte  and  Gilbemian'* 
recommended  intraoperatise  x-rays  to  confirm 
the  position  ofthejig  over  the  proximal  pole  before 
inserting  the  screw.  Four  view  x-rays  are  obtained 
intraoperatively  to  ensure  adequate  jig  placement, 
graft  placement,  and  K-wire  position.  Fluoros- 
copy control  can  be  a useful  adjunct  to  x-rays.  If 
satisfactory  wire  placement  is  achieved,  the 
scaphoid  is  drilled  and  tapped  and  the  screw  is 
inserted.  The  jig  is  removed  and  final  x-ray  is 
obtained.  Any  residual  Disi  deforruity  or  scaphol- 
unate  gap  can  be  corrected  by  additional  K-wire 
fixation  after  flexing  the  lunate. 


Figure  2.  Three  and 
one-half  months  after 
anterior  iliac  crest 
wedge  bone  graft  and 
Herbert  screw  fixation. 
The  scaphoid  nonunion 
is  healed  and  the 
normal  relationship 
between  scaphoid  and 
lunate  is  restored. 
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Satisfactory 
outcome  con  be 
achieved  if 
adequate  and 
timely  treatment 
of  scaphoid 
fractures  is 
provided. 


A preferable  alternative  is  to  place  the  screw- 
free  hand  without  using  the  jig.  With  a free-hand 
technique,  a K-wire  is  placed  radially  in  the 
scaphoid  and  x-ray  is  obtained.  If  the  position  is 
satisfactory,  the  screw  is  inserted  axillary  paral- 
lel to  the  wire.  The  length  of  the  screw  is  deter- 
mined by  direct  measurement  of  a K-wire  applied 
axially  over  the  anterior  aspect  of  the  scaphoid. 
Drilling  and  tapping  must  be  done  only  once. 
Redrilling  for  a malpositioned  screw  will  invite 
loosening  of  the  screw  and  union  failure.  Metic- 
ulous repair  of  scaphotrapezial  ligament  and 
palmar  radiocarpal  ligaments  should  be  done. 
Postoperatively  a short  arm  thumb  cast  is  applied. 

Scaphoid  Malunion 

Nakamura  et  aP’  treated  four  patients  with  scaphoid 
malunion  and  Disi  deformity  using  osteotomy, 
anterior  wedge  bone  grafting,  and  Herbert  screw 
fixation.  Amadio  et  aP  used  trispiral  tomography 
to  study  46  united  scaphoids  and  found  more  than 
50%  had  increased  lateral  scaphoid  angulation, 
i.e.,  humpback  deformity.  This  outcome  was  as- 
sociated with  poor  clinical  and  radiographic  re- 
sults as  compared  with  those  without  malunion. 
They  concluded  that  union  alone  is  an  insuffi- 
cient criterion  for  success  in  treating  scaphoid 
fractures. 

Failed  Bone  Grafting 

Carrozzella  et  al'“  studied  20  patients  who  had 
failed  to  have  union  after  scaphoid  bone  graft- 
ing. None  of  these  patients  responded  favorably 
to  electrical  stimulation.  Ten  patients  were  treat- 
ed by  salvage  procedures  including  arthroplasty, 
limited  fusion,  and  total  wrist  fusion.  Ten  patients 
were  treated  by  second  bone  grafting  and  one  of 
these  with  a third  bone  grafting.  Six  of  these  went 
on  to  bony  healing,  but  only  three  were  pain  free. 
Total  wrist  fusion  was  the  ultimate  salvage  pro- 
cedure which  was  used  successfully  for  failed 
second  grafting  and  for  failed  arthroplasty  and 
limited  fusion.  The  authors  concluded  that  per- 
sistent nonunion  after  surgery  is  a difficult  prob- 
lem. The  union  rate  after  the  second  grafting  is 
60%),  which  is  less  than  first  grafting.  A high 
percentage  (67%o)  of  these  patients,  remain  symp- 
tomatic. 

The  figures  demonstrate  a case  of  scaphoid 
union  after  a previous  failed  bone  grafting. 

Conclusion 

f’racturcs  ofthc  scaphoid  arc  often  missed.  Careful 
patient  evaluation  and  radiographic  examination 
are  necessary  for  diagnosing  scaphoid  fractures. 
Satisfactory  outcome  can  be  achieved  if  adequate 
and  timely  treatment  of  scaphoid  fractures  is  pro- 


vided. Unrecognized  scaphoid  fractures  are  of- 
ten complicated  by  nonunion. 

Treating  scaphoid  nonunions  is  a difficult  prob- 
lem and  more  challenging  is  the  treatment  of  failed 
nonunion  after  grafting.  Angulation  in  scaphoid 
nonunion  is  frequently  present  and  should  be 
corrected  in  two  planes.  An  anterior  wedge  graft 
from  the  iliac  crest  should  be  used  to  restore  the 
length  of  a shortened  scaphoid.  The  Herbert  screw 
fixation  is  technically  demanding,  but  satisfac- 
tory results  can  be  achieved  after  a learning  curve. 
Axial  screw  placement  in  the  scaphoid  is  crucial 
and  may  not  be  achieved  if  the  angulation  is  not 
corrected.  Radial  styloidectomy  should  be  con- 
sidered if  residual  radial  impingement  against  the 
distal  pole  is  present.  Residual  DlSl  deformity  from 
associated  scapholunate  ligament  injury,  if  present, 
also  should  be  corrected.  Achieving  union  should 
not  be  the  only  treatment  goal;  correcting  the 
disturbed  biomechanics  is  essential.  Otherwise, 
surgical  treatment  will  convert  scaphoid  nonunion 
into  malunion.  fj 
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The  Scimitar  Syndrome: 

Demonstration  with  Magnetic  Resonance  Imaging 


Larry  Ramseyer,  MD;  William  Mansfield,  MD;  William  Simon,  MD 


The  authors  describe  a case  of  scimitar 
syndrome,  which  is  a rare  congenital  lung 
abnormality  characterized  by  partially 
anomalous  pulmonary  venous  return.  MRI 
findings  as  well  as  other  methods  of  diagnosis 
are  discussed. 

Case  Report 

A 1 2-year-old  white  female  was  referred  by  her 
school  for  evaluation  of  possible  scoliosis.  Tho- 
racic radiographs  and  subsequent  chest  radiographs 
demonstrate  right  pulmonary  hypoplasia  and  an 
unusual  curvilinear  soft  tissue  density  posterior 
to  the  cardiac  silhouette  (arrowhead  Fig.  1 ).  MR 
angiographic  images  were  next  obtained  on  a 1 .0- 
T superconducting  system  (Siemens)  using  T1 
spin  echo  pulse  sequences  and  gradient  echo  se- 
quences. The  right  pulmonary  artery  is  hypoplastic 
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(Fig.  2).  There  is  a large  anomalous  right  pulmo- 
nary vein  draining  into  the  inferior  vena  cava.  This 
is  seen  on  the  coronal  gradient  echo  images  as  a 
bright  signal  intensity  vessel  to  the  right  of  mid- 
line (arrowhead  Fig.  3).  The  bright  signal  inten- 
sity vessel  to  the  left  of  midline  is  the  aorta.  The 
large  anomalous  right  pulmonary  vein  is  seen  on 
axial  gradient  echo  images  adjacent  to  the  inferi- 
or vena  cava  (Fig.  4)  and  as  it  enters  the  inferior 
vena  cava  (Fig.  5). 

The  patient  is  doing  well  and  has  not  required 
any  medical  or  surgical  treatment  for  her  condi- 
tion. Her  aetivities  have  not  been  limited. 

Discussion 

The  scimitar  syndrome  is  a rare  congenital  lung 
abnormality  characterized  by  partially  anomalous 
pulmonary  venous  return.  The  anomalous  pul- 
monary vein  is  demonstrated  on  chest  radiographs 
as  a curvilinear  soft  tissue  density  posterior  to 
the  cardiac  silhouette,  similar  to  the  Turkish  sword 


Figure  1 . PA  chest 
radiograph  shows 
hypoplastic  right 
lung  and  anomalous 
pulmonary  vein  pos- 
terior to  cardiac 
silhouette 
(arrowhead). 

Figure  2.  Right  pul- 
monary artery 
(arrowhead)  is 
hypoplastic. 
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for  which  the  syndrome  is  named.  Associated 
findings  usually  include  hypoplastic  right  lung, 
hypoplastic  or  absent  right  pulmonary  artery,  bron- 
chial abnormalities,  and  abnormal  arterial  sup- 
ply to  the  right  lung  from  the  thoracic  or  abdom- 
inal aorta.' 

The  anomalous  pulmonary  vein  most  common- 
ly drains  into  the  ivc  above  or  below  the  right 
hemidiaphragm.  Less  commonly,  there  can  be 
drainage  into  the  hepatic  veins,  portal  vein,  azy- 
gos vein,  coronary  sinus,  or  right  atrium.  The 
scimitar  syndrome  is  associated  with  other  car- 
diac abnormalities  in  approximately  25%  of  cas- 
es.- The  most  commonly  associated  abnormality 
is  atrial  septal  defect.  Coarctation  of  the  aorta, 
ventricular  septal  defect,  and  Tetralogy  of  Fallot 
have  also  been  reported. 

The  scimitar  syndrome  has  been  divided  into 
two  types. The  “infantile”  type  presents  very 
early  and  is  characterized  by  a large  shunt  with 
respiratory  insufficiency  and  cardiac  failure.  The 
“adult”  type  presents  in  adulthood  and  has  a small 
shunt.  These  patients  lead  a normal  life  without 
surgical  intervention. 

The  diagnostic  “gold  standard”  for  evaluat- 
ing the  scimitar  syndrome  has  been  angiography. 
The  utility  of  angiography  has  been  limited  due 
to  the  necessity  for  catheterization,  making  it  an 
invasive  procedure.  CT  findings  for  the  scimitar 
syndrome  have  been  described;  however  unre- 
constructed CT  images  are  limited  to  the  axial  plane. 
Evaluation  of  vascular  structures  requires  admin- 
istration of  iodinated  contrast  and  CT  uses  ioniz- 
ing radiation.-^'^  MR  angiography  has  none  of  these 
limitations.  Images  can  be  obtained  in  any  de- 
sired plane.  Vascular  structures  are  imaged  on  MR- 
based  flow  phenomena.  MRl  does  not  require  ei- 
ther iodinated  contrast  or  ionizing  radiation. 
Associated  findings  are  easily  visualized. 

Limitations  of  the  MRI  technique  are  largely 
due  to  limits  in  resolution  and  limited  pulmonary 
parenchymal  evaluation.’  Large  anomalous  ves- 
sels are  easily  visualized;  however,  small  anom- 
alous vessels  may  not  be  detected.  Thus,  in  po- 
tential surgical  cases,  angiography  will  show  a 
more  detailed  “road  map”  for  the  surgeon.  The 
pulmonary  parenchyma  is  poorly  visualized  with 
MRI  and  subtle  parenchymal  alterations  will  be 
missed.  Whether  this  is  a significant  limitation  is 
doubtful,  gp 
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Figure  3.  Coronal 
gradient  echo  MR 
image  demonstrates 
large  anomalous 
pulmonary  vein  to 
right  of  midline. 


Figure  4.  Anomalous 
right  pulmonary  vein 
is  seen  just  posterior 
and  lateral  to 
inferior  vena  cava. 


Figure  5.  Anomalous 
right  pulmonary  vein 
as  it  enters  inferior 
vena  cava. 
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Special 


Ipecac,  Indian  Turnip,  and  Sassafras: 

A Sampling  of  American  Indian  Medicine 

Joe  D.  Haines,  Jr.,  MD 


One  sunny  afternoon,  the  usual  progress  of 
the  day  was  briefly  interrupted  by  a com- 
motion at  the  front  desk  of  the  office.  Curious,  1 
saw  my  nurse  escorting  a little  Indian  girl  and 
her  mother  back  to  the  treatment  room. 

“She  swallowed  about  a dozen  Tylenols.” 
“How  long  ago?”  I asked. 

“About  ten  minutes,”  the  distraught  mother  an- 
swered. 

“Have  you  given  her  any  ipecac?”  1 asked. 
“What’s  that?”  the  mother  replied. 

As  1 gave  instructions  to  the  nurse  to  give  the 
ipecac  and  water  and  observe  the  child,  1 thought 
about  the  irony  of  the  circumstances.  Here  I was, 
a white  doctor,  treating  an  Indian  patient  with  a 
drug  that  South  American  Indians  introduced  to 
the  white  man  hundreds  of  years  ago. 

In  my  part  of  the  country,  there  exists  a wealth 
of  medical  knowledge  that  the  American  Indian 
passed  on  to  the  white  man  on  the  frontier.  Virgil 
Vogel  says  that  our  “ethnic  arrogance”  prevent- 
ed white  society  from  seriously  considering  any 
medical  knowledge  worthwhile  that  was  practiced 
by  “savages.”  As  time  progressed  and  the  science 
of  the  white  man  investigated  the  Indian  “herbs,” 
an  astonishing  number  of  Indian  drugs  were  found 
to  be  extremely  valuable. 

The  Indians  had  spent  centuries  observing  the 
animal  kingdom,  seeing  what  herbs  animals  ate 
when  sick,  and  experimenting  with  various  plants 
fortheirown  illnesses. The  Peruvian  Indians  knew 
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the  narcotic  effects  of  coca  leaves  for  centuries 
before  it  was  described  by  the  white  man  in  1 884. 
In  1535,  Frenchman  Jacque  Cartier  almost  lost 
his  entire  crew  to  scurvy  when  his  ships  froze  up 
in  the  St.  Lawrence  River.  An  Indian  chief  boiled 
bark  and  leaves  from  a local  tree  to  treat  the  white 
men,  who  rapidly  recovered.  Two  hundred  years 
later,  James  List,  the  British  naval  surgeon,  read 
of  the  episode  and  discovered  the  dietary  basis 
of  scurvy.  The  Indians  also  used  quinine,  cascara 
sagrada,  and  probably  salicylic  acid  for  hundreds 
of  years  before  the  white  man  came  to  America. 

In  many  respects,  the  country  doctor  is  not  so 
different  from  the  medicine  man.  Roland  Dixon 
once  wrote  about  the  medicine  man,  “in  the  low- 
er stages  of  culture,  at  once  healer,  sorcerer,  seer, 
educator  and  priest;...  but  there  is  frequently 
specialization,  as  a result  of  which  each  of  these 
activities  is  exercised  by  a different  person.” 

Medicines  used  by  the  Osage  Indians  in  my 
part  of  the  country  were  first  recorded  by  John 
Hunter,  a white  captive  for  20  years.  The  Indians 
in  our  region  used  the  inner  bark  of  the  black  locust 
as  an  emetic;  wild  gentian  for  stomach  ailments; 
hazel  bark  poultice  for  ulcers;  Indian  turnip,  in 
combinations  as  a decoction,  for  cough  and  in- 
termittent fevers;  may  apple  as  a cathartic;  milk- 
weed in  decoction  for  dysentery,  dropsy,  and 
asthma;  moss  from  shellbark  walnut  (hickory)  in 
infusion  for  catarrhs  and  asthmas;  and  a decoc- 
tion of  inner  bark  of  “mountain  birch”  as  a rem- 
edy in  coughs,  colds,  and  pulmonary  diseases. 
There  is  no  record  of  the  efficacy  of  these  prep- 
arations, but  their  repeated  use  signifies  a per- 
ception of  utility. 
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The  settlers  on  the  frontier  were  quick  to 
embrace  the  Indians’  medical  knowledge  since 
doctors  were  scarce  to  nonexistent.  One  advan- 
tage in  the  lack  of  doctors  was  that  the  settlers 
were  spared  much  that  was  bad  in  European 
medicine.  American  medicine  then  became  dis- 
tinctive from  the  start  and  independent  from  the 
Old  World.  Richard  Dunlop  told  how  a Cheyenne 
medicine  man  treated  William  Bent  of  Bent’s  Fort 
for  a throat  infection  (diphtheria?)  that  threatened 
to  choke  him  to  death. 

The  medicine  man  strung  a sinew  with  sand- 
burs  and  dipped  it  into  hot  buffalo  tallow.  This  he 
forced  down  Bent’s  throat  with  a peeled  stick. 
When  the  tallow  melted,  he  jerked  the  string  out, 
pulling  the  infected  membrane  with  it.  lient  sur- 
vived. 

Of  course,  the  charlatans  and  snake-oil  charmers 
were  not  far  behind  in  the  Old  West,  and  reme- 
dies like  Kickapoo  Cough  Syrup,  a mixture  of 
Jamaica  rum  and  New  Orleans  molasses,  soon 
turned  up.  Worthless  nostrums  like  these  were 
inventions  of  white  promoters  and  passed  off  as 
Indian  remedies  to  make  a fast  buck.  In  all,  the 
Indians  of  North  and  South  America  used  for 
medicinal  purposes  well  over  200  drugs  and  many 
have  been  included  in  the  official  drug  compen- 
dia of  the  United  States. 

The  general  public  has  become  very  interest- 
ed in  alternative  medicine  and  the  practitioner  must 
be  familiar  with  a wide  variety  of  herbal  reme- 


dies, particularly  their  adverse  reactions  and  al- 
lergic manifestations. 

I recall  a 72  year-old  woman  who  presented 
to  the  office  one  day  complaining  of  “breaking 
out  with  perspiration  and  having  hot  flashes.’’  She 
denied  any  other  symptoms.  Her  medications 
included  furosemidc,  potassium,  and  aspirin,  and 
she  denied  any  over-the-counter  drug  usage. 

It  was  only  when  questioned  about  her  diet 
that  a clue  surfaced.  She  recalled  that  she  had  re- 
cently begun  drinking  sassafras  tea  on  the  advice 
of  a family  member.  The  tea  was  intended  as  a “a 
tonic  to  purify  the  blood.’’  She  admitted  to  con- 
suming about  ten  cups  per  day.  I instructed  her 
to  stop  the  tea  and  her  symptoms  promptly  re- 
solved. 

My  copy  of  American  Indian  Medicine,  by 
Virgil  Vogel,  confirmed  my  suspicions.  Sassafras 
tea  is  prepared  from  the  root  bark  of  the  sassa- 
fras tree  and  has  a long  history  of  being  used  as 
an  all-purpose  tonic.  It  even  rivaled  tobacco  as 
an  export  to  Europe  at  one  time.  Sassafras  is  con- 
sidered an  excellent  diuretic  and  diaphoretic.  I’ll 
bet  you  won’t  find  that  in  your  Harrison 's.  ij 
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Initiation  of  Prenatal  Care 

Among  Women  Having  a Live  Birth  in  Oklahoma 


From  the  Maternal  and  Child  Health  Service,  Oklahoma  State  Department  of  Health 


There  is  substantial  evidence  to  indicate  that 
women  who  receive  insufficient,  late,  or  no 
prenatal  care  have  increased  risks  of  poor  preg- 
nancy outcome. Risk-appropriate  prenatal  care 
contributes  to  a healthy  outcome  not  only  for  the 
child,  but  for  the  mother  as  well.  Improved  out- 
comes are  achieved  in  part  by  prenatal  care  pro- 
viders’ identifying  high  risk  behaviors  such  as 
smoking,  drinking,  inadequate  weight  gain,  and 
offering  appropriate  interventions.  Interventions 
that  are  provided  early  in  pregnancy  can  promote 
the  greatest  opportunity  for  improving  birth  out- 
come. 


Direct  correspondence  to  the  PRAMS  Program,  MCH  Planning  and  Eval- 
uation Section,  Oklahoma  State  Department  of  Health,  1000  NE  Tenth 
Street,  Oklahoma  City,  OK  73 1 17-1299. 


One  of  the  Healthy  People  Year  2000  Objec- 
tives for  Maternal  and  Infant  Health  is  to  increase 
the  percent  of  women  who  obtain  prenatal  care 
beginning  in  the  first  trimester  (first  three  months 
or  13  weeks).  In  Oklahoma,  the  goal  is  that  90% 
of  pregnant  women  will  begin  their  care  in  the 
first  trimester  by  the  year  2000.  According  to  birth 
certificates  issued  for  live  births  occurring  in  1 993, 
74.8%  of  Oklahoma  women  began  care  in  the  first 
trimester. 

Studies  have  found  that  maternal  demographic 


In  Oklahoma: 

• 81.3%  of  mothers  say  they  entered  pre- 
natal care  in  the  first  three  months  of  preg- 
nancy; 1 8.7%  either  enrolled  in  care  late, 
or  received  no  care  at  all. 

• Women  who  did  not  recognize  they  were 
pregnant  until  at  least  nine  weeks  had  an 
11 -fold  risk  of  late  or  no  prenatal  care 
relative  to  women  who  recognized  their 
pregnancy  within  five  weeks. 

• Women  with  unwanted  pregnancies  are 
more  than  twice  as  likely  to  not  receive 
first  trimester  care  relative  to  women  hav- 
ing intended  pregnancies. 

• Close  to  half  (44.3%)  of  all  women  who 
enrolled  in  late  care  said  they  received 
care  as  early  as  they  wanted. 

• For  women  whose  prenatal  care  was  paid 
by  Medicaid,  almost  one-third  (32.9%)  re- 
ported that  they  did  not  get  care  as  early 
as  they  wanted. 


328 


J Okla  Slate  Med  Assoc,  Vol  89,  September  1996 


A 


characteristics  such  as  age,  race,  parity,  educa- 
tion, family  income,  and  marital  status  are  relat- 
ed to  inadequate  prenatal  care.'-’-^  Other  factors 
found  include  psychosocial  variables  such  as  in- 
tention of  pregnancy,  timing  of  recognition  of  preg- 
nancy, family  support,  and  “external  barriers”  such 
as  financial  restraints,  transportation  problems, 
absence  of  child  care,  and  inconvenient  clinic 
hours. 

Assessing  adequacy  of  prenatal  care  requires 
two  components:  timing  of  prenatal  care  entry 
and  receipt  of  services  thereafter.  In  our  study, 
we  focus  on  the  timing  of  the  first  prenatal  care 
visit.  PRAMS  data  were  used  to  identify  factors 
associated  with  late  initiation  of  prenatal  care  and 
barriers  preventing  women  from  getting  early  care. 

Materials  and  Methods 

Mothers  were  asked.  “How  many  weeks  or  months 
pregnant  were  you  when  you  had  your  first  visit 
for  prenatal  care?”  Women  were  divided  into  two 
groups  according  to  the  timing  of  the  first  visit: 
those  beginning  care  within  three  months  or  13 
weeks  (first  trimester)  and  those  who  enrolled  late 
(second  or  third  trimester)  or  who  received  no 
care  at  all.  Barriers  to  care  were  assessed  with 
two  questions.  First,  all  mothers  were  asked  “Did 
you  get  prenatal  care  as  early  in  your  pregnancy 
as  you  wanted?”  Those  whose  response  was  neg- 
ative were  further  asked  if  several  listed  barriers 
kept  them  from  getting  care  as  early  as  they  wanted. 

Prenatal  care  information  in  this  study  is  based 
on  the  self-reports  of  the  women  surveyed  sever- 
al months  after  their  deliveries.  The  extent  to  which 
pregnancy  outcome  or  elapsed  time  affects  their 
recall  and  response  about  their  prenatal  care  ex- 
periences is  unknown.  Compared  to  statistics 
obtained  from  birth  files,  PRAMS  estimates  of  the 
overall  percent  of  first  trimester  prenatal  care  entry 
was  about  five  percent  higher. 

Data  were  analyzed  using  the  Chi-square  test, 
followed  by  logistic  regression  to  identify  fac- 
tors associated  with  late  or  no  prenatal  care. 

General  Characteristics 

Overall,  81.3%  of  women  said  they  started  their 
prenatal  care  in  the  first  trimester,  15.6%  in  the 
second  trimester,  and  3.1%  in  the  third  trimester 
or  never  entered  care  (Fig.  1 ). 

Age  is  a major  predictor  of  not  beginning  pre- 
natal care  in  the  first  trimester.  Only  58.1%  of 
teens  under  18  and  67.2%  of  teens  between  18 
and  1 9 initiated  care  in  the  first  trimester,  com- 
pared to  90.2%  of  women  aged  30  to  34  (Table 
1). 

Education  also  plays  a significant  role  in  pre- 
dicting early  utilization  of  prenatal  care.  Only 


Table  1.  Percent  Receiving  Prenatal  Care  in  First  Trimester  by  Selected 
Maternal  Characteristics 


Maternal 

Characterisics 

Percent 

Confidence 
Interval  95% 

p-value 

Age 

<0.001 

<18 

58.1 

(49.9^6.3) 

18-19 

67.2 

(61.9-72.5) 

20-24 

79.5 

(770-82.0) 

25-29 

86.4 

(84.3-88.5) 

30-34 

90.2 

(88.0-92.4) 

35+ 

85.2 

(80.8-89.6) 

Race 

<0.001 

White 

83.6 

(82.2-85.0) 

African  American 

69.9 

(63.9-75.9) 

Native  American 

75.8 

(70.9-80.7) 

Education” 

<0.001 

< 1 2 years 

73  8 

(69.5-78.1) 

12  years 

81.4 

(79.3-83.5) 

13-15  years 

85.3 

(82.7-87.9) 

16+  years 

95.0 

(93.5-96.5) 

Marital  Status'” 

<0.001 

Married 

88.2 

(86.9-89.5) 

Unmarried 

68.4 

(65.5-71.3) 

Family  Income 

<0.001 

<50%  FPU 

64.9 

(59.8-70.0) 

5a99%  FPL 

73.5  - 

(69.8-77.2) 

100-149%  FPL 

83.1 

(79.9-86.3) 

150-184%  FPL 

87.7 

(83.8-91.6) 

185-249%  FPL 

89.3 

(86.0-92.6) 

250%+  FPL 

94  1 

(92.6-95.6) 

Source  of  Family  Income 

<0.001 

Job/Business 

86.3 

(85.0-87.6) 

Welfare 

66.7 

(63.1-70.3) 

Other 

71.6 

(59.7-83.5) 

Geographic  Area 

0.002 

Urban  [>20,000] 

83.1 

(81.4-84.8) 

Rural  [<20,000] 

78  8 

(76.7-80.9) 

Previous  Live  Births 

<0.001 

None 

80.4 

(78.2-82.6) 

One 

85.8 

(83.7-879) 

Two 

79.1 

(75.7-82.5) 

Three 

72.9 

(66.3-79.5) 

Four  or  more 

64.3 

(54.4-74.2) 

Birth  Interval 

<0.001 

<2  years 

73.5 

(69.3-77.7) 

2-3  years 

82.9 

(80.1-85.7) 

4+  years 

86.7 

(84.1-89.3) 

a Included  only  women  aged  19  ond  older 
b Moritol  slalus  a)  conception 
c Federal  Poverty  cevel 


73.8%  of  women  with  less  than  12  years  of  edu- 
cation entered  the  care  in  the  first  trimester,  com- 
pared to  95.0%  of  highly  educated  women  (women 
with  16  years  of  education  or  more)  (Table  1 ). 

The  relationship  between  family  income  and 
initiation  of  prenatal  care  in  the  first  trimester  also 
demonstrated  a linear  tendency  similar  to  educa- 
tion. As  shown  in  Table  1 , 64.9%  of  women  whose 
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Table  2.  Percent  Receiving  Prenatal  Care  in  First  Trimester  by  Selected 
Prenatal  Characteristics 


Maternal 

Characteristics 

Percent 

Confidence 
Interval  95% 

p-value 

Recognition  of  Pregnancy 
<5  weeks 

92.8 

(91.2-94.4) 

<0.001 

5-8  weeks 

88.9 

(87.3-90.5) 

9+  weeks 

46.4 

(42.5-50.3) 

Smoking  3 Months 
Before  Pregnancy 
Yes 

76.0 

(73.3-78.7) 

<0.001 

No 

84.2 

(82.7-85.7) 

Location  of  PNC 
Hospital 

69.6 

(65.2-74.0) 

<0.001 

Health  Dept. 

67.5 

(61.8-73.2) 

Private  MD/HMO 

88.4 

(87.0-89.8) 

IHS 

74.8 

(69.4-80.2) 

Payment  of  PNC 
Income  Only 

84.3 

(80.3-88.3) 

<0.001 

Private/Group  Ins. 

92.2 

(91.0-93.4) 

IHS 

75.6 

(70.5-80.7) 

Medicaid 

69.8 

(66.9-72.7) 

Pregnancy  Intention 
Intended 

89.5 

(88.0-91.0) 

<0.001 

Mistimed 

75.9 

(73.2-78.6) 

Unwanted 

64.4 

(60.0-68.8) 

family  income  was  less  than  50%  of  the  Federal 
Poverty  Level  (FPL)  received  first  trimester  care 
compared  with  94. 1 % of  those  whose  family  in- 
come was  greater  than  250%  FPL.  Among  wom- 
en whose  family  income  included  welfare  as  part 
or  whole  source  of  family  income,  only  two-thirds 
(66.7%)  initiated  care  in  the  first  trimester  (Ta- 
ble 1). 

Table  1 shows  only  64.3%  of  women  with  four 
or  more  previous  live  births  entered  care  in  the 
first  trimester  compared  to  80%  of  women  with 
none  or  one  previous  live  birth. 

Table  1 also  presents  other  maternal  charac- 
teristics examined  in  the  study,  including  race, 
marital  status  at  conception,  geographic  location, 
and  birth  interval. 

Prenatal  Characteristics 

Failure  to  recognize  the  pregnancy  early  was  a 
major  risk  factor  for  delayed  enrollment  in  care. 
Less  than  half  (46.4%)  of  women  who  failed  to 
recognize  that  they  were  pregnant  within  the  first 
eight  weeks  of  pregnancy  obtained  care  in  the 
first  trimester  (Table  2). 

Women  receiving  services  at  hospitals,  health 
department  clinics,  and  Indian  Health  Service  (II  IS) 
facilities  were  less  likely  to  report  entry  into  pre- 
natal care  in  the  first  trimester  than  women  re- 
ceiving care  from  private  doctors  or  llMOs.  Also, 


women  receiving  Medicaid  or  iFis-financed  care 
were  less  likely  to  report  early  entry  than  women 
who  were  covered  by  private  or  group  insurance 
(Table  2). 

Women  whose  pregnancies  were  unwanted 
were  at  much  higher  risk  for  not  receiving  pre- 
natal care  in  the  first  trimester  than  women  whose 
pregnancies  were  intended  (Table  2). 

Regression  Analysis 

Logistic  regression  analysis  shows  that  women 
under  age  20,  with  less  than  16  years  of  educa- 
tion, unmarried,  with  welfare  as  part  or  whole 
source  of  family  income,  with  three  or  more  pre- 
vious live  births,  with  a mistimed  or  unwanted 
pregnancy,  or  with  late  recognition  of  pregnancy 
(nine  weeks  or  more),  had  significantly  increased 
risk  of  late  or  no  care  (Table  3).  Women  who  did 
not  recognize  they  were  pregnant  until  at  least 
nine  weeks  had  an  1 1-fold  risk  of  late  or  no  pre- 
natal care  relative  to  women  who  recognized  their 
pregnancy  within  the  first  five  weeks.  Women  with 
unwanted  pregnancies  were  more  than  twice  as 
likely  not  to  initiate  prenatal  care  in  the  first  tri- 
mester relative  to  women  having  intended  preg- 
nancies. For  race  and  geographic  area,  differences 
in  early  initiation  were  not  found  when  multiple 
factors  were  examined  simultaneously  (Table  3). 

Barriers  to  Early  Access 

Statewide,  21.7%  of  women  reported  that  they 
did  not  get  prenatal  care  as  early  as  they  wanted. 
For  women  whose  prenatal  care  was  paid  by 
Medicaid,  almost  one-third  (32.9%)  reported  that 
they  did  not  get  prenatal  care  as  early  as  they  wanted 
(Table  4).  For  women  who  did  not  obtain  prena- 
tal care  as  early  as  they  wanted,  the  inability  to 
find  a physician  or  get  an  earlier  appointment  was 
reported  as  the  single  largest  barrier  to  obtaining 
early  care.  Over  half  (51 .2%)  of  those  with  pri- 
vate or  group  insurance  reported  a delay  in  pre- 
natal care  entry  because  they  could  not  get  an  earlier 
appointment  or  could  not  find  a provider,  com- 
pared to  36.2%  of  women  who  were  assisted  by 
Medicaid  and  38.7%  of  those  receiving  IHS  fi- 
nancial support. 

The  second  most  significant  barrier  to  care  was 
not  having  enough  money  or  insurance  (25.8%). 
Women  whose  prenatal  care  was  supported  by 
Medicaid  were  2.5  times  more  likely  to  report 
not  enough  money  or  insurance  than  women  who 
used  private  or  group  insurance  to  pay  for  their 
prenatal  care. 

Failure  to  recognize  pregnancy  was  one  of  the 
major  barriers,  regardless  of  payor  source  (23.7%). 
Lack  of  transportation  was  cited  by  1 1 .9%  of  all 
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women,  15.6%  of  Medicaid  women,  and  20.5% 
of  women  receiving  ms-financed  .services. 

Improving  the  rate  of  women  receiving  first 
trimester  prenatal  care  may  also  be  affected  by 
additional  factors  not  listed  in  Table  4.  Nearly  half 
(44.3%)  of  the  women  who  did  not  receive  first 
trimester  prenatal  care  said  they  got  into  care  as 
early  as  they  wanted  (30.3%  said  they  received 
care  early  enough  and  5.0%  said  they  did  not  want 
care  (Fig.  1). 

Comments/Recommendations 

This  study  found  that  women  s age,  education, 
marital  status,  source  of  family  income,  parity, 
intention  of  pregnancy,  and  timing  of  pregnancy 
recognition  are  associated  with  late  or  no  care. 
The  results  indicate  that  more  timely  initiation 
occurred  among  older  women  and  women  with 
intended  pregnancies.  This  provides  additional 
evidence  that  policies  and  programs  should  place 
a high  priority  on  reducing  teen  births  and  pre- 
venting unintended  (mistimed  or  unwanted)  preg- 
nancy. 

Obstetric  care  providers  should  be  aware  that 
a major  reason  for  lack  of  earlier  prenatal  care  is 
that  pregnant  women  may  not  be  able  to  get  an 
earlier  appointment.  Although  system  problems 
such  as  delays  in  eligibility  processing  may,  in 
part,  be  blamed  for  women  receiving  Medicaid 
or  IHS  prenatal  support,  questions  still  remain  as 
to  why  such  a large  proportion  (51 .7%)  of  those 
with  private  or  group  insurance  were  not  able  to 
access  care  as  early  as  they  wanted. 

Almost  one-third  ( 3 1 .0%)  of  Medicaid  enroll- 
ees  who  did  not  enter  prenatal  care  as  early  as 
they  wanted  reported  “no  money/insurance”  as  a 
barrier  to  early  access.  This  strongly  suggests  that 
presumptive  eligibility  should  routinely  be  avail- 
able and  application  procedures  streamlined.  Piper 
(1994)  demonstrated  that  once  barriers  to  prena- 
tal care,  including  bureaucratic  ones,  are  removed 
low-income  women  will  seek  care  earlier  and  more 
frequently.’ 

Almost  one-fourth  (23.7%)  of  women  who  did 
not  get  care  as  early  as  they  wanted  reported  they 
did  not  know  they  were  pregnant.  This  demon- 
strates the  need  for  educational  programs  to  teach 


PR.'KMS  is  a population-based  survey  of  Oklahoma  women  with  a recent 
delivery.  Analysis  weights  were  applied  to  adjust  for  selction  probability 
and  non-response.  By  using  weighted  analysis,  researchers  can  make  strong 
statements  about  the  preconception  and  perinatal  periods  for  the  entire 
population  of  women  in  Oklahoma  delivering  a live  birth.  Thus,  state- 
specific  decisions  on  policy  and  program  development  can  be  made.  A 
stratified  systemic  sampling  approach  is  used  to  select  approximately  200 
new  mothers  each  month  from  the  state's  live  birth  registry.  Up  to  three 
mailed  questionnaires  are  used  to  solicit  a response.  Telephone  interviews 
are  attempted  for  non-respondents.  Data  for  this  report  reflect  live  births 
occurring  between  April  1988  and  March  1994.  The  response  rate  was 
70%.  The  analysis  includes  information  collected  from  9,906  mothers. 
All  data  represent  state  estimates. 


Table  3.  Logistic  Regression:  Variables  Affecting  Initiation  of  Prenatal  Care 


Variables 

Crude  OR 

95%  CL 

Adjusted  OR 

95%  Cl 

Age 

<20 

5.2 

(3.8-71) 

2.1 

(1. 3-3.5) 

20-24 

2.4 

(1. 8-3.2) 

1.5 

(0,97-2.2) 

25-29 

1.5 

(1. 1-2.0) 

1.5 

(1.01-2,3) 

30-34 

1.0 

1.0 

35+ 

1.6 

(1. 0-2.5) 

1.1 

(0.6-1. 9) 

Education 

<12 

8.2 

(5.6-11.9) 

2.0 

(1.2.-3.4) 

12-15 

4.0 

(2.9-56) 

1.8 

(1.2-2, 8) 

16+ 

1.0 

1.0 

Race 

African  American 

2 2 

(1. 6-2.9) 

0.9 

(0.6-1. 4) 

Native  American 

1.6 

(1. 2-2.1) 

1.1 

(0.8-1.6) 

White/Other 

1.0 

1.0 

Marital  Status 

Unmarried 

3.5 

(2.9-4.1) 

1.7 

(1.3-2.3) 

Married 

1.0 

1.0 

Source  of  Family  Income 

Welfare 

3.1 

(2.5-37) 

1.5 

(1. 1-2,0) 

Job/Business/Other 

1.0 

1.0 

Geographic  Area 

Rural 

1.3 

(1. 1-1.6) 

1.0 

(0.8-1. 3) 

Urban 

1.0 

1.0 

Previous  Live  Births 

<Three 

1.0' 

1,0 

Three 

1.7 

(1. 2-2.4) 

2.2 

(1. 4-3.7) 

Four  or  more 

2.6 

(1. 6-4.0) 

2.6 

(1. 4-4.8) 

Pregnancy  Intention 

Intended 

1.0 

1.0 

Mistimed 

2.7 

(2.2-33) 

1.4 

(1.1-1.8) 

Unwanted 

4.7 

(3.7-6.1) 

2.1 

(1. 5-3,0) 

Smoking  3 Months 

Before  Pregnancy 

Yes 

1.7 

(1. 4-2.0) 

1.3 

(0.98-1.6) 

No 

1.0 

1.0 

Recognition  of  Pregnancy 

< 5 weeks 

1.0 

1.0 

5-8  weeks 

1.6 

(1.2-2.1) 

1.5 

(1.04-2.0) 

9+  weeks 

14.9 

(11.1-20.0) 

11.0 

(7.9-15.4) 

Note:  The  odjusted  odds  ratios  for  each  vorioble  were  calculated  on  the  contribution  of  all  other  variables  in  this  table. 


Table  4.  Percent  Not  Receiving  Prenatal  Care  as 
Early  as  Wanted  and  Major  Barriers 


Pvt/Grp 

State  Total  Insurance  Medicaid  IHS 


Did  nof  receive  PNC 


as  early  as  wanted 

21.7 

13.8 

32,9 

21.7 

Reasons  why  no  PNC 
as  early  as  wanted"; 

No  provider/oppt. 

39.7 

51.2 

36.2 

38,7 

No  money/insurance 

25.8 

12.6 

31.0 

8.2 

Did  not  know  of  pregnancy 

23.7 

26.0 

21.5 

27.6 

No  transportation 

11.9 

2.2 

15.8 

20.5 

Did  not  know  where  to  go 

8.0 

2.9 

9.5 

4.6 

o Among  women  who  did  not  enter  prenotol  core  os  early  as  wanted 
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women  how  to  recognize  the  signs  and  symptoms 
of  pregnancy  and  the  importance  of  early  and  regto 
be  initiated  to  identify  women  in  need  of  prena- 
tal care  and  refer  them  to  appropriate  services. 
Particular  emphasis  should  be  placed  on  devel- 
oping community  capacity  to  link  women  with 
needed  services.  Specific  attention  should  be  given 
to  the  uninsured  population  as  well  as  providing 
information  to  Medicaid  eligibles  on  how  to  en- 
roll in  health  plans  and  how  to  access  needed 
services,  jc 
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Correction 

In  the  article  “Health  Maintenance  Organizations 
in  Oklahoma”  by  Edward  N.  Brandt,  Jr.,  MD; 
Robert  W.  Broyles,  PhD;  and  David  Falcone,  PhD, 
which  appeared  in  Vol.  89,  No.  6,  June  1996,  pp 
1 97- 1 99  of  the  Journal  of  the  Oklahoma  State 
Medical  Association,  Table  5 contained  some 
errors.  The  table  should  have  appeared  as  follows: 


Table  5.  Premium  to  Health  Care  Benefit  Ratios 
Health  Care  Benefits/ 


HMO 

Premiums 

Benefits 

Premiums 

PacifiCare 

*$148.80 

$119.80 

0.81 

Bluelincs 

*129.61 

112.49 

0.87 

Cigna 

125.60 

99.15 

0.79 

Community  Care 

*105.53 

96.54 

0.91 

Prucare  OKC 

118.03 

102.71 

0.87 

Prucare  Tulsa 

112.92 

95.56 

0.85 

* Weighled  Averoge  of  Commercial,  Medicaid  and  Medicore  Premiums 
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News 


I 

PLICO  issues  videotaping  guidelines  for  hospitals  and  physicians 


New  guidelines  for  videotaping  sur- 
gical procedures  have  been  issued 
by  PLIC'O  and  w'ere  detailed  in  the  Au- 
gust issue  of  PLICO  News. 

The  guidelines  were  issued  after  al- 
most two  years  of  study  by  PLico  and 
the  Hospital  Casualty  Company.  Increas- 
ing claims  activity  involving  videotapes 
was  the  impetus  for  the  study,  even 
though  the  tapes  are  often  made  at  the 
request  of  the  hospital  or  physician.  More 
frequently,  however,  tapes  were  made 


The  number  of  women  in  medicine 
has  skyrocketed,  increasing  more 
than  425%  since  1970.  In  recognition 
of  this  dramatic  growth  in  both  the  num- 
ber and  influence  of  women  physicians, 
the  American  Medical  Association  has 
designated  September  as  Women  in  Med- 
icine Month. 

“Women  are  succeeding  in  medicine 
and  are  leading  the  way  for  others  to  fol- 
low,” said  Nancy  Dickey,  chair  of  the 
ama’s  Board  of  Trustees. 

September  marks  the  kick-oflf  of  the 
AMA  s sixth  annual  Women  in  Medicine 
' celebration,  with  this  year’s  theme  be- 
ing “Women  in  Medicine:  Partners  in  the 
‘ Profession.”  This  campaign  will  focus 
attention  on  obstacles  that  still  hinder 
i women  in  the  profession,  including  the 
I income  gender  gap  and  the  complexity 
i of  balancing  professional  and  family 
I responsibilities. 

: According  to  the  ama’s  recently  re- 

leased Physician  Characteristics  and 


at  the  request  of  patients  or  their  fami- 
lies, with  deliveries  being  the  most  com- 
monly taped  procedure. 

PLICO  reviewed  information  from  the 
Physician  Insurers  Association  of  Amer- 
ica and  surveyed  the  larger  hospitals  in 
Oklahoma  before  its  board  adopted  the 
guidelines  at  its  meeting  on  July  2 1 . The 
guidelines  also  contain  recommendations 
for  hospitals  to  consider; 

1 .  Videotaping  of  all  surgical  proce- 
dures, deliveries  and  cesarean  sections 


Distribution  in  the  U.S.,  1995-1996 
Edition,  the  number  of  women  physi- 
cians increased  by  6%  during  last  year, 
while  the  number  of  men  in  the  profes- 
sion grew  only  1%.  Female  physicians 
number  133,263,  representing  almost 
20%  of  the  physician  population.  Women 
now  comprise  42%  of  medical  students. 

The  increase  in  the  number  of  wom- 
en in  medicine  has  been  reflected  in  the 
ama’s  membership  and  leadership.  The 
AMA  is  the  largest  member  organization 
of  w'omen  physicians  in  the  United  States. 
Women  continue  to  be  the  fastest  grow- 
ing segment  of  AMA  membership.  Fur- 
ther, women  physicians  currently  serve 
on  the  AMA  Board  of  Trustees;  as  pres- 
idents of  their  state,  county,  and  specialty 
societies;  and  are  setting  policy  for 
medicine  in  the  ama’s  House  of  Dele- 
gates. The  percentage  of  women  in  the 
House  of  Delegates  has  more  than  dou- 
bled since  1990.  j 


should  comply  with  the  guidelines  adopted 
by  PI. ICO.  Tapes  of  procedures  such  as 
coronary  angiograms  would  continue  to 
be  made  and  stored  as  medical  records. 

2.  Videotaping  by  family  before  and 
during  delivery  is  prohibited.  However, 
videotaping  by  family  after  delivery  and 
cleanup  has  been  completed  in  the  patient’s 
room  is  allowed.  Videotaping  of  nursery 
proeedures  requires  prior  approval. 

3.  Videotaping  of  telecommunications 
will  be  used  only  for  that  purpose  and 
then  destroyed. 

4.  Teaching  tapes,  videotapes,  or  sti  1 1 
pictures  made  for  any  reason  or  made 
for  the  physicians  or  institutional  use  will 
need  to  follow  the  videotaping  guide- 
lines adopted  by  PLICO,  including  in- 
formed consent.  (The  purpose  of  the 
teaching  tapes  and  videotapes  is  to  re- 
duce morbidity  and  mortality  and  for 
quality  assurance.) 

5.  Still  photography — single  view 
pictures — shall  not  be  prohibited.  Con- 
sent is  required  and  becomes  a part  of 
the  pemianent  medical  record. 

The  PLICO  Board  of  Director  felt  the 
guidelines  should  be  made  an  addendum 
to  the  professional  liability  policy  to  be 
issued  to  all  covered  physicians  in  1 997. 
The  guidelines  will  be  presented  to  the 
state  insurance  commissioner  as  a part 
of  the  form  to  be  used  next  year.  In  the 
meantime  it  is  recommended  that  all 
PLiCO-insured  physicians  follow  the 
guidelines  voluntarily. 

The  actual  guidelines  are  published 
in  the  PLICO  News.  Questions  about  the 
guidelines  should  be  directed  to  Ed 
Kelsay,  PLICO  loss  prevention  manager, 
at  405-720-9800.  T 


American  Medical  Association  says  number  of  women 
physicians  in  U.S.  has  grown  more  than  425%  since  1 970 
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Health  Department 

Early  influenza  season  expected 


Physicians  should  be  alerted  that  the  new  recommenda- 
tions of  the  Advisory  Committee  on  Immunization  Prac- 

tices  (ACIP)  change  the  time  frame  influen- 

za  vaccine  should  be  administered.  Due  to 
the  earlier  presence  ofinfluenza  during  the 
V J last  few  years,  the  period  for  vaccine  ad- 

■ O I ministration  has  been  moved  up  to  Octo- 

ber  1 . Previous  recommendations  of  the  acip 
have  stated  the  best  time  for  influenza  vac- 
cination campaigns  was  from  mid-October  through  mid-No- 
vember.' 

M irroring  the  pattern  of  influenza  activity  around  the  coun- 
try, Oklahoma  also  experienced  an  earlier  influenza  season 
last  year.  The  Oklahoma  State  Department  of  Health  (OSDH) 
Immunization  Division  coordinated  an  active  surveillance 
system  for  influenza-like  illness  during  the  1 995-96  influen- 
za season.  Participants  included  physicians  and  schools  in 
1 1 counties  throughout  the  state  (representing  over  50%  of 
Oklahoma’s  population).  The  Immunization  Division  con- 
tacted the  participants  weekly  asking  for  numbers  of  cases  of 
influenza-like  illness  (defined  as  cough  and  fever  of  at  least 


101  degrees  without  other  medical  explanation)  seen  during 
the  previous  week.  This  data  was  tabulated  and  analyzed  by 
the  Immunization  Division.  During  the  1 995-96  influenza  sea- 
son, Oklahoma’s  influenza-like  illnesses  peaked  during  mid- 
December,  rather  than  the  usual  peak  during  January  or  Feb- 
ruary. The  graph  below  depicts  the  number  of  cases  of 
influenza-like  illness  reported  between  October  20, 1 995,  and 
May  17,  1996. 

Each  year  Oklahoma  surveillance  participants,  and  other 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


• Individual  Disability  Protection 

• Business  Overhead  Expense  Insurance 

• Group  Term  Life 


• Hospital  Indemnity  Plan 

• Long  Term  Care 
•Workers  Compensation 


• Full  Time  Accident  Insurance 


In  Oklahoma  Citu 
P.O.  30x26967  73126 

Phone  (405)  524-781 1 
Fax  (405)  525-2909 


In  Tulsa 

2021  S.  Lewis  # 570 
Phone  (918)  743-9703 
Fax  (918)  743-9723 


C.  L.  FRATES  AND  COMPANY 

tNTERMATIONAL  INSURANCE  ^ACILITltft 


Toll  Free  I -800-  522-92 1 9 
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In  Memoriam 


Influenza  Culture  Specimens  and  Isalates 
Oklahama,  1995-96* 


Month 


■ Influenza  A □ Influenza  B 


vaccine  providers,  are  asked  to  submit  cultures  obtained  from 
patients  they  suspect  may  have  intluenza  to  the  Oklahoma 
State  Public  Health  Laboratory.  During  the  1995-96  influen- 
za season,  cultures  were  submitted  by  vaccine  providers  from 
1 .1  counties.  The  first  confirmed  influenza  isolate  w'as  reported 
on  October  27,  1995,  which  is  much  earlier  than  in  previous 
years.  A total  of  77  positive  intluenza  cultures  were  submit- 
ted. The  three  intluenza  .strains  found  to  be  circulating  in  Okla- 
homa during  the  1 995-96  intluenza  season  were  A/Texas,  A/ 
Johannesburg,  and  B/Beijing.  The  graph  below  depicts  the 
results  of  Oklahoma's  1 995-96  sur\  eillance  of  influenza  culture 
specimens  and  isolates. 

The  trivalent  vaccine  prepared  for  the  1996-97  season  will 
include  A/Texas/36/9 1 -like  (HINI),  A/Wuhan/359/95-like 
(H3N2),  and  B/Harbin/7/94-like  hemagglutinin  antigens. 

Physicians  wishing  to  become  a participant  in  Oklahoma's 
influenza  surveillance  should  contact  Stephanie  Washington 
with  the  Immunization  Division  at  (405)  271-4073.  J 

Reference 

I Centers  for  Disease  Control.  Prevention  and  Control  of  Intluenza:  Recommendations 

of  the  Advisory  Committee  on  Immunization  Practices  (ACIP);  MMWR:  May  3,  1996 


Deaths 


John  Andrew  Graham,  MD 
I 1916-1996 

OSMA  Life  Member  John  A.  Graham,  MD,  Pauls  Valley,  died 
j July  20,  1996,  in  Oklahoma  City.  Dr.  Graham  was  born  in 
1 Gibson,  Iowa.  Dr.  Graham  was  educated  in  Iowa  and  earned 
his  medical  degree  from  the  University  of  Iowa  Medical  School 
in  1940.  He  completed  his  internship  at  University  Hospital 
in  Oklahoma  City.  During  World  War  II  he  served  as  a cap- 
tain in  the  U.S.  Army  with  the  21st  Evacuation  Hospital  in 
the  South  Pacific.  He  established  his  medical  practice  in  Pauls 
Valley  in  1946,  delivering  as  estimated  4,400  babies  during 
his  40  years  of  general  practice  there. 

{continued) 


1995 

Yale  Eugene  Parkhurst,  MD July  27 

Joe  Leslie  Duer,  MD August  25 

William  Earl  Van  Pelt,  MD August  26 

William  Martin  Benzing,  Jr.,  MD September  2 

Thomas  Lee  Moffeit,  MD September  19 

Avery  Bruce  Wight,  MD September  2 1 

George  Burley  Gathers,  Jr.,  MD October  2 

Malcolm  Mollison,  MD October  8 

Ralph  William  Murphy,  MD October  13 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel,  MD October  31 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody,  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard,  MD December  24 

1996 

Gerald  LeRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 

Ted  Samuel  Edward  Lewis,  MD January  31 

Elbert  Henderson  Shuller,  MD January  26 

Earl  1.  Mulmed,  MD February  2 

Ralph  Richard  Markland,  MD February  10 

William  Jack.son  Dowling,  MD February  13 

Theodore  Sherman  Williams,  MD February  22 

John  Walker  Johnson,  Jr.,  MD March  1 3 

Joseph  Jules  Maril,  MD March  16 

Carl  Archie  Barclay,  MD March  21 

Thomas  Dewey  Howard,  MD March  21 

Hobart  Curtis  Sanders,  MD March  22 

Charles  Eugene  Green,  MD March  29 

Jane  Self,  MD March  30 

Erma  Ossip  Johnson,  MD  April  3 

Marlene  Marie  Normand,  MD May  6 

Henry  Hubert  Modrak,  MD May  17 

James  Polk  Luton,  MD May  21 

John  Hartwell  Dunn,  MD May  27 

Logan  Albert  Spann,  MD June  7 

Coye  Willard  McClure,  MD June  19 

James  Jackson  Gable,  Jr.,  MD July  8 

Thomas  McNeil  Story,  MD July  9 

Herschel  Jerome  Rubin,  MD July  12 

John  Andrew  Graham,  MD July  20 

Robert  Douglas  Anspaugh,  MD July  21 

Robert  Moran  Herlihy,  MD July  24 

Arnold  Gordon  Nelson,  MD August  26 
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Deaths  (CO\miED) 


Capsules 


Arnold  Gordon  Nelson,  MD 
1921  - 1996 

OSMA  Past  President  Arnold  G.  Nelson,  MD,  died  August  26, 
1996,  in  Midwest  City.  Born  in  Ninnekah,  Okla.,  Dr.  Nelson 
served  on  active  duty  with  the  U.S.  Navy  from  1942  to  1946 
before  earning  his  medical  degree  at  the  University  of  Okla- 
homa in  1952.  He  practiced  in  Chickasha  for  a year  before 
returning  to  Oklahoma  City,  where  he  had  completed  his 
internship.  He  established  his  general  practice  in  Midwest 
City.  In  1966  he  served  as  president  of  the  Oklahoma  Acad- 
emy of  Family  Physicians  and  in  the  following  years  served 
as  a delegate  to  the  American  Academy  of  Family  Physicians 
Congress  of  Delegates.  In  1 982  he  was  appointed  to  the  aafp’s 
Commission  on  Membership  and  Member  Services.  Dr.  Nelson 
was  elected  president  of  the  Oklahoma  County  Medical  So- 
ciety in  1968  and  later  was  president  of  the  Oklahoma  City 
Clinical  Society.  In  1975  he  become  president  of  the  Okla- 
homa State  Medical  Association,  at  that  time  an  organization 
with  some  2500  members,  and  in  later  years  represented 
Oklahoma  as  an  alternate  delegate  to  the  AMA.  Dr.  Nelson 
was  named  a Life  Member  of  OSMA  in  October  1995.  T 


H F.  Daniel  Duffy,  MD,  Tulsa,  has  been  appointed  to  the 

Board  of  the  Oklahoma  Center  for  the  Advancement  of  Sci- 
ence and  Technology. 

H McAlester’s  Citizen  of  the  Year  is  Larry  D.  Lewis,  MD. 

The  honor  was  bestowed  by  the  Me  Alester  Chamber  of  Com- 
merce and  Agriculture. 

H Tulsan  John  C.  Campbell,  MD,  in  addition  to  his  medi- 
cal practice,  serves  on  the  Board  of  Regents  of  Tulsa  Com- 
munity College. 

H The  Oklahoma  Rural  Health  Association  holds  its  Annu- 
al Conference  in  Oklahoma  City  this  month.  Site  of  the  Sep- 
tember 19-20  meeting  is  the  Clarion  Hotel.  For  information 
call  Val  Schott,  405-271-9750.  J 


Classified 


Classified  ads  are  50  cents  a word,  with  a minimum  of  $25  per  ad.  A word 
is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned 
upon  request  and  will  add  6 words  to  the  total.  Payment  must  accompany 
all  submissions.  Orders  will  NOT  be  accepted  via  telephone  or  fax.  Mail 
ad  with  payment  to  OSMA  .JOURNAL,  601  Northwest  Expressway,  Oklahoma 
City,  OK  73118.  Deadline  is  the  first  of  the  month  preceding  the  month  of 
publication. 


Physicians  Wanted 


IMMEDIATE  OPPORTUNITY  AVAILABLE  FOR  STAFF  PHYSICIANS 
AND  MEDICAL  DIRECTOR  at  the  RESOURCE  CENTERS  of  ENID  and 
PAULS  VALLEY,  which  serve  people  with  developmental  disabilities. 
SALARY  RANGES:  Staff  Physicians:  SIOO.OOO  to  $120,000.  Medical 
Director:  $120,000  to  $150,000  (Salaries  commensurate  with  experience). 
GOOD  WORKING  HOURS  WITH  EXCELLENT  STATE  BENEFITS. 
CONTACT  ROBERT  BROWN,  M.D.,  DDSD  STATE  MEDICAL  DIREC- 
TOR AT  405/521-4976  or  send  VITA  to  PO.  Box  25352,  Oklahoma  City, 
OK  73125. 


PHYSICIANS:  Annashae  Corporation,  a recognized  leader  in  healthcare 
staffing,  is  seeking  various  specialties  for  ER,  Clinic  and  House  Staff 
opportunities  in  Oklahoma  City,  Ada,  Lawton  & Elk  City.  BCLS  & ACLS 
required.  Malpractice  coverage  and  benefits  package  available.  For  more 
information,  contact:  Bill  Reid,  Staffing  Coordinator:  1-800-245-2662. 


ORTHOPEDIST  AND  GASTROENTEROLOGIST  wanted  for  Southern 
Plains  Medical  Center,  35  physician  multispecialty  group  in  Chickasha. 
OK.  Located  35  miles  southwest  of  Oklahoma  City  on  Interstate  44  in  a 
family  oriented  college  community  of  1 7,000  with  service  area  of  1 10,000 
population.  Outstanding  medical  center  with  ambulatory  surgery  center. 
156  bed  hospital  next  door.  Excellent  guarantee  and  benefits.  Contact 
.Icanic  Bled.soe,  2222  Iowa,  Chickasha,  OK,  405-222-9583  or  405-224- 
8111. 


For  Sale  or  Lease 


FOR  SALE!  GENERAL  PRACTICE  OPPORTUNITY.  Small,  .stable. 
Southwestern  Oklahoma  eomnuinity  supports  this  large  volume  practice 
of  1 8 years.  1 lospital  next  door  to  this  rented  office.  OITicc  fully  equipped 
with  x-ray,  EKG,  etc.  Another  physician  shares  same  building  as  well  as 
call,  riiis  M.D.  wishes  to  return  to  specialty  training  in  anesthesia.  Call 
405-654-1 155  or  write  R.I..  Hill.  M.D.,  Box  F.  Carnegie,  Oklahoma  73015. 


336 


J Okla  Stale  Med  Assoc,  Vol  89,  September  1996 


,\s  pliysicians,  our  hearts  have  always 
been  with  our  patients.  Our  mission 
saving  lives. 

Once  this  was  enough. 

Today,  however,  we  are  called  upon 
to  save  more  than  our  patients’ 
lives.  We  are  called  upon  to  save 
their  rights  as  well. 

That’s  why  I’m  iusking  you  to  support 
the  American  Medical  Association 
(.AMA)  as  well  as  your  state  and  local 
medical  associations. 

Together,  we  can  achieve  real  and 
lasting  changes.  Already  we  have 
made  great  strides  on  behalf  of  our 
patients.  Working  together,  we  are 
educating  a nation  about  the  dan- 
gers of  “gag"  clauses,  developing 
patient  protection  measures,  and 
launching  a wide  spectrum  of 
public  health  initiatives. 

During  Women  In  Medicine  Month, 
we  gratefully  acknowledge  the 
participation  and  support  of  all  our 
female  members.  The  A.\U  now 
has  more  women  physicians  than 
any  other  medical  association.  We 
encourage  all  female  physicians, 
residents,  and  medical  students  to 
become  members.  So  please,  join 
now.  Your  patients’  future  rights 
and  your  entire  profession  depend 
on  your  commitment  today. 


“Let’s  keep  our  commitment  where 
our  hearts  are.  Behind  our  patients.” 

Support  your  patients 
and  your  profession. 

Join  theAMA,  and 
your  state  and  county 
medical  associations. 


Nancy  Wilson  Dickey,  MD 
Chair,  Board  of  Trustees 
American  Medical  Association 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


IT]  ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 


1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 


Providing  Comprehensive  Orthopaedic 

& 

Reconstructive  Services 


ORTHOPAEDIC  SURGERY 


SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 
RHEUMATOLOGY 
SPORTS  MEDICINE 


HOUSHANG  SERADGE,  MD,  FIGS* 
MEHDI  N.  ADHAM,  MD,  FACS** 
CHRIS  CODDING,  MD*** 
WINFRED  PARKER,  PA 


‘Diplomate;  American  Board  of  Orthopaedic 
Surgery,  Certified:  OrthopaedicSurgery, 
Hand  Surgery  Fellow;  AAOS,  ASSH,  AAHS 


**  Board  certified  Plastic  Surgery  ***Board  certified  in 
Member;  American  Society  Of  Internal  Medicine 

Plastic  & Reconstructive  Surgeons 


(St 

Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS;  PO.  Box  26827,  Oklahoma  City,  OK  73126 

^ Founded  1925  ^ ^ 

CENTRAL  OFFICE 

Robert  S.  Ellis,  MDf* 

750  Northeast  13th  Street 

Lyle  W.  Burroughs,  MDt° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDt* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDt° 

MERCY  OFFICE 

Patricia  1.  Overhulser,  MDt° 

The  Plaza  Physicians  Building 
4140  W.  Memorial  Road,  Suite  115 

Dean  A.  Atkinson,  MDf* 

Oklahoma  City,  Oklahoma 

Senior  Consultant: 

(405)  235-0040 

George  L.  Winn,  MDf 

SOUTH  OFFICE 

Southwest  Medical  Tower 
1044  S.W.  44th  St..  Suite  210 

Oklahoma  City,  Oklahoma 

t Diplomate  American  Board  ot  Allergy  and  Immunology 

(405)  235-0040 

• Diplomate  American  Board  o(  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Executive  Director: 

Norman,  Oklahoma 

G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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SOUTHERN  PLAINS  MEDICAL  CENTER 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 
A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC, 


FAMILY  PRACTICE 
222-9550 

J W McDoniel.  M D 
J O Wood.  Jr . M 0 

INTERNAL  MEDICINE 
222-9510 
D L Stehr,  M D 
Don  R Hess,  M D 
R L Jenkins.  M D 
R C Talley.  M D 
Thomas  W Essex,  D O 
H Sian  Wood.  D O 
Ralph  Kauley,  P A 
David  Ward,  P A ,C 

CARDIOLOGY 

222-9510 

Joe  T Bledsoe.  M D 

GASTROENTEROLOGY 
222-9510 
C K Su,  M D 

PEDIATRICS 
222-9500 
E Ron  Orr.  M D 
J E Freed.  M D 
Pilar  Escobar  M D 
Fernando  A Fernandez.  M D 


OBSTETRICS  AND 
GYNECOLOGY 
222-9550 

Alan  J Weedn.  M D 
Ernest  W Archer.  M D 

GYNECOLOGY 

222-9550 

Nancy  W Dever.  M D 

THORACIC  & VASCULAR 
SURGERY 
222-9560 

Jim  G Mellon.  D O 

GENERAL  & VASCULAR 
SURGERY 
222-9560 

Linda  M Johnson.  M D 
Virginia  L Harr,  M D 
John  T Gregg.  M D 
Jim  G Mellon.  D O 
John  Hurd.  P A -C 

OPHTHALMOLOGY 

222-9530 

John  R Gearhart.  M D 


ANESTHESIOLOGY 
222-9520 
Gideon  Lau.  M D 
M M Vaidya.  M D 
Kenneth  Priest,  M D 

QUICKCARE  AND 
OCCUPATIONAL  MEDICINE 
222-9560 
C R Gibson.  M D 
D F Haslam.  M D 

UROLOGY 

222-9520 

Joseph  M McClinlock,  M D 

ORTHOPEDIC  SURGERY 
222-9520 

J E Winslow.  Jr . M D 
Robert  C Lesher,  M D 

OTORHINOLARYNGOLOGY 
Gregg  S Goven.  M D 

PSYCHIATRY 
222-9540 
Boyd  K Lester 


RADIOLOGY 
224-8111 
T J Williams,  M D 

SPEECH  PATHOLOGY 
222-9540 

Collette  Ellis,  M Ed  , C C C 
Debrah  A Morris.  M S..  C.C.C. 
Kaysi  Edmonds,  M Ed  , C C C 
Elizabeth  Hall.  M Ed  . C.F  Y. 

DERMATOLOGY 

222-9530 

Linda  A Reinhardt,  M D 

ALLERGY 
222-9570 
R E Herndon,  M D 

PHYSICAL  MEDICINE 
& REHABILITATION 
222-9520 
K M Vaidya,  M D 


ONCOLOGY  (Part-time) 
222-9560 
R G Ganick,  M D 
L M Bowen,  M 0. 

ANCILLARY  SERVICES 
224-8111 

• Ambulatory  Surgery 

• Laboratory 

• Radiology 

Ultrasound 
Mammography 
Magnetic  Resonance 
Imaging  (MRI) 

• EKG/Slress  Testing 

• Physical  Therapy 

• Chemotherapy 

ADMINISTRATION 

224-8111 

Daniel  N Vaughan 
Pamela  J Nix 
Charles  B Powell.  Jr 


NEUROLOGY/NEUROSURGERY 
(Part-time)  222-9520 
Robert  J Tyndall,  M D 
R E Woosley,  M D 
Stepen  Cagle,  M D 
Robert  Tyndall.  M D 


EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 
AMBULATORY  SURGERY  (SAME  DAY  IN  — OUT  SURGERY) 

MAIN  CLINIC  — 2222  W.  IOWA  — CHICKASHA  — 224-8111 

If  No  Answer  Call  224-2300  Call  Toll  Free  For  An  Appointment  1 -800-522-3966 


/ 


\ 


OklaKoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 

Kenneth  A.  Hieke,  M.D. 

Robert  S.  Unsell,  M.D. 

(405)  945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 
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PROFESSIONAL  DIRECTORY 


ALLERGY 


JAMES  A.  MURRAY,  MD,  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A.  MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492-0484 

Tulsa,  Oklahoma  74177 


ENDOCRINOLOGY 


Modhi  Gude,  MD,  MRCP(UK),  FACP,  FACE 
Diplomats,  American  Boards  of  Internal  Medicine  and 
Endocrinology.  Diabetes  and  Metabolism 
South  Office:  1552  S.W.  44th,  OKC,  OK  73119;  Phone  405-681-1100 
North  Office:  6001  N.W.  120th  Ct  #6,  OKC,  OK  73163:  Phone  405-728-7329 
Practice  limited  to  ENDOCRINOLOGY,  DIABETES,  THYROID 
Special  Procedures:  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


GYNECOLOGIC  ONCOLOGY 


Deaconess  Medical  Offices 


Gynecologic  Oncology  & Pelvic  Surgery 


NORTHWEST  ALLERGY  CLINIC,  INC. 


John  L.  Davis,  M.D. 

5701  N.  Portland,  Suite  301 
Oklahoma  City.  Oklahoma  73112 
405  949-6484 


JEFFREY  J.  SMITH.  MD.  FACOG.  FACS 

Certified.  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


Robert  S.  Ellis,  MD  f 
Lyle  W.  Burroughs.  MDt° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells.  MDf 
John  R.  Bozalis,  MDf 


Warren  V.  Filley,  MDf 
James  R.  Claflin,  MDf° 
Patricia  I.  Overhulser,  MDf° 
Dean  A.  Atkinson,  MDf 


Senior  Counsultant:  George  L.  Winn,  MDt 


tDiplomate  American  Board  of  Allergy  and  Immunology 
•Diplomate  American  Board  of  Internal  Medicine 
"Diplomate  American  Board  of  Pediatrics 


Southwest 

Central  Office:  Medical  Tower 

750  NE  13th  St.  1044  SW  44th  St. 

Okla  City,  OK  73104  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 
Physicians  Building 
4140  W Memorial  Road 
Suite  115 
405-235-0040 


Norman  Office: 
950  N Porter 
Suite  101 
405-235-0040 


71 1 Stanton  L.  Young  Blvd.  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


OPHTHALMOLOGY 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C.  JOHNSTON,  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


CARDIOVASCULAR 

Galen  P Robbins,  MD 
William  S.  Myers,  MD 
William  J.  Fors,  MD 
Charles  F Bethea,  MD 
Fred  E.  Lybrand,  MD 

CARDIOVASCULAR  CLINIC 
Mel  Clark,  MD 
Jerome  L.  Anderson,  MD 
Santosh  T,  Prabhu,  MD‘ 

Richard  T,  Lane,  MD 
Gary  Worcester,  MD 
Jerry  L,  Rhodes,  MD 
Steven  J Reiter,  MD 
Matt  Wong,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty,  Stents,  and  Antherectomy 
Diagnostic  Stress  Testing  — Treadmill,  Echo,  and  Nuclear  Imaging 
Electrophysiology,  Pacemaker,  AlCD  Diagnostic  Vascular  Lab 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla.  City,  Okla  73112*  947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W Memorial  Rd.,  Suite  613,  Okla.  City,  Okla  73120*945-3155 


S.  Fulton  Tompkins,  M.D. 

John  F.  Tompkins.  M.D. 

Charles  E.  Bryant.  M.D. 

Baptist  Medical  Plaza  - Building  A 3435  N.W  56th  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112  (405)  945-4242 

Diplomates  American  Board  of  Orthopaedic  Surgery 


HOUSEHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  Slate  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


SKIN  & SKIN  CANCER  CENTER,  INC. 

M Denise  Wiley,  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W.  56.  Oklahoma  City  (405)  946-5678 


Oklahoma  Otolaryngology  Associates 
RAYMOND  0 SMITH,  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  - American  Board  of  Otolaryngology 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


REGIONAL  PSORIASIS  HEALING  CENTER 
Steven  A.  Smith,  M D , F A C.P. 

Diplomate  American  Board  ol  Dermatology 
5801  E 41sl  St..  Suite  220  (918)  664-9881 

Tulsa,  OK  74135 
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PEDIATRIC  SURGERY 


SURGERY,  CARDIOVASCULAR  & THORACIC 


WM  P TUNELL,  MD'  DAVID  W TUGGLE.  MD‘ 

P CAMERON  MANTOR,  MD 

940  NE  I3lh  Street.  Oklahoma  City.  Oklahoma  73104 
Oflice:  405-271-4536  Aller  hours:  405-523-6739  (then  enter  your  phone  no  ) 

'American  Board  ol  Surgery  — Special  Oualilication  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER.  MD 
Psychiatry 

Suite  318  Classen  Proiessional  Bldg  232-5453 

1110  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K IMES.  MD 

Diplomale  American  Board  ol  Internal  Medicine 
American  Board  ot  Internal  Medicine  • Pulmonary  Disease 
Consultant  in  Diseases  ol  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
Sleep  Medicine 

3330  N.W  56lh  Street.  Suite  212  (405)  947-3345 

Oklahoma  City.  Oklahoma  73112 


RADIOLOGY 


George  N Barry,  Jr..  MD 

Rose  C Gideon.  MD 

Justine  C Dautenhahn.  MD 

Robert  A STreight,  MD 

Richard  G Falk.  MD 

Eric  A Wollman,  MD 

NORMAN  RADIOLOGY  SERVICES 
Mammography  - Radiography  - Fluoroscopy  - Ultrasound 
Doctor's  Park.  500  E.  Robinson  #400.  Norman  73071 
405-321-8125  FAX  405-321-8514 
Norman  Medicai  Plaza.  1 125  N Porter  #100.  Norman  73071 
405-364-1071  FAX  405-329-9771 


JAMES  E CHEATHAM.  JR  . M D.,  F A C S. 

3435  NW  56th.  #900 
OKLAHOMA  CITY.  OK  73112 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M RAYAN.  M D 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  ot  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity,  Hand  & Microsurgery 
3366  NW  EXPWY,  Suite  700  Oklahoma  City,  OK  731 1 2 (405)  945-4888 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


UROLOGY 


A de  QUEVEDO.  MD.  Inc. 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  1211  N Shartel 

Oklahoma  City,  Oklahoma  73103  232-1333 


VASCULAR 


THOMAS  L WHITSETT.  M D , Professor  of  Medicine  & Pharmacology 
Director.  Vascular  Medicine  Program 
Venous,  vasospastic,  thomboembolic.  lymphatic  disorders 
271-3119/271-2619  FAX 
Complete  Non-Invasive  Vascular  Lab  271-5996 

M ALEX  JACOCKS.  M D , Professor  of  Surgery 
American  Board  of  Surgery  Certified  in  Vascular  Surgery 
271-8096/271-3919  FAX 

TIM  TYTLE,  M D.,  Chief.  Vascular  and  Interventional  Radiology 
Professor  of  Radiology 
Thrombolysis,  angioplasty,  stents 
271-5125/271-4386  FAX 
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*‘Every  man  is  rich  or  poor 
according  to  the  degree  in 
which  he  can  afford  to  enjoy 
the  necessities,  conveniences, 
and  amusements  of  life/^ 

Adam  Smith  (1776) 

There  ore  times  when  your"richness  or 
poorness"  test  your  strength.  Medical 
Capitol  buys  medical  receivables 
and  turns  that  idle  asset  into  instant 
cash,  We  base  our  decisions  on  the 
receivables,  not  on  your  credit,  There 
are  no  up  front  or  processing  fees. 

This  is  the  solution  to  your  financial 


needs,  Call  us  today. 

(800)  824-3700 
(714)  282-6180 
(714)  282-6184  FAX 

Medica 

Capita 

EARN 

8.5% 

Annually 

Residents  Loan  Fund,  Inc.,  established  in 
1990,  makes  loans  to  Resident  M.D.'s  at 
favorable  rates.  RLF,  Inc.  Serves  as  a 
conduit,  borrowing  money  from  in- 
practice physicians  and  reloaning  to 
Resident  physicians  at  the  Oklahoma 
Health  Sciences  Center. 

For  more  information,  call  (405)879-1179 
or  toll  free  1-800-460-2900 


Residents  Loan  Fund,  Inc. 
6401  N.  Pennsylvania,  Suite  205 
Oklahoma  City,  OK  73116 


OFFICERS  OF  THE 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

David  L.  Harper,  MD,  President 
David  M.  Selby,  MD,  President-Elect 
Mary  Anne  McCaFfree,  MD,  Vice-President 
Carol  Blackwell  Imes,  MD,  Secretary-Treasurer 
Boyd  O.  Whitlock,  MD,  Speaker, 

House  of  Delegotes 
Bruce  L.  Storms,  MD,  Vice-Speaker, 

House  of  Delegates 

Robert).  Weedn,  MD,  Chair,  Board  of  Trustees 
Chester  L.  Bynum,  MD,  Vice-Chair,  Board  of  Trustees 


Instructions  for  Authors 


Ceniributiens 

Articles  submitted  for  publication  become  the  sole  property  of  the 
Journal  and  must  not  have  been  published  elsewhere.  The  Edito- 
rial Board  reserves  the  right  to  edit  any  material  submitted.  Manu- 
scripts must  be  typewritten  or  printed  in  a standard  typeface,  dou- 
ble-spaced, and  submitted  in  quadruplicate  (original  and  three 
copies).  In  addition,  authors  are  required  to  submit  their  manu- 
scripts on  computer  disk,  preferably  in  WordPerfect  (any  PC 
version)  or  te.vt  format.  Label  disk  clearly  with  title  and  author. 
The  cover  letter  should  include  the  following  statement,  signed  by 
all  authors:  “In  consideration  of  the  publication  of  this  work  by  the 
Journal  of  the  Oklahoma  State  Medical  Association  (“JOURNAL”), 
the  author(s)  hereby  grant(s),  assign(s),  or  otherwise  convey(s)  to 
the  publisher  all  rights,  titles,  and  copyright  ownership  to  the  Jour- 
nal in  the  event  that  such  work  is  published  by  the  Journal.” 

Any  material  reprinted  from  another  source  must  be  accompa- 
nied by  written  permission  from  that  source  to  use  the  material  in 
the  Journal. 

Style 

All  manuscripts  should  approximate  the  style  adopted  by  the  Amer- 
ican Medical  Association  as  seen  in  JAMA  and  detailed  in  the  AMA's 
Manual  of  Style.  When  appropriate,  an  abstract  of  150  words  or 
less  should  accompany  the  paper  and  should  state  the  exact  ques- 
tion considered,  the  key  points  of  methodology  and  success  of  ex- 
ecution. the  key  findings,  and  the  conclusions  directly  supported 
by  these  findings. 

Bylines  may  contain  no  more  than  six  (6)  names  and  shall  in- 
clude only  those  individuals  who  can  attest  that  they  have  contrib- 
uted to  the  conception  and  design,  or  analysis  and  interpretation  of 
data;  and  to  drafting  the  article  or  revising  it  critically  for  impor- 
tant intellectual  content;  and  to  final  approval  of  the  version  to  be 
published.  Other  contributors  may  be  recognized  in  an  acknow- 
ledgment. 

References  are  to  be  listed  in  the  order  of  their  appearance  in 
the  article,  and  in  the  style  u.scd  in  the  Journal  and  JAMA  (author, 
title,  publication,  year,  volume  number,  pages).  Footnotes,  bibli- 
ographies, illustrations,  and  legends  should  be  on  separate  sheets. 

Illustrations 

Illustrations  other  than  the  author's  will  not  be  accepted  for 
publication  unless  accompanied  by  written  permission  from  the 
original  source.  Illustrations  should  be  labeled  with  the  author's 
name  and  must  be  numbered  in  the  order  in  which  they  are  referred 
to  in  the  article.  The  quality  of  all  illustrations  must  be  in  keeping 
with  the  quality  and  style  .seen  in  the  Journai  . 

Reprints 

Authors  will  receive  galleys  and  reprint  order  forms  from  the 
Transcript  Press.  P.O,  Box  6440,  Nomian,  OK  7.1070-6440.  Make 
checks  payable  to  the  Transcript  Press.  Requests  for  reprints  must 
be  made  to  the  Transcript  Press  within  .10  days  after  publication. 


342 


J Okla  Slate  Med  Assoc,  Vol  89,  September  1996 


Alliance 


YES,  WE  CAN! 

Yes,  Wc  can!  is  the  theme  chosen  for  the  Oklahoma  State 
Medical  Association  Alliance  (OSMAA)  this  year.  Yes,  we 
can  make  a ditTerencc  by  being  registered  voters  and 
support  those  candidates  who  support  medicine.  They  need 
not  only  our  vote  but  our  financial  support.  Yes,  we  can 
educate  our  members  and  the  people  of  Oklahoma, 
especially  children,  about  violence  prevention.  Yes,  we  can 
make  a ditTerence  in  medical  education  and  medical 
excellence  by  contributing  to  AMA-tiRK. 

Did  you  know  that  nationwide  only  51%  of  the 
physicians  and  their  spouses  are  registered  voters? 

Recently  a physician  friend  of  mine  told  me  he  did  not 
have  time  to  vote  in  the  last  election  and  his  vote  really  did 
not  matter. 

So  1 wondered,  how  important  is  one  vote? 

• In  1645,  one  vote  have  Oliver  Cromwell  control  of 
England. 

• In  1649,  one  vote  caused  Charles  1 of  England  to 
be  executed. 

• In  1776,  one  vote  gave  America  the  English 
language  instead  of  Gemian. 

• One  vote  gave  statehood  to  Texas,  California.  Idaho, 
Oregon,  and  Washington. 

• In  1868,  one  vote  saved  President  Andrew  Johnson 
from  being  removed  from  office. 

• In  1876,  one  vote  gave  Rutherford  B.  Hayes  the 
presidency  of  the  United  States. 

• In  1923,  one  vote  gave  Adolf  Hitler  leadership  of  the 
Nazi  party. 

• In  1941,  one  vote  saved  the  Selective  Service — ^just 
weeks  before  Pearl  Harbor  was  attacked. 

Yes,  one  vote  is  important!  This  is  an  election  year  and 
your  vote  might  be  the  one  that  makes  the  difference. 

Yes,  we  need  to  educate  the  people  of  Oklahoma. 

Twenty  percent  of  the  high  school  graduates  in  Oklahoma 
cannot  read  their  diploma.  Twenty-five  percent  of  the  adult 
population  in  Oklahoma  does  not  have  a high  school 
diploma.  Twenty  percent  of  the  adults  in  Oklahoma  and 
America  are  functionally  illiterate.  We  do  have  a problem. 
We  need  to  teach  the  children  to  read  and  write  and  add 
and  subtract  in  the  elementary  school  years.  More  than 
70%  of  the  prison  inmates  are  illiterate.  It  has  been 
estimated  that  90%  of  high  school  dropouts  are  illiterate. 


Seventy-five  percent  of  the  welfare  mothers  are  illiterate. 
These  people  are  not  dumb,  they  are  illiterate.  They  simply 
have  not  been  taught.  They  can  be  taught!  Every  17  hours 
in  the  state  of  Oklahoma  a baby  is  born  to  a girl  who  is  not 
old  enough  to  get  a drivers  licen.se.  Last  year,  there  were 
584  child  abuse  cases  at  the  Child  Abuse  Respon.se  and 
[{valuation  Center  in  Oklahoma  City.  The  average  child 
served  there  was  a 6°-year-old  white  female  who  had 
been  sexually  abused  by  her  father.  Fifty-six  percent  of 
child  abuse  there  was  sexual,  while  18%  was  physical. 
Almost  all  of  the  children  under  the  age  of  one  were 
victims  of  physical  abuse  and  neglect.  Three  of  29  infants 
were  sexually  abused.  Sixty  percent  of  the  children  served 
were  Caucasian,  21%  were  African  American,  6% 

Hispanic,  6%  Native  American,  and  7%  Other.  Forty-seven 
percent  of  the  children  abused  were  abused  by  their 
mothers  and  fathers.  Yes,  we  can  educate  people  about 
violence  prevention. 

I am  happy  to  report  that  the  Alliance  raised  $38,579.81 
for  AMA-ERK  last  year.  Ninety  percent  of  last  year’s 
medical  school  class  at  the  University  of  Oklahoma  was  on 
financial  aid.  The  average  cost  of  four  years  of 
undergraduate  school  and  four  years  of  medical  school  is 
about  S 1 34,000.  Yes,  pur  ama-erf  money  is  used  to 
provide  excellence  in  medical  school  training  and  help 
finance  the  education  of  tomorrow’s  physician. 

The  facts  are  there.  We  as  county  and  state  alliance 
members  have  the  talent,  education,  and  desire  to  help  our 
young  people.  Whatever  the  method,  promoting  awareness 
of  the  problem—  and  what  can  be  done  to  help  the  victims 
is  one  very  important  step  in  preventing  family  violence. 
We  have  excellent  materials  and  programs  from  the  AMAA, 
SAVE  program.  Medical  Alliance  Month,  and  family 
violence  prevention  programs,  to  make  it  easy  to 
implement  programs  on  the  county  and  state  level. 

The  Alliance  members  will  be  busy  and  involved  this 
year  with  legislation,  violence  prevention,  and  AMA-ERF. 
Yes,  we  can  make  a difference  and  Yes,  we  can  make  a 
healthier  Oklahoma! 

— Barbara  Jett 
President 
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I Gary  Massad,  MD,  Oklahoma  City,  serves  as  vice-chair 
of  the  Oklahoma  Workers  Compensation  Physicians  Advi- 
sory Committee  in  addition  to  being  a member  of  both  the 
Oklahoma  Council  for  the  Prevention  of  Child  Abuse  and 
the  Oklahoma  Commission  on  Workers  Compensation  Re- 
form. 

B The  Oklahoma  Medical  Political  Action  Committee  (OM- 

PAC)  Board  of  Directors  met  August  3 in  Stroud  to  take  its 
first  look  at  this  year’s  candidates.  Members  got  their  first 
look  at  a new  ratings  system  that  objectively  tracks  and  ranks 
the  voting  records  of  state  legislators.  The  system,  developed 
by  OSMA  lobbyists  Vickie  Rankin  and  Lynne  White,  will  help 
guide  the  OMPAC  board  in  making  decisions  about  campaign 
contributions. 

“Some  estimate  that  85%  of  Oklahoma  trial  lawyers  con- 
tribute to  their  PAC.  Fewer  than  one-quarter  of  Oklahoma  phy- 
sicians are  OMPAC  members.  This  must  change  if  the  OSMA  is 
to  continue  to  be  an  influence  at  the  state  capitol,’’  said  OM- 
PAC Chair  Jay  A.  Gregory,  MD,  Muskogee. 

OMPAC  meetings  are  open  to  all  OSMA  members  and  while 
only  OMPAC  board  members  can  vote,  anyone  can  speak. 
Physicians  wishing  to  join  OMPAC  should  send  their  personal 
(not  corporate)  checks  of$  100,  $200,  or  more  to  OMPAC,  P.O. 
Box  54520,  Oklahoma  City,  OK  73154. 

B OU  President  David  Boren  has  named  Jerry  B.  Van- 

natta,  MD,  Oklahoma  City,  vice-president  for  health  affairs 
and  associate  provost  of  the  University  of  Oklahoma  Health 
Sciences  Center.  Dr.  Vannatta  had  held  the  post  on  an  interim 
basis  since  July  1,  1995. 

B Edward  N.  Brandt,  Jr.,  MD,  has  been  named  a Regents 

Professor  by  the  University  of  Oklahoma  Board  of  Regents. 
To  qualify  for  the  honor,  a nominee  must  “exhibit. . . outstanding 
service  to  the  university,  to  the  academic  community,  or  to 
an  academic  or  professional  discipline  through  extraordinary 
achievement  in  academic  or  professional  service.”  Dr.  Brandt’s 
nomination  was  presented  by  OU  President  David  Boren  after 
conferring  with  the  chair  of  the  Board  of  Regents,  chair  of 
the  Faculty  Senate,  and  the  University  Council  on  Faculty 
Awards  and  Honors. 

A graduate  of  the  University  of  Oklahoma,  Dr.  Brandt  has 
served  his  alma  mater  for  more  than  20  years  as  executive 
dean  of  the  College  of  Medicine,  professor  and  chair  of  the 
Department  of  Biostatistics  and  Epidemiology,  and  profes- 
sor of  preventive  medicine.  Since  1 992  he  has  served  as  pro- 
fessor in  the  Department  of  Health  Administration  and  Pol- 
icy in  the  College  of  Public  1 lealth  and  has  been  instrumental 
in  the  development  of  the  Center  for  Health  Policy  Research 
and  Development.  1 le  continues  to  serve  as  chair  of  the  OSMA 
Council  on  State  Legislation  and  Regulation.  Dr.  Brandt  also 
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has  been  assistant  secretary  of  health  in  the  U.S.  Department 
of  Health  and  Human  Services,  chancellor  of  the  University 
of  Maryland  at  Baltimore,  and  dean  of  the  College  of  Med- 
icine at  the  University  ofTexas  Medical  Center  in  Galveston. 

B Tulsan  James  Beeson,  PhD,  MD,  professor  and  chair 

of  ob/gyn  at  the  OU  Health  Sciences  Center-Tulsa,  has  been 
named  “Outstanding  Program  Director”  for  the  American 
College  of  Obstetricians  and  Gynecologists,  District  VIII. 

B The  35th  Annual  Ob/Gyn  Fall  Symposium,  Update  96, 
“Current  Trends  in  Obstetrics  & Gynecology”  will  be  pre- 
sented October  9-11,  1996,  at  the  Clarion  Hotel  in  Oklaho- 
ma City.  The  symposium  has  been  approved  for  18  hours  of 
Category  I CME  credit.  The  course  is  designed  to  accommo- 
date the  continuing  education  needs  of  the  practicing  obste- 
trician, gynecologist,  family  practitioner,  resident  in  train- 
ing, ob/gyn  nurse,  nurse  practitioner,  and  physician’s  assistant. 
It  will  provide  these  professionals  with  innovative  manage- 
ment plans  to  assess  and  manage  a wide  variety  of  clinical 
problems  in  the  practice  of  obstetrics  and  gynecology.  Reg- 
istration fee  is  $325  for  physicians  and  $200  for  residents 
and  fellows  in  training,  nurses,  and  other  health  profession- 
als. The  fee  includes  tuition,  syllabus,  coffee  breaks,  and  meal 
functions.  Add  $25  to  the  registration  fee  for  registrations  at 
the  door.  Fees  will  be  refunded  if  a written  request  is  received 
prior  to  the  beginning  of  the  conference.  For  more  informa- 
tion, call  the  Office  of  Continuing  Medical  Education  at  405- 
271-2350,  fax  405-271-3087,  or  the  Department  of  Obstet- 
rics and  Gynecology  at  405-271-8717,  fax  405-271-8547. 
The  symposium  is  sponsored  jointly  by  the  Department  of 
Obstetrics  and  Gynecology,  University  of  Oklahoma  College 
of  Medicine,  and  the  Maternal  and  Child  Health  Service, 
Oklahoma  State  Department  of  Health. 

B Don  Hamilton,  MD, Tulsa,  has  been  elected  co-chair  of 
the  Ambulatory  Pediatrics  Association,  Region  Vll.  He  will 
serve  a three-year  term. 

B The  25th  Annual  Irwin  Brown  Memorial  Oklahoma 

Physician’s  Winter  Retreat  will  be  held  December  26,  1996, 
through  January  2,  1997,  at  the  Foxpine  Inn,  Copper  Moun- 
tain, Colorado.  The  purpose  of  the  conference  is  to  update 
participants’  knowledge  in  new  developments  outside  the  scope 
of  their  specialty  but  still  pertinent  in  their  role  as  physicians 
concerned  with  the  total  health  of  their  patients.  For  more 
information,  call  Warren  Crosby,  MD,  at  405-271-7449. 

B Michael  Woods,  MD,  has  been  elected  vice-president 
of  the  Oklahoma  Academy  of  Family  Physicians.  Brent  W. 
Laughlin,  MD,  was  named  president-elect,  r 
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Numbers 

Speak 

For 

Themselves. 


it  comes  to  local  phone  semce,  no  one  has  more  impressive  numbers  than  Southwestern  Bell. 


Our  rates  haven’t  increased  in 


ears.  Our  technicians  each  average  over 


3'ears  ot  e.xperience  and 


service 


requests  handled.  And  our  customer  service  representariv^es  can  test  your  line  for  problems  or  answer 


your  questions 


^Slhoursaday,  |7 


No  one  works  harder  to  be  Oklahoma’s 


choice  for  local  phone  service. 


So  give  us  a call.  After  all,  what  good’s  a phone  number  without  our  numbers  to  back  it  up? 


1-800-246-3456 


Southwestern  Bell 


THE  NY  ACADEMY  OF  MED  I CJ:  HE 

1216  FIFTH  AVENUE  

■ “■  NEW  YORK  NY  10029  ^ “I”  ^ H 
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Are  The  Things  That  Make  PLICO  Health 

BETTER 


IXH 


Choosing  Health  insurance  for 
yourself,  your  family,  and  your 
employees  is  at  best  a confusing 
and  difficult  decision.  Not  all 
health  insurance  is  the  same. 


PLICO  Health  offers  features  that  are  seldom  available  with  other  plans,  such  as: 
Guaranteed  Insurability  - if  application  is  made  within  60  days  of  eligibility. 
Guaranteed  Renewability  - as  long  as  premium  is  paid  and  eligibility  maintained 
by  membership  in  the  OSMA,  Continued  Coverage  - coverage  continues  for 
retiring  physicians  as  long  as  they  remain  a member  of  the  OSMA,  retiring 
employees  coverage  also  continues  as  long  as  the  employee  worked  for  an  eligible 
physician  for  longer  than  7 years  and  does  not 
elsewhere.  Subject  to  provisions,  there  is 
No  Monetary  Limit  to  benefits. 

With  ail  these  features,  as  well  as  OSMA  ownership 
and  direction,  the  differences  are  striking. 

The  things  that  make  PLICO  Health  different 
are  the  things  that  make  PLICO  Health  better. 


obtain  full-time  employment 


For  further  information  or  appointment: 
call , write,  or  fax,  PLICO  Health 

5005  N.  Lincoln  Oklahoma  City,  Oklahoma 
P.O.  Box  26727  Oklahoma  City,  Oklahoma 
73126  (405)  524-0802  Fax  (405)  528-3412 
In  Tulsa: 

(918)250-5117  Fax  (918)  250-5016 
Statewide  Toll  Free  1-800-522-9219 
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Become  the  dedicated 
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be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
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the  quality  lifestyle, 
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I 


Editorial 


I 


Leap  Year  Proposals 


/Quadrennially,  the  calendar  sighs,  catches 
V^an  extra  breath,  and  adds  the  twenty-ninth 
I of  February  to  the  year.  This  Leap  Year  with 
I the  extra  day  is  also  the  year  that  the 
i democratic  republic  of  the  United  States  of 
! America  elects  a President  and  Vice  President. 
1 The  need  of  an  extra  day  for  political  ads  no 
doubt  ju.stifies  the  Leap  Year  selection. 

The  election  year  has  now  become  a most 
j important  occasion  in  the  life  of  the  nation,  as 
“ the  widespread  use  of  mass  communication 
media  has  increased  the  intensity  and  leverage 
of  the  quadrennial  debates.  Out  two-party 
political  system  long  antedates  the 
communication  saturation  of  our  voting 
population,  but  the  advent  of  TV,  radio,  polls, 
j and  the  World  Wide  Web  has  caused  the 
j debate  subjects  to  change  rapidly — even  as 
I the  campaign  progresses. 

Thus  we  take  note  the  communication 
I saturation  has  changed  our  politic  al  discourse 
I qualitatively,  and  nowadays  the  major 
candidates  spend  a lot  of  energy  and 
advertising  dollars  in  an  attempt  to  “sell” 
themselves  and  their  political  initiatives.  The 
public  discussion  of  candidate  characteristics 
and  ideology  now  becomes  obscured  in  a 
' flurry  of  "marketing”  ploys  suggestive  of  the 


sale  of  autos  or  hamburgers.  Our  mass 
communications  have  brought  us  to  a time 
when  it  is  possible  that  the  best  candidate  may 
be  defeated  at  the  polls  by  the  best  publicist. 

A thoughtful  electorate  is  the  best  antidote 
to  the  prejudicial  sound  bites  of  modern 
communications,  and  it  is  doubly  distressing 
to  remember  how  few  of  our  U.S.  citizens 
vote  in  our  elections,  and  how  many  even 
neglect  to  register  to  vote. 

In  an  era  when  many  citizens  question  the 
role  and  limitations  of  government,  and  our 
health  care  system  cries  out  for  the 
manumission  of  patients  from  government 
programs,  our  .society  needs  a President 
chosen  thoughtfully  and  judiciously. 

In  the  middle  of  the  blizzard  of  political 
rhetoric,  as  we  week  the  wisdom  to  vote 
correctly,  we  may  choose  to  remember  the 
twentieth  century  proverb:  “Actions  speak 
louder  than  words.” 

In  any  case,  we  all  should  listen,  hear, 
THINK,  and  vote. 


An  editorial  is  a column  of  personal  opinion  that  may  or  may  not 
reflect  the  official  position  of  the  OSMA. 
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President’s  Page 


Doctor  of  the  Day— A Service  and  an  Opportunity 


In  the  presidential  letters  of  the  past  two 
months,  I have  asked  all 
OSMA  members  to 
seriously  consider 
becoming  involved  in  our 
political  and  legislative 
process.  We  have  stressed 
the  importance  of  one-on- 
one  grassroots 
involvement  consisting  of 
personal  contact  with  your 
state  representative  and 
senator  to  establish  a relationship  and  the 
ability  to  enter  into  a dialogue  with  them  when 
important  matters  arise.  We  have  also 
mentioned  the  importance  of  supporting  the 
political  agenda  of  organized  medicine  and 
addressed  the  positive  changes  ongoing  with 
OMPAC.  My  third  point  is  to  encourage  your 
participation  in  our  Doctor  of  the  Day 
program  at  the  Oklahoma  State  Legislature. 

The  Doctor  of  the  Day  program  has  been  a 
voluntary  situation  where  a physician  donates 
his  or  her  time  to  spend  a day  at  the  state 
capitol  treating  emergencies  and  talking  with 
legislators.  It  has  been  poorly  attended  and 
now  nurse  practitioners  have  begun  offering 
their  services  (are  chiropractors  next?).  We 
have  been  losing  an  excellent  opportunity  to 


represent  our  patients  and  the  OSMA  on  a daily 
basis — to  establish  a physical  presence  during 
the  legislative  session.  We  not  only  have  the 
opportunity  to  provide  a needed  service,  we 
also  have  the  opportunity  to  be  a resource  for 
needed  lobbying — one  on  one  with  the 
legislators. 

During  the  1997  Legislative  Session,  the 
Doctor  of  the  Day  agenda  will  have  a major 
change.  The  days  will  be  divided  into  thirds — 
one-third  with  members  from  the  Oklahoma 
County  Medical  Society,  one-third  from  the 
Tulsa  County  Medical  Society,  and  one-third 
from  the  rural  medical  societies.  County 

Related  picture  on  page  381. 

medical  societies  will  be  asked  to  assign 
willing  physicians  to  their  days  so  we  will  be 
represented  all  the  time.  Any  physician  is  still 
welcome  to  volunteer,  and  any  volunteers  will 
be  utilized.  Let’s  try  to  make  this  a viable 
program,  a service  and  an  opportunity,  and 
take  one  more  step  in  making  the  Oklahoma 
State  Medical  Association  a legislative 
presence  with  clout. 
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Overwhelming  Sepsis  with  Vibrio  vulnifUus: 
A Coastal  Pathogen  in  Oklahoma 


Lisa  D.  Rotz,  MD;  Dustan  P.  Buckley,  MD;  Douglas  P.  Fine,  MD 


Vibrio  vulnificus  has  been  associated  with  three 
main  clinical  syndromes;  primary  septicemia, 
wound  infection,  and  gastroenteritis.  This 
organism  has  increased  virulence  for  persons 
with  underlying  medical  conditions  that 
predispose  to  iron  overload  or  an  impaired 
immune  system.  Since  the  organism  proliferates 
more  readily  in  warm,  coastal  waters,  such 
infections  are  more  commonly  found  in  those 
I regions.  Infection  can  result  from  the  ingestion 
of  contaminated,  undercooked  seafood; 
contact  of  a wound  with  seawater;  or  a 
1 puncture  wound  sustained  from  a contaminated 
I surface.  Vibrio  infections  rarely  occur  in  inland 
I areas,  but  when  they  do  occur,  they  are  usually 
a result  of  the  contact  of  wounds  with 
contaminated,  brackish  water  or  the  ingestion 
I of  raw  shellfish.  Because  infections  with  this 
< organism  occur  less  frequently  in  non-coastal 
I regions,  the  diagnosis  may  not  be  suspected 
' initially  in  susceptible  individuals  and  a delay  of 
treatment  may  result.  We  present  a case  of  V. 

' vulnificus  sepsis  occurring  in  a man  with 
' underlying  liver  disease  and  a history  of  raw 
I oyster  consumption  in  Oklahoma  and  discuss 
' the  clinical  manifestations  of  primary  sepsis 
t with  this  organism  as  well  as  prevention 
I strategies. 

1 From  the  Infectious  Diseases  Section,  Depanmeni  of  Medicine.  Univer- 

Isity  of  Oklahoma  College  of  Medicine  and  VA  Medical  Center.  Oklaho- 
ma City.  Oklahoma. 

Direct  correspondence  to  Douglas  P.  Fine.  .MD,  Infectious  Diseases 
I Section  (lll-C).  921  Northeast  1 3th  Street.  Oklahoma  City,  OK  73104. 

I 


Y T ihrio  \ ulnifict4s  is  a gram  negative,  halo- 
1 / philic  pathogen  found  in  a variety  of  envi- 
r ronmental  locations  such  as  warmer  coastal 
waters  and  brackish  inland  waters.  It  has  also  been 
isolated  from  marine  life  such  as  .shellfish,  par- 
ticularly oysters  and  clams.'  Currently,  this  or- 
ganism is  considered  the  most  common  cause  of 
serious  Vibrio  illness  in  the  United  States. - 
The  clinical  syndromes  most  often  associated 
with  V.  vulnificus  include  primary  septicemia  and 
wound  infections  with  or  w ithout  secondary  sep- 
ticemia. Gastroenteritis  alone  can  also  be  seen. 
The  development  of  primary  septicemia  appears 
to  be  as.sociated  with  underlying  illnesses  such 
as  liver  disease,  hemochromatosis,  diabetes  mel- 
litus,  chronic  renal  disease,  hematopoietic  disor- 
ders, and  immunosuppression.  Many  of  these 
diseases  predispose  to  iron  overload  or  immune 
dysfunction,  which  are  felt  to  enhance  the  viru- 
lence of  this  organism. 

Because  isolation  of  this  organism  is  more 
common  in  warmer  waters  with  increased  salin- 
ity, the  majority  of  infections  occur  in  coastal  areas 
between  the  months  of  May  and  October.^  **  Sev- 
eral cases,  however,  have  been  reported  from  inland 
areas  in  association  with  wound  contact  with  stag- 
nated water  or  ingestion  of  shellfish.  In  Oklaho- 
ma. five  cases  of  V.  vulnificus  infection  (current 
case  included)  have  been  reported  over  the  last 
five  years’  [private  correspondence  with  state 
epidemiologist].  The  following  is  a case  of  V. 
vulnificus  sepsis  after  the  ingestion  of  raw  oys- 
ters by  a patient  with  cirrhosis. 
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Case  Presentation 

The  patient  was  a 63-year-old  Caucasian  male 
who  presented  to  the  emergency  room  on  July  4 
after  being  found  unconscious  out  in  the  sun.  He 
had  been  in  his  usual  state  of  health  until  that 
morning  when  he  began  complaining  of  fatigue 
and  chills.  He  had  gone  outside  to  get  warm  and 
was  reported  to  have  been  outside  for  approxi- 
mately 30  to  60  minutes  before  he  was  found 
unconscious.  The  outside  temperature  was  in  the 
upper  90s.  When  the  ambulance  arrived,  the  pa- 
tient was  lethargic,  hypotensive,  and  hyperther- 
mic. He  was  given  IV  fluids  on  transport  to  the 
hospital  and  was  alert  with  a blood  pressure  of 
1 15/55  mmHg,  a pulse  of  1 18  bpm,  and  a tem- 
perature of  104.6°F  on  arrival  at  the  emergency 
room. 

He  denied  a history  of  chest  pain,  abdominal 
pain,  diarrhea,  nausea,  vomiting,  dysuria,  cough, 
or  headache.  His  past  medical  history  was  remark- 
able for  alcoholic  liver  disease  which  had  been 
stable  over  the  past  year,  an  appendectomy,  and 
a cholecystectomy.  The  patient  had  abstained  from 
alcohol  use  for  one  year  prior  to  his  admission 
and  had  stopped  smoking  5 years  earlier.  He  had 
no  known  drug  allergies  and  was  currently  tak- 
ing furosemide  40  mg  bid,  spironolactone  50  mg 
BID,  ferrous  sulfate  TID,  a multi-vitamin,  folate, 
and  monthly  B12  injections. 

The  patient  was  alert  on  examination  in  the 
emergency  room.  His  blood  pressure  had  decreased 
to  91/44  mmHg.  His  pulse  and  temperature  had 
also  decreased  to  88  bpm  and  100°F,  respective- 
ly. His  respirations  were  even  and  unlabored.  The 
rest  of  his  physical  exam  was  remarkable  for  dry, 
hot,  mottled  skin  and  dry  mucous  membranes. 
His  cardiovascular,  pulmonary,  abdominal,  and 
neurologic  exams  were  otherwise  unremarkable. 
Initial  laboratory  evaluation  revealed  a leukocyte 
count  of  5800/pl,  hemoglobin  9.4  g/dl,  hemat- 
ocrit 27.3%,  platelets  670()0/pl,  sodium  132  niEq/ 
L,  potassium  4.6  mEq/L,  chloride  101  mEq/L.CO: 
26  mEq/L,  glucose  100  mg/dl,  blood  urea  nitro- 
gen 18  mg/dl,  creatinine  1.5  mg/dl,  calcium 
8.5  mg/dl,  phosphate  2.8  mg/dl,  total  bilirubin 
2.9  mg/dl,  albumin  2.9  G/dl,  SCOT  104  U/L, 
alkaline  phosphatase  133  U/L,  l.DH  131  U/L,  uric 
acid  6.9  mg/dl,  magnesium  1.1  mEq/L,  prothrom- 
bin time  1 8. 1 , and  partial  thromboplastin  time  34.9. 
The  admission  electrocardiogram  and  chest  roent- 
genogram were  normal. 

In  the  emergency  room,  the  patient  was  given 
intravenous  normal  saline  and  ampicillin/sulbac- 
tam  3 gm  every  6 hours  after  urine  and  blood 
cultures  were  obtained.  When  his  blood  pressure 
continued  to  drop  to  54/25  mmHg  with  only  minor 
responses  to  repeated  IV  I'luid  bolu.ses,  he  was 


Figure  1.  Ecchymotic  skin  lesions  on  chest  wall. 


Started  on  a dopamine  drip.  His  skin  became  dusky 
and  he  had  a large  heme-positive  bowel  move- 
ment. Two  hours  after  admission  to  the  intensive 
care  unit,  he  developed  a blanching,  erythema- 
tous, maculopapular  rash  over  his  torso  and  ex- 
tremities. The  patient  was  also  noted  to  have  several 
urticarial  lesions  over  his  chest  and  shoulders.  He 
developed  worsening  acidosis  and  was  placed  on 
norepinephrine  when  his  systolic  blood  pressure 
fell  to  70  mmHg  despite  maximum  dopamine 
therapy.  He  was  later  intubated  when  his  respira- 
tory rate  increased  and  he  became  more  obtund- 
ed  approximately  4 hours  into  hospitalization.  His 
blood  cultures  were  reported  as  growing  gram 
negative  rods  from  multiple  samples  and  the  an- 
tibiotic regimen  was  changed  to  aztreonam  1 gm 
every  8 hours  and  ceftazidime  2 gm  every  8 hours. 
At  this  time,  further  history  obtained  from  the 
patient’s  wife  revealed  that  he  had  eaten  raw  oysters 
at  a local  restaurant  on  the  evening  prior  to  his 
illness.  Doxycycline  100  mg  iv  every  12  hours 
was  started.  The  rash  became  ecchymotic  and  non- 
blanchable  (Fig.  1 ) and  progressed  to  bullous  then 
necrotic  ulcerations  (Figs.  2,  3).  His  blood  pres- 
sure remained  low  despite  maximal  pressor  sup- 
port and  the  patient  died  15  hours  after  his  arriv- 
al at  the  hospital.  The  organism  in  the  blood  cultures 
was  subsequently  identified  as  Vibrio  vulnificus. 

Discussion 

Proliferation  of  V vulnificus  is  highly  dependent 
on  temperature  and  salinity.  The  organism  is  most 
frequently  isolated  from  water  with  a tempera- 
ture above  68°F  and  a salinity  of  0.7%  to  1 .6%.* 
Because  of  its  need  for  warmer  water,  concen- 
trations of  this  organism  in  shellfish  arc  much 
higher  in  the  summer  months.  More  than  50%  of 
oysters  and  10%  of  crabs  have  been  reported  to 
be  culture  positive  for  V.  vulnificus  during  the 
warmer  .seasons.'’  "'  The  highest  concentrations 
are  found  in  the  southern  Atlantic  and  Gulf  Coast 
waters  with  the  lowest  concentrations  found  in 
the  norlhern  East  Coast  and  all  West  Coast  wa- 
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Figure  2.  Bullous  lesion  on  lower  leg. 


ters.'  The  organism  can  be  killed  by  cooking  the 
shellfish  to  an  internal  temperature  ofS3°  to  90°F 
or  by  freezing. 

V.  vulnificus  has  been  reported  to  cause  over- 
whelming .sepsis  in  patients  with  prior  liver  dis- 
ease, hemochromatosis,  hematopoietic  disorders, 
or  other  conditions  of  "iron  overload."  The  in- 
creased virulence  of  this  organism  in  patients  with 
these  conditions  is  thought  to  be  secondary  to  its 
need  for  iron  to  enhance  its  growth.  Studies  done 
by  Bullen  et  al.’  showed  that  V.  vulnificus  grew 
readily  in  serum  from  patients  with  hemochro- 
matosis or  in  serum  from  normal  patients  when 
ferric  ammonium  citrate  or  hematin  was  added. 
The  growth  of  the  organism  increased  markedly 
when  the  saturation  of  transferrin  was  increa.sed 
from  50%  to  90%.  In  virulence  studies  in  rats, 
the  median  lethal  dose  was  decreased  from  one 
million  cells  to  just  over  one  cell  when  the  ani- 
mals were  iron  loaded.^  Decreased  transferrin 
levels  leading  to  an  increa.se  in  saturation  is  thought 
to  play  a role  in  the  virulence  of  this  organism 
for  alcoholics  who  do  not  have  overt  liver  dis- 
ease.'* Increased  absorption  of  iron  due  to  increased 
gastric  acid  secretion  in  alcohol  consumption  may 
also  increase  iron  availability  for  the  organism." 
However,  abnormal  ly  low  gastric  acid  level  is  also 
a risk  factor  for  severe  infection  as  demonstrated 
by  the  increased  risk  of  septicemia  in  patients 
taking  medications  to  reduce  gastric  acidity  or  in 
patients  who  have  had  gastric  acid  reducing  sur- 
geries.*'- Impaired  immune  function,  particular- 
1 ly  decreased  opsonization  and  bactericidal  activity 
as  well  as  poor  nutritional  states,  are  thought  to 
I play  a role  in  the  virulence  of  this  organism  for 
j immunocompromised  hosts  and  patients  with 
i chronic  illnesses  such  as  diabetes  mellitus  and 
I chronic  renal  failure.'^ 

I The  organism  produces  extracellular  proteas- 
I es,  collagenases,  and  elastases.''*"'^  It  also  produces 
a hemolytic  toxin  that  appears  to  be  a major  con- 
tributor to  its  virulence.  In  a study  of  the  viru- 
lence of  several  strains  of  vulnificus  by  Stelma 


Figure  3.  Necrotic  ulceration  on  arm. 


et  al.'’  they  found  that  the  most  virulent  strains 
produced  high  titers  of  hemolysin,  were  resistant 
to  inactivation  by  serum  complement,  produced 
phenolate  siderophores,  and  utilized  transferrin- 
bound  iron. 

Infection  with  V.  vulnificus  follows  ingestion 
of  raw  .seafood  or  contact  of  a wound  with  water 
that  contains  the  organism.  There  have  al.so  been 
reports  of  wound  infections  following  puncture 
of  the  skin  with  shellfish  in  .seafood  handlers.'* 
Three  of  the  5 cases  reported  in  Oklahoma  oc- 
curred after  the  ingestion  of  raw  oysters."*  All  three 
of  these  patients  were  also  known  to  have  some 
type  ofliverdisea.se  (alcoholic  cirrhosis  or  chronic 
hepatitis  B infection).  One  person  also  had  insu- 
lin-dependent diabetes  and  was  on  long-term 
immunosuppression  following  a renal  transplant 
in  1976.  Oysters  consumed  by  two  of  these  pa- 
tients were  traced  back  to  oyster  beds  in  the  Gulf 
of  Mexico  near  the  Louisiana  coast  and  the 
Galveston  Bay  area  off  the  coast  of  Texas.  In  two 
of  these  three  reported  cases,  the  patient  died. 

The  route  of  infection  in  the  other  two  cases 
is  unknown.  Infections  with  V.  vulnificus  may  be 
under-represented  in  Oklahoma  because  report- 
ing of  these  infections  is  not  required  in  this  state 
as  it  is  in  many  coastal  states. 

Sepsis  after  ingestion  of  raw  or  undercooked 
seafood  appears  to  follow  translocation  of  the 
organism  through  the  intestinal  mucosa  with  sub- 
sequent invasion  into  the  bloodstream.'*"*  Patients 
with  primary  septicemia  typically  present  between 
16  and  48  hours  after  the  consumption  of  con- 
taminated seafood. Fever,  malaise,  and  gas- 
trointestinal symptoms  are  typical,  but  gastroen- 
teritis may  be  absent.  Up  to  one-third  of  patients 
may  present  in  septic  shock  with  or  without  dis- 
seminated intravascular  coagulation.^  '^  '*  Men- 
tal status  changes  (50%)  are  common  as  are  skin 
lesions  (61%  to  70%)^’^  which  characteristically 
begin  as  urticarial  plaques  that  progress  to  pur- 
pura or  ecchymoses,  then  to  bullous  lesions  that 
eventually  undergo  necrosis  and  ulceration. The 
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organism  can  often  be  isolated  from  aspirates  of 
the  bullous  lesions.^“-^‘  Leukopenia  and  thromb- 
ocytopenia are  common.^ 

In  a study  of  38  patients  with  primary  Vibrio 
sepsis  in  Florida/  poor  prognostic  indicators  in- 
cluded hypotension  [hypotensive  patients  were 
two  times  more  likely  to  die  when  compared  to 
normotensive  patients  (92%  vs.  38%)],  and  leu- 
kopenia [carrying  a higher  mortality  rate  than 
leukocytosis  (87%  vs.  30%)].  Mortality  also  in- 
creased when  the  initiation  of  appropriate  treat- 
ment was  delayed.  A delay  of  antibiotic  treatment 
of  more  than  72  hours  had  a mortality  rate  of  1 00% 
as  compared  to  a rate  of  33%  when  therapy  was 
initiated  less  than  24  hours  after  the  onset  of  symp- 
toms. Overall,  the  death  rate  approaches  50%. 

Wound  infections  with  this  organism  appear 
to  have  a better  prognosis  than  does  primary  sep- 
ticemia in  otherwise  healthy  individuals.  In  the 
Florida  study,^  only  4 of  the  1 7 patients  with  wound 
infections  (24%)  had  a fatal  outcome.  All  4 of 
these  patients  had  underlying  chronic  illnesses 
and  had  V vulnificus  isolated  from  their  blood, 
while  only  2 of  the  1 3 survivors  had  positive  blood 
cultures.  None  of  the  surviving  patients  had  an 
underlying  chronic  illness. 

Tetracycline  or  doxycycline  is  considered  the 
treatment  of  choice  for  V.  vulnificus  infections.® 
Some  success  has  been  reported  with  third-gen- 
eration cephalosporins  or  the  combination  of 
ampicillin  with  an  aminoglycoside.^^  Other  anti- 
biotics that  show  in  vitro  activity  against  this 
organism  include  chloramphenicol,  trimethoprim/ 
sulfamethoxazole,  ciprofloxacin,  ofloxacin,  im- 
ipenem,  and  piperacillin.^^  Aggressive  support- 
ive measures  are  necessary  in  patients  with  sep- 
tic shock. 

Because  of  the  high  mortality  rate  associated 
with  sepsis  due  to  V.  vulnificus,  prevention  of 
infection  with  this  organism  is  important.  Sus- 
ceptible individuals  should  be  forewarned  by 
healthcare  providers  of  the  risk  posed  by  the  in- 
gestion of  raw  seafood,  wound  contact  with  con- 
taminated salt  or  brackish  waters,  or  puncture 
wounds  from  shellfish.  Restaurants  that  serve  raw 
seafood  should  also  be  encouraged  to  di.splay  signs 
that  warn  these  individuals  of  the  risk  of  eating 
uncooked  seafood.  Lastly,  physicians  in  coastal 
as  well  as  non-coastal  regions  such  as  Oklahoma 
should  be  suspicious  of  the  possibility  of  Vibrio 
sepsis  in  a patient  with  liver  disease  or  other  pre- 
disposing underlying  illnesses  who  presents  with 
fever,  hypotension,  mental  status  changes,  and 
urticarial,  purpuric,  or  bullous  skin  lesions.  His- 
torical evidence  of  exposure  should  be  sought, 
and  if  found,  doxycycline  should  be  added  to  the 


antibiotic  regimen  for  treatment  of  possible  V. 
vulnificus  sepsis  pending  confirmation  of  the 
pathogenic  organism,  ijj 
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Prevalence  of  Overweight  and  Associated  Factors 
Among  Oklahomans 


Neil  Hann,  MPH;  Arthur  Asghar,  MPH 


Background:  Obesity  among  adults  in  the 
United  States  has  been  increasing  for  the  last 
three  decades.  Overweight  is  associated  with 
numerous  health  risks  such  as  diabetes, 
atherosclerosis,  hypertension,  sedentary 
lifestyle,  etc.  It  also  throws  a very  heavy 
economic  burden  on  society,  estimated  at 
$39.3  billion  in  1986.  Objective:  To  estimate 
the  prevalence  of  obesity  and  its  associated 
factors  so  that  efforts  to  achieve  the  Healthy 
Oklahomans  2000  objectives  may  be  brought 
into  sharper  focus.  Study  Design:  The  study 
design  is  cross-sectional.  Methods:  The  study  is 
based  on  the  data  from  the  Behavioral  Risk 
Factor  Surveillance  System  (a  three-stage 
cluster  sample  survey)  for  the  years  1991 
' through  1994.  Statistical  analysis  was  done 
with  SUDAAN  software  for  complex  survey. 

I Results:  More  than  25%  of  Oklahomans  are 
> overweight.  To  reach  the  Year  2000  objectives, 
‘ a reduction  of  10%  in  overweight  will  have  to 
be  achieved  in  about  three  and  one-half  years. 

I Prevalence  of  moderate  obesity  among  women 
I is  higher  than  among  men.  Prevalence  of  severe 
obesity  is  higher  among  the  black  community 
I than  among  other  communities.  However, 
j prevalence  of  moderate  obesity  is  the  same 
among  blacks  and  whites.  Severe  obesity  is 
significantly  higher  among  those  with  less  than 
a high  school  education  than  among  those  with 
college  education.  The  prevalence  of  moderate 
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obesity  among  non-smokers  is  significantly 
higher  than  among  smokers.  Among  the 
severely  obese,  hypertension  is  more  than  twice 
as  prevalent  as  normal  blood  pressure.  Among 
the  moderately  obese,  high  blood  pressure  is 
more  than  one  and  one-half  times  more 
prevalent  than  normal  blood  pressure.  Obesity 
increases  with  age  in  a predictive  manner;  it 
drops  after  the  age  of  54.  Moderate  obesity  is 
significantly  higher  among  women  who  have 
had  a hysterectomy  than  those  who  have  not 
had  a hysterectomy.  Prevalence  of  severe 
obesity  as  well  as  moderate  obesity  is  very 
much  higher  among  diabetics  than  among  non- 
diabetics. A large  proportion  of  severely  obese 
people  are  physically  inactive.  We  did  not  find 
an  association  between  consumption  of  fruits 
and  vegetables  as  a part  of  normal  diet  and 
prevalence  of  obesity.  Conclusion:  Strenuous 
and  focused  efforts  need  to  be  made  among 
the  vulnerable  groups,  in  view  of  the  short  time 
left  until  year  2000,  to  reduce  the  prevalence 
of  obesity  to  the  level  laid  down  in  the  Year 
2000  objectives. 

The  prevalence  of  obesity  has  been  increasing 
in  the  United  States  for  the  last  three  de- 
cades. The  age-adjusted  prevalence  of  over- 
weight among  adults  increased  from  about  25% 
in  the  1970s  to  33%  in  the  period  from  1988  to 
1991.  Between  1 976  and  1991,  the  average  weight 
of  adults  increased  by  about  8 pounds,  and  about 
58  million  American  adults  are  now  considered 
to  be  overweight.'  This  increase  has  occurred  in 
all  race  and  sex  groups.  The  prevalence  of  over- 
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Table  1.  Level  of  Obesity 

Level  of  Obesity 

Male 

Female 

Level  0:  Not  Obese 

BMI  < 27.8 

BMI  < 27.3 

Level  1:  Moderately  Obese 

BMI  < 31.1 

BMI  < 32.3 

Level  II:  Severely  Obese 

BMI  > 31.1 

BMI  > 32.3 

weight  among  children  and  teens  has  also  increased 
substantially  over  the  last  ten  years. ^ 

This  rising  trend  of  obesity  among  adults  is  of 
serious  concern  to  every  health  professional  be- 
cause obesity  is  known  to  be  associated  with 
numerous  health  conditions,  such  as: 

• Diabetes 

• Hypertension 

• High  blood  cholesterol 

• Atherosclerosis 

• Coronary  artery  disease 

• Peripheral  artery  disease 

• Colon  cancer^ 

• Sleep  apnea  and  sleep  disruption'* 

There  are  many  causes  for  obesity,  such  as  the 
genetic  makeup  of  a person,  dietary  habits,  and 
sedentary  lifestyle.  A physically  inactive  lifestyle 
is  associated  with  numerous  health  risks,  such  as: 

• Coronary  artery  disease 

• Cerebrovascular  disease 

• Colorectal  cancer’ 

• High  blood  cholesterol 

• High  blood  pressure 

• Prostate  cancer'’ 

• Increased  all-cause  mortality  and  coronary 
heart  disease’ 

• Depression** 

• Diabetes,  non-insulin  dependent  type'* 

• Osteoporosis'" 

• Myocardial  infarction" 

Each  of  the  two  risk  factors,  obesity  and  physi- 
cal inactivity,  is  detrimental  to  health;  a combi- 
nation of  the  two  could  have  detrimental  effect 
on  health  and  longevity.  If  a person  is  obese  and 
at  the  same  time  leads  a sedentary  lifestyle,  then 
that  person  is  at  a high  risk  of  developing  a large 
number  of  the  chronic  di.seases  listed  above.  We 
realize  that  changing  one’s  genetic  makeup  is 
impossible  and  modifying  a dietary  lifestyle  is 
difficult  for  .some.  The  easiest  and  the  least  ex- 
pensive method  for  an  obese  person  to  reduce  his/ 
her  risk  of  early  mortality  is  to  adopt  an  active 
lifestyle.  An  active  lifestyle  may  help  a person  in 
reducing  weight;  however,  even  if  an  apprecia- 
ble reduction  in  weight  does  not  occur,  a physi- 
cally active  lifestyle  can  help  mitigate  the  numerous 
risks  associated  with  obesity. 

Prevalence  of  obesity  has  adverse  effects  not 
only  on  a person’s  health  and  well  being,  but  also 


on  the  economic  health  of  society  as  a whole. 
Heavy  persons  throw  a heavy  burden  on  society. 
In  1986,  it  was  estimated  that  the  overall  costs 
attributable  to  obesity  were: 

$11.3  billion  for  NIDDM,  $22.2  billion  for  car- 
diovascular disease,  $2.4  billion  for  gall  bladder 
disease,  $1.5  billion  for  hypertension,  and  $1.9 
billion  for  breast  and  colon  cancer.  Thus  a con- 
servative estimate  of  the  economic  costs  of  obe- 
sity was  $39.3  billion,  or  5.5%  of  the  cost  of 
illness  in  1986.  Addition  of  costs  due  to  relat- 
ed musculoskeletal  disorders  could  raise  this 
estimate  to  7.8%.'’ 

Ten  years  have  passed  since  that  estimate  of  the 
cost  of  obesity  was  made,  and  in  the  interim,  both 
the  prevalence  of  obesity  and  its  cost  have  been 
rising.  It  is  no  wonder  that  reduction  of  preva- 
lence of  obesity  has  been  enshrined  in  the  year 
2000  objectives.'’ 

Purpose  of  Study 

The  purpose  of  our  study  was  to  assess  the  prev- 
alence of  obesity  among  Oklahomans  and  to  iden- 
tify risk  factors,  such  as  sedentary  lifestyle,  that 
are  significantly  associated  with  an  overweight 
condition,  .so  that  efforts  at  achieving  Oklahoma’s 
year  2000  objective — to  reduce  overweight  to  a 
prevalence  of  no  more  than  1 5%  among  Oklaho- 
mans— may  be  more  focused. 

Who  is  overweight:  a definition. — We  con- 
sider a person  to  be  overweight  if  (Table  1 ): 

• the  person  is  male  and  his  body  mass 
index  is  greater  than  or  equal  to  27.8,  or 

• the  person  is  female  and  her  body  mass  index 
is  greater  than  or  equal  to  27.3. 

Body  mass  index  is  easily  computed  using  a per- 
son’s height  in  inches  and  weight  in  pounds,  as 
follows: 

BMI  = 705  X weight  / (height  x height) 

Methods 

This  study  is  based  on  the  data  from  the  Oklaho- 
ma Behavioral  Risk  Factor  Surveillance  System 
(BRF\SS) . The  surveillance  system  is  admini.stercd 
by  all  50  states  with  technical  guidance  and  fi- 
nancial support  from  the  Centers  for  Disease 
Control  and  Prevention  (C'DC).  The  Behavioral 
Risk  Factor  Surveillance  System  monitors  the 
prevalence  of  health  behaviors  and  lifestyles  that 
affect  the  health  of  the  people.  CDC  launched  the 
Surveillance  System  in  1984  in  some  states.  The 
Oklahoma  State  Department  of  Health  chose  to 
start  this  survey  in  1988. 

HRf  s.s  is  a telephone-administered  survey.  Up 
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to  December  1993,  the  interviewers  used  a pen- 
eil-and-paper  method  to  record  responses.  Since 
Janiuu7  1 994,  this  survey  has  l-)een  conducted  using 
a computer-aided  telephone  interview  system 
(CATI). 

Under  BRKS.S,  the  Oklahoma  State  Department 
of  Health  and  the  health  departments  of  other 
participating  states  conduct  monthly  surveys  using 
a questionnaire  that  has  been  standardized  by  the 
CDC.  The  questionnaire  can  be  extended  by  add- 
ing a component  which  comprises  state-added 
questions;  this  allows  a particular  state  to  add 
questions  to  the  BRKSS  questionnaire  on  health 
topics  that  may  be  of  particular  interest  to  that 
state  or  the  region  in  which  the  state  lies. 

The  response  data  for  the  state  is  sent  to  CDC 
for  editing  and  weighting.  It  is  analyzed  and  tab- 
ulated by  CDC  and  returned  to  the  state.  CDC  ag- 
gregates the  data  from  all  the  states  and  publish- 
es nationw  ide  estimates  of  the  prevalence  of  the 
behavioral  risk  factors.  The  edited  and  weighted 
data  is  then  returned  to  the  state. 

In  the  past,  the  annual  sample  size  for  Okla- 
homa BRFSS  has  varied  from  987  in  1 988  to  1 ,829 
in  1994  as  shown  in  Table  2. 

BRFSS  u.ses  a three-stage  cluster  sampling  tech- 
nique where  the  cluster  is  a group  of  telephone 
numbers  drawn  from  a bank  of  100  telephone 
numbers.  We  choose  a sample  of  three  adults  from 
each  cluster.  BRFSS  u.ses  the  Waksberg  Random 
Digit  Dialing  scheme. 

For  this  study,  we  used  the  Oklahoma  BRFSS 
data  for  the  years  1991  through  1994.  The  data 
were  analyzed  using  statistical  methods  such  as 
exploratory  data  analysis,  cross-tabulation  into 
contingency  tables,  and  hypothesis  testing  using 
confidence  intervals.  Since  BRFSS  is  a multi-stage 
survey,  SUDAAN'"*  software  was  used  for  analyz- 
ing the  data  from  this  survey. 

Results 

The  results  based  on  BRFSS  data  aggregated  for 
the  years  1991  through  1994  are  given  below. 

Prevalence  of  Obesity. — The  prevalence  of 
obesity  among  Oklahomans  is  shown  in  Table  3 
and  Figure  1 . About  75%  of  the  people  of  Okla- 
homa are  not  obese;  however,  more  than  25%  are 
moderately  to  severely  obese. 

Oklahoma  has  drawn  up  a list  of  objectives  to 
be  achieved  by  the  year  2000;  these  were  pub- 
lished in  April  1996  and  are  called  the  Healthy 
Oklahomans  2000  Sentinel  Objectives. 

The  sentinel  objective  with  regard  to  obesity 
is  “to  reduce  overweight  to  a prevalence  no  more 
than  15%  among  Oklahomans.”'^' We  now  have 
only  three  and  one-half  years  before  the  year  2000 
dawns,  and  by  that  time  we  need  a reduction  of 


Table  3.  Obesity  in  Oklahoma 

Obesity 

Level 

Prevelence  % 

Severely  Obese 

Level  II 

8.01 

Moderately  Obese 

Level  1 

17.61 

Not  Obese 

Level  0 

74.38 

Prevalence  of  Obesity  in  Oklahoma 


100 
80 
I 60 

SJ 

“■  40 

20 


0 


Figure  1. 

almost  1 0%  in  the  prevalence  of  overweight  con- 
dition among  Oklahomans. 

This  objective  appears  to  be  an  extremely 
daunting  task,  considering  how  difficult  it  is  for 
us  to  shed  pounds  and  how  quickly  we  regain  those 
pounds!'^  The  lessons  learned  in  the  Minnesota 
Heart  Health  Program  are  relevant  here.  The  MHFlP 
was  a 1 3-year  research  and  demonstration  project 
involving  six  communities  that  was  designed  to 
evaluate  whether  a sustained  multicomponent 
education  campaign  could  reduce  population-wide 
risk  factors  for  cardiovascular  disease,  mhfip 
weight  control  activities  included: 

• Adult  education  classes  for  weight  control, 

• Exercise,  and  cholesterol  reduction, 

• A worksite  weight  control  program, 

• A home  correspondence  course  for  weight 
loss,  and 

• A weight  gain  prevention  program. 

In  separate  component  evaluation  studies,  each 
of  the  programs  was  shown  to  facilitate  favor- 
able changes  in  weight  among  individuals  choosing 
to  participate  in  it.  Compared  to  more  intensive 
interventions,  weight  changes  produced  by  these 
methods  were  modest  in  magnitude,  but  the  num- 
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her  of  individuals  participating  in  some  of  them 
was  quite  large.  The  overall  effects  of  the  mhhp 
program  on  population  levels  of  obesity  were 
disappointing.  During  seven  years  of  interven- 


Table  4.  Prevalence  of  Obesity  by  Gender 

Severely  Obese 

Moderately  Obese 

Not  Obese 

Gender 

Level  II 

Level  1 

Level  0 

Male 

8.38 

15.89 

75.73 

Female 

7.66 

19.24 

73.10 

e 

4) 

u 

0) 

a. 


Gender  and  Obesity 


19.24 

15.89 

8.38 

1 

7.66 

1 B 

Male  Female 


Hi  Level  II 
I I Level  I 


Figure  2. 


Table  5.  Prevalence  of  Obesity  by  Race 


Race 

Severely  Obese 
Level  II 

Moderately  Obese 
Level  1 

Not  Obese 
Level  0 

White 

7.59 

17.14 

75.27 

Black 

13.92 

19.43 

66.65 

Asian/Pacific  Islander  2.79 

3.71 

93.50 

American  Indian 

8.99 

23.05 

67.96 

Other 

6.51 

24.78 

68.71 

Race  and  Obesity 


H Level  II 
I I Level  I 


Figure  3. 


tion,  there  was  a strong  upward  trend  in  weight 
in  all  communities,  independent  of  age,  demo- 
graphics, smoking  habits,  or  other  potentially 
confounding  variables.  This  trend  was  no  differ- 
ent in  communities  receiving  education  than  it 
was  in  comparison  communities. 

It  is  clear  that  to  achieve  this  objective  we  must 
mount  a serious  effort  to  reduce  the  prevalence 
of  overweight  among  Oklahomans. 

In  order  for  our  efforts  in  reducing  overweight 
to  be  more  focused,  we  analyzed  the  factors  as- 
sociated with  obesity.  The  analysis  of  obesity  and 
associated  factors  follows. 

Gender. — The  estimates  of  prevalence  as  well 
as  the  95%  confidence  limits  are  shown  in  Table 
4 and  Figure  2.  It  shows  the  relationship  between 
gender  and  prevalence  of  obesity.  The  prevalence 
of  severe  obesity  (i.e..  Level  II)  is  the  same  among 
men  and  women.  This  is  seen  by  the  overlapping 
95%  confidence  intervals.  However,  there  are  more 
women  who  are  moderately  obese  than  men 
(p<0.05). 

Race. — BRFSS  is  a telephone-administered 
survey  and  the  sample  that  this  survey  picks  up 
is  predominantly  white  (88.7%).  Minorities  form 
a smaller  portion  of  the  sample  (blacks:  5.4%; 
Amer.  Indians:  3.9%;  Asians;  0.7%)  (Table  5,  Fig. 
3).  Because  of  the  small  size  for  minorities,  the 
confidence  intervals  are  wide.  Hence  the  conclu- 
sions drawn  below  regarding  prevalence  of  obe- 
sity among  minorities  are  to  be  used  with  cau- 
tion. 

Among  whites,  the  prevalence  of  severe  obe- 
sity is  7.59%  (6.81,  8.37)  (95%  confidence  in- 
terval) and  of  moderate  obesity  is  17.1 4%  ( 1 6.02, 
18.26). 

The  prevalence  of  severe  obesity  among  blacks 
at  13.92%  (9.04, 18.80)  is  much  higher  than  among 
whites  at  7.59%  (6.81,  8.37),  p<0.05,  as  shown 
by  the  non-overlapping  95%  confidence  intervals. 
However,  there  are  as  many  moderately  obese 
blacks  as  there  are  whites. 

Education. — There  is  no  significant  differ- 
ence in  the  prevalence  of  severe  obesity  between 
those  who  graduated  from  high  school  and  those 
who  have  less  than  a high  .school  education  (Ta- 
ble 6,  Fig.  4).  Similarly,  there  is  no  difference  in 
the  prevalence  of  severe  obesity  between  high 
school  graduates  and  college  graduates.  Howev- 
er, there  is  a significant  difference  (p<().()5)  in 
the  prevalence  of  .severe  obesity  between  college 
graduates,  6. 1 1 % (4.56, 7.66)  and  those  who  have 
less  than  high  .school  education,  10.70%  (8.60, 
12.80). 

Although  the  prevalence  of  moderate  obesity 
reduces  with  education,  we  did  not  find  any  sig- 
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nificant  difference  in  prevalence  among  the  var- 
ious levels  of  education. 

Smoking  Status. — Current  regular  smoker: 
We  classified  a person  as  a current  regular  smok- 
er if  the  response  was  "ye.s'’  to  these  two  ques- 
tions: ( 1 ) Have  you  smoked  at  least  1(K)  cigarettes 
in  your  entire  life?  (2)  Do  you  smoke  cigarettes 
now? 

Smoking  status  and  level  of  obesity  are  cross- 
classified  and  shown  in  Table  7. 

The  prevalence  of  severe  obesity  is  not  sig- 
nificantly higher  among  nonsmokers  (p<().()5)  than 
among  smokers.  However,  the  prevalence  of 
moderate  obesity  among  nonsmokers  is  much 
higher  than  among  smokers  (p<().()5). 

Some  smokers  are  afraid  to  give  up  smoking 
for  fear  of  gaining  weight.  Some  high  school  stu- 
dents begin  smoking  as  a measure  to  reduce  weight. 
We  referred  to  this  practice  in  one  of  our  earlier 
studies.'*  The  fear  of  gaining  weight  as  a result 
of  giving  up  smoking  is  not  unfounded.  A study 
of  the  influence  of  smoking  cessation  on  preva- 
lence of  overweight  showed  that: 

“...the  weight  gain  over  a 10-year  period  that 
was  associated  with  the  cessation  of  smoking 
(i.e..  the  gain  among  smokers  who  quit  that 
was  in  excess  of  the  gain  among  continuing 
smokers)  was  4.4  kg  f 9. 7 pounds)  for  men  and 
5.0  kg  (II  pounds)  for  women.  Smokers  who 
had  quit  within  the  past  10  years  were  signif- 
icantly more  likely  than  respondents  who  had 
never  smoked  to  become  overweight  (odds 
ratios,  2.4  for  men  and  2.0  for  women).  For 
men,  about  a quarter  (2.3  of  9.6  percentage 
points)  and  for  women,  about  a sixth  ( 1 .3  of 
8.9  percentage  points)  of  the  increase  in  the 
prevalence  of  overweight  could  be  attributed 
to  smoking  cessation  within  the  past  1 0 years. 
The  authors  of  this  study  concluded  that  al- 
though health  benefits  of  smoking  cessation 
are  undeniable,  smoking  cessation  may  nev- 
ertheless be  associated  with  a small  increase 
in  the  prevalence  of  overweight.”  (emphasis 
added)'’ 

A modest  weight  gain  as  a result  of  smoking 
cessation  poses  a far  less  danger  to  health  than 
smoking,  and  the  effects  of  this  weight  gain  could 
easily  be  countered  by  adopting  an  active  phys- 
ical lifestyle  coupled  with  changes  in  dietary  in- 
take. Health  educators  may  like  to  heed  this  is- 
sue as  they  strive  to  reduce  prevalence  of 
overweight. 

Hypertensive  Status. — We  classified  as  “hy- 
pertensive” a person  who  responded  “yes”  to  the 
question:  Have  you  ever  been  told  by  a doctor,  a 
nurse,  or  other  health  professional  that  you  have 
high  blood  pressure? 


Table  6.  Education  and  Obesity 


Severely  Obese 

Moderately  Obese 

Not  Obese 

Education 

Level  II 

Level  1 

Level  0 

Less  than  High  School 

10.70 

20.81 

68.49 

High  School  Graduate 

7.98 

17.02 

75.01 

College  + 

6.11 

16.93 

76.95 

Education  and  Obesity 

25 
20 
? 15 

V 

I 10 

5 

<HS  ' HS  ' College  + 

Education 

Figure  4. 


Table  7.  Obesity  and  Smoking 

Severely  Obese  Moderately  Obese 
Current  regular  smoker  Level  II  Level  I 

Yes  7.54  13.83 

No  8.20  18.93 


The  prevalence  of  obesity  among  hyperten- 
sives and  non-hypertensive  persons  is  .shown  in 
Table  8 and  Figure  5. 

Among  the  severely  obese,  high  blood  pres- 
sure is  more  than  twice  as  prevalent  as  normal 
blood  pressure  (p<0.05).  Similarly,  among  the 
moderately  obese,  high  blood  pressure  is  more 
than  one  and  one-half  times  more  prevalent  than 
normal  blood  pressure  (p<0.05 ).  However,  among 
those  who  are  not  obese,  a significantly  higher 
percentage  of  people  have  normal  blood  pressure 
than  high  blood  pressure  (p<0.05). 

BRFSS  is  a cross-sectional  study  and  we  can- 
not make  causal  inferences;  however,  the  associ- 
ation between  obesity  and  hypertension  is  strik- 
ingly evident. 

Age. — The  BRFSS  sample  includes  persons  who 
are  1 8 years  or  older  and  does  not  include  any 
children  or  teens.  The  distribution  of  obesity  with 
age  is  shown  in  Table  9. 

The  prevalence  of  obesity  increases  with  age, 
reaching  a peak  at  age  group  45  to  54.  A parabol- 
ic curve  fitted  to  the  prevalence  values  at  each 
age  clearly  shows  the  trend  in  obesity  with  age 
(Fig.  6).  After  age  54,  the  prevalence  tends  to  taper 
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Obesity  is  associated  with  many  chronic  dis- 
eases, such  as  high  blood  pressure,  diabetes,  etc. 
The  increasing  trend  in  obesity  with  age  is  un- 
fortunate, as  obesity  is  not  a necessary  result  of 
the  process  of  aging  but  is  the  result  of  adoption 
of  unhealthy  lifestyles  in  most  cases.  Maintain- 
ing a physically  active  lifestyle  with  increasing 
age  is  extremely  important  in  spite  of  the  pres- 
sures of  time  due  to  job  requirements,  family 
responsibilities,  etc.  This  needs  to  be  emphasized 
as  we  mount  our  efforts  through  health  educa- 
tion to  achieve  the  year  2000  sentinel  objectives. 

Hysterectomy  and  Obesity. — Hysterectomy, 
in  its  wake,  brings  many  changes  in  a women’s 
life,  some  good,  some  adverse.  Some  of  the  ad- 
verse effects  of  hysterectomy  are:  bone  loss,'*hot 
flashes,  weight  gain,  and  depression. ’’We  ana- 
lyzed the  BRFSS  data  to  investigate  the  relation- 
ship, if  any,  between  hysterectomy  and  an  over- 
weight condition.  The  results  are  shown  in 
Table  10  and  Figure  7. 

We  find  that  the  prevalence  of  moderate  obe- 
sity is  significantly  higher  among  those  who  have 
had  a hysterectomy  (p<0.05). 

Diabetic  Condition. — We  classified  those  per- 
sons as  “diabetic”  who  responded  “yes”  to  the 
question:  Have  you  ever  been  told  by  a doctor 
that  you  have  diabetes? 

The  prevalence  of  severe  obesity  among  dia- 
betics is  23.6 1 % ( 1 7.46, 29.76)  and  is  very  much 
higher  than  among  non-diabetics,  which  is  7.26% 
(6.38,  8. 14),  p<0.05.  Similarly,  the  prevalence  of 
moderate  obesity  is  higher  among  diabetics  than 
among  non-diabetics  (p<0.05).  In  a cross-sectional 
study  such  as  BRFSS,  causation  cannot  be  inferred; 
however,  the  relationship  between  diabetes  and 
obesity  appears  very  strong  in  this  study 
(Table  11,  Fig.  8). 

Sedentary  Lifestyle  and  Obesity. — A sub- 
ject who  reported  taking  physical  exercise  for  less 
than  20  minutes  per  session  at  a frequency  of  less 
than  three  times  a week  was  classified  as  having 
a sedentary  lifestyle.  The  relationship  of  .seden- 
tary lifestyle  and  obesity  is  shown  in  Table  12 
and  Figure  9. 

More  .severely  obese  persons  are  physically 
inactive,  the  prevalence  being  9.88%  (8.63,  11.13) 
and  fewer  are  active,  5.63%  (4.45, 6.8 1 ),  p<0.()5. 
However,  among  those  who  are  moderately  obese, 
there  is  no  significant  difference  in  the  prevalence 
of  a sedentary  lifestyle.  Although  it  is  important 
for  everyone  to  adopt  a physically  active  lifestyle, 
it  is  all  the  more  important  that  severely  obe.se 
persons  do  so,  preferably  under  medical  advice 
and  supervision. 

Daily  Con.sumptioii  of  Fruits  and  Vegeta- 
bles.— The  relationship  between  consumption  of 


Obesity 

Figure  5. 


Table  9.  Age  and  Prevalence  of  Obesity 


Age  group 

Severely  Obese 
Level  II 

Moderately  Obese 
Level  I 

Not  Obese 
Level  0 

18-24 

4.16 

8.84 

8700 

25-34 

7.05 

14.35 

78.60 

35-44 

9.84 

19.54 

70.62 

45-54 

11.80 

22.49 

65.71 

55-64 

7.12 

22.22 

70.66 

65+ 

6.92 

18.41 

74.66 

Age  and  Obesity 


Age  Group 


Figure  6. 


down,  which  may  be  the  result  of  doctor’s  ad- 
vice or  medical  intervention,  to  overcome  the 
ravages  of  a lifetime  of  obesity. 


Table  8.  Hypertensive  Status  and  Obesity 

Severely  Obese 

Moderately  Obese 

Not  Obese 

Hypertensive 

Level  II 

Level  1 

Level  0 

Yes 

14.19 

26.00 

59.81 

No 

6.22 

15.10 

78.68 

Obesity  and  Hypertension 
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fruits  and  vegetables  and  obesity  is  shown  in 
Table  13  and  Figure  10. 

A vegetarian  diet  has  a positive  effect  on  var- 
ious risk  factors  for  disease:  these  include  usual- 
ly tower  a\'eni}>e  body  weif’lit,  lower  total  and  1.1)1. 
cholesterol  levels,  and  lower  blood  pressure.’" 
However,  the  effect  on  obesity  of  consumption 
of  fruits  and  vegetables  as  a part  of  a non-vege- 
tarian diet  is  not  known.  From  the  data  gathered 
on  consumption  of  fruits  and  vegetables,  we  could 
not  draw  any  definite  conclusions  with  regard  to 
obesity,  since  a large  number  of  people  were  ei- 
ther unsure  of  their  consumption  of  fruits  and 
vegetables  or  refused  to  answer  this  question. 
However,  the  overlapping  confidence  intervals 
lead  us  to  believe  that  the  association,  positive  or 
negative,  between  obesity  and  consumption  of 
fruits  and  vegetables  as  a part  of  the  usual  non- 
; vegetarian  diet  is  at  best  weak. 

Discussion 

We  see  that  more  women  than  men  are  severely 
obese.  For  men,  severe  obesity  implies  a BMI 
exceeding  31.1,  whereas  women  are  classified  as 
severely  obese  when  BMI  exceeds  32.3.  Since 
more  women  are  obese  than  men,  special  efforts 
must  be  targeted  tow  ard  women  to  achieve  low- 
er prevalence  of  overweight. 

Although  minorities  do  not  comprise  a large 
proportion  of  the  brfss  sample,  with  the  data  we 
had,  we  found  a higher  prevalence  of  overweight 
in  the  minorities  (except  Asian)  and  we  suggest 
that  special  efforts  be  made  to  reach  the  mem- 
bers of  the  minority  communities,  especially 
women,  for  achieving  the  weight-reduction  ob- 
jective. 

Reduction  of  smoking,  especially  among 
women  of  child-bearing  age,  is  extremely  impor- 
tant. But,  as  we  mentioned  above,  a reduction  in 
the  rates  of  smoking  may  lead  to  an  increase  in 
the  prevalence  of  overweight.  Special  efforts 
should  ensure  that  ex-smokers  adopt  a more 
^ healthy  lifestyle,  including  regular  exercise  and 
healthy  eating  habits.  Health  professionals,  es- 
pecially health  educators,  should  plan  their  in- 
tervention efforts  accordingly. 

Overweight  is  definitely  associated  with  hy- 
pertension which,  in  turn,  can  cause  numerous 
chronic  diseases.  Reduction  of  overweight  could 
be  beneficial  in  many  ways,  especially  to  hyper- 
tensives, and  they  need  to  be  targeted  for  weight 
reduction  efforts. 

I Age  is  unquestioningly  assumed  to  be  a risk 
i factor  for  obesity,  but  this  need  not  be  so.  Unless 
I a pathological  condition  exists,  increase  of  weight 
I is  not  something  that  happens  naturally.  Inher- 
I ent  acceptance  of  increasing  weight  with  age  needs 
j 


Table  10.  Hysterectomy  and  Obesity 


Severely  Obese 

Moderately  Obese 

Not  Obese 

Hysterectomy 

Level  II 

Level  1 

Level  0 

Yes 

8.83 

24.52 

66.65 

No 

7.07 

16.70 

76.23 

Hysterectomy  and  Obesity 


Yes  No 

Hysterectomy 


Figure  7. 


Table  11.  Diabetes  and  Obesity 

Severely  Obese 

Moderately  Obese 

Not  Obese 

Diabetic 

Level  II 

Level  1 

Level  0 

Yes 

23.61 

27.61 

48,78 

No 

7.26 

17.49 

75.25 

Obesity  and  Diabetes 


Figure  8. 


Table  12.  Sedentary  Lifestyle  and  Obesity 

Severely  Obese 

Moderately  Obese 

Not  Obese 

Sedentary  Lifestyle 

Level  II 

Level  1 

Level  0 

Yes 

9.88 

17.65 

72.47 

No 

5.63 

15.93 

78.44 
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to  be  challenged.  With  most  persons,  weight  can 
be  kept  at  a healthy  level  with  proper  care  in 
adopting  an  active  physical  lifestyle  and  good 
eating  habits,  thereby  avoiding  the  nocuous  ef- 
fects of  overweight  as  a person  ages. 

We  did  not  find  any  association  between  hys- 
terectomy and  severe  obesity;  however,  we  did 
find  a significant  difference  in  the  prevalence  of 
moderate  obesity  among  those  women  who  have 
had  a hysterectomy. 


Obesity  and  Sedentary  Lifestyle 


25 


Level  II  Level  I 

Obesity 


Figure  9. 
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Table  13.  Consumption  of  Fruits  and  Vegetables  and  Obesity 


Servinas  Per  Day 

Severely  Obese 
Level  II 

Moderately  Obese 
Level  1 

Not  Obese 
Level  0 

Never/less  than  one 

18.51 

14.85 

66.64 

1 -2  times 

9.31 

15.37 

75.32 

3-4  times 

6.12 

19.13 

74.75 

5+  times 

9,01 

14.45 

76.54 

Unknown/refused 

8.03 

17.85 

74.12 

Fruit  & Vegetable  Servings  and  Obesity 


per  day  Refused 


Figure  10. 


Diabetes  and  overweight  are  definitely  asso- 
ciated. Obesity  can  be  a causative  factor  for  dia- 
betes and  reduction  in  overweight  can  lead  to  a 
reduction  of  prevalence  of  diabetes.  However,  if 
a person  is  diabetic,  we  consider  it  important  for 
him/her  to  make  serious  efforts  at  weight  reduc- 
tion under  the  strict  supervision  of  his/her  physi- 
cian. Weight  reduction  can  help  mitigate  the  se- 
quelae of  diabetes. 

A physically  active  lifestyle  can  be  a major 
factor  in  reducing  the  prevalence  of  severe  obe- 
sity. Even  when  it  does  not  result  in  weight  re- 
duction, a physically  active  lifestyle  has  many 
benefits  and  can  help  us  ward  off  many  chronic 
disea.ses. 

We  found  no  association  between  consump- 
tion of  fruits  and  vegetables  and  overweight  con- 
dition. Perhaps,  with  additional  data,  clearer  as- 
sociations may  emerge. 

Conclusion 

It  is  well  known  that  obesity  is  associated  with 
many  risk  factors;  we  have  attempted  to  investi- 
gate the  relationship  between  these  risk  factors 
and  obesity.  Among  the  risk  factors,  a sedentary 
lifestyle  is  perhaps  the  most  easily  modifiable  one 
and  an  active  lifestyle  can  confer  numerous  ben- 
efits on  those  who  take  even  moderate  amounts 
of  exercise.  The  most  deadly  duo  is  a physically 
inactive  lifestyle  and  obesity.  It  is  unfortunate  that 
the  prevalence  of  physical  inactivity  among  se- 
verely obese  persons  is  high.  We  feel  that,  in 
addition  to  modifying  other  risk  factors,  weight 
reduction  and  leading  a physically  active  life  are 
the  two  most  important  steps  for  preventing  chronic 
disea.se. 

The  data  for  Oklahoma  paint  a picture  that 
should  lead  to  urgent  action  on  the  part  of  all  health 
profe.ssionals. 

The  next  millennium  will  dawn  after  three  and 
one-half  years  (a  short  time  for  modifying  risk 
factors  in  communities)  and  we  still  have  a long 
way  to  go.  j) 
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Leaders  in  Medicine 


He  didn't  see  then  nor  for  decades  afterward  that  what  he  had  done  in 
1941  was  the  kernel  of  an  idea  with  enormous  potential  application. 

Raybume  W.  Goen,  MD: 

Looking  to  the  Future 


Story  by  Richard  Green 
Photography  by  Robert  Taylor 
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Tex  Goen's  computer  project,  if  marketed  successfully,  would  streamline  the 
world  of  medical  records  by  providing  a system  that  would  drastically 
cut  time  and  costs  and  be  accessible  and  easy  to  use 

by  all  doctors,  clinics,  and  hospitals. 


fter  fifty  years  of  practicing  internal 
medicine,  Rayburne  “Tex”  Goen  retired 
last  year  and  lives  quite  comfortably 
with  Sally,  his  wife  of  58  years,  in  one  of  Tul- 
sa’s fashionable  and  beautiful  neighborhoods 
out  near  71st  and  Lewis.  But  at  age  83,  he  is 
putting  the  finishing  touches  on  a project  that 
may  make  him  wealthy  long  before  his  life 
runs  its  natural  course.  (His  father  died  at  age 
93  and  he  thinks  he  will  live  even  longer.) 

Not  that  wealth  or  even  acclaim  were  his 
prime  motives  in  devoting  so  much  of  his  time 
over  the  last  three  years  to  the  project.  He  al- 
ready had  financial  security  and  was  still  prac- 
ticing full  time  when  he  began  entering  the 
information  into  his  computer.  It  was  chiefly 
the  challenge  of  the  thing.  You  hear  that  word 
challenge  or  a variation  of  it  over  and  over  as 
Tex  responds  to  questions  about  his  life  and 
times.  Fascinating  runs  a close  second.  In  this 
case,  the  “challenge”  was  “fascinating”  in  try- 
ing to  meet  such  a crying  and  universal  need. 

Goen’s  project,  if  marketed  successfully, 
would  streamline  the  world  of  medical  records 
by  providing  a system  that  would  drastically 
cut  time  and  costs  and  be  accessible  and  ea.sy 
to  use  by  all  doctors,  clinics,  and  hospitals. 

In  a sense,  his  project  got  started  way  back 
during  World  War  II  when  Lt.  Goen,  at  Fitzsi- 
mons  General  Hospital  in  Denver,  was  inun- 
dated by  servicemen  needing  histories  and 
physicals.  Since  the  Army  demanded  adequate 
documentation,  record  keeping  kept  him 
bogged  down  and  constantly  behind.  Out  of 


The  Leaders  in  Medicine  biographies 
were  begun  in  1981  to  recognize  and 
honor  Oklahoma's  most  outstanding 
medical  doctors  and  their  contributions  to 
their  communities  and  state.  This  story  is 
the  32nd  in  that  ongoing  series. 


desperation,  he  developed  an  inspired  idea.  He 
designed  a template  in  longhand  for  a normal 
H&R  Then,  when  positives  turned  up  either  on 
the  history  or  through  the  physical,  he  would 
write  them  on  a separate  sheet.  The  transcrip- 
tionist  used  the  template  and  Goen’s  notes  to 
complete  the  documentation,  and  all  he  had  to 
do  then  was  proof  the  transcription.  It  met  the 
Army’s  need  and  his  need. 

But  he  didn’t  see  then  nor  for  decades  after- 
ward that  what  he  had  done  in  1941  was  the 
kernel  of  an  idea  with  enormous  potential  ap- 
plication. His  system,  which  other  doctors  are 
pilot  testing,  is  much  more  comprehensive  and 
light  years  more  sophisticated  than  his  original 
model.  Although  the  new  system  is  vastly 
more  powerful  and  utilitarian,  encompassing 
not  just  H&Ps  but  the  entire  sphere  of  internal 
medicine,  it  is  even  easier  and  quicker  to  use. 
Such  is  often  the  ca.se  today  when  creativity 
and  experience  meet  computer  technology.  Be- 
fore he  retired,  his  total  time  spent  thoroughly 
documenting  the  average  office  visit  was  three 
minutes,  five  minutes  for  a more  complicated 
case. 

Metaphorically,  Goen  thinks  he  may  be 
riding  the  crest  of  a wave  that  is  breaking. 
Managed  health  care  is  demanding  more  and 
better  documentation  and  greater  speed  and 
efficiency.  He  is  enthusiastic  about  his  medical 
records  system,  in  part,  because  he  is  constitu- 
tionally sanguine,  but  not  to  the  point  of  wear- 
ing blinders.  As  his  daughters  attest,  he  is  up- 
beat about  everything. 

Despite  suffering  a heart  attack  in  1990  and 
having  melanoma  surgery  the  mid-198()s,  he 
seems  to  be  in  robust  good  health.  He  acts  and 
moves  about  like  a man  twenty  or  thirty  years 
younger.  Although  he  is  of  average  size  and 
build  and  looks  nothing  like  LBJ,  Goen’s  Tex- 
as drawl  sounds  remarkably  like  the  former 
president’s.  And  like  Johnson,  Goen  ascended 
from  rural  poverty  during  America’s  Jazz  Age. 
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One  of  Raybiime  Goen's  earliest’s  memo- 
ries is  of  his  mother’s  funeral.  He  was 
only  2 that  day  in  1916  and  while  he  has 
nt)  memory  whatever  of  his  mother,  he  dis- 
tinctly recalls  pointing  out  to  his  grandmother 
the  tlowers  on  the  gray  buggy  (that  contained 
her  coffin).  Nellie  Tucker  had  married  Finis 
Goen  only  two  years  before,  a blending  of  his 
Dutch  with  her  English  background.  But  tuber- 
culosis, which  had  claimed  the  life  of  three  of 
her  sisters,  al.so  killed  her.  The  young  couple 
must  have  been  very  much  in  love  because  Fi- 
nis was  not  only  devastated,  he  was  disabled. 
He  couldn’t  cope  with  raising  his  son  alone 
and  so  after  arranging  for  young  Rayburne  to 
stay  with  Nellie’s  family,  he  enlisted  in  the 
Army,  either  to  get  as  far  away  as  possible 
from  the  tragedy  or  hoping  perhaps  to  die  he- 
roically in  World  War  I.  He  eventually  wound 
up  in  France,  but  because  he  was  a skilled  car- 
penter, he  spent  his  hitch  constructing  airplane 
wings. 

After  a short  stay  with  his  maternal  grand- 
mother, Rayburne  was  delivered  to  his  paternal 
grandmother,  Annie  Goen,  a kindly  and  reli- 
gious but  tough  and  resilient  widow,  who  eked 
out  a living  for  herself  and  her  grandson  on  a 
small  farm  near  Altus.  They  lived  alone  and 
spent  much  of  their  time  together  until  the  boy 
was  about  16;  from  her,  he  learned  the  value  of 
integrity  and  hard  work.  Though  she  had  not 
graduated  from  grammar  school  and  was  un- 
pretentious and  unambitious,  she  encouraged 
him  to  read  and  he  began  checking  out  library 
books,  which  he  used  as  a means  to  create  a 
fantasy  life  away  from  the  drudgery  of  the  un- 
relenting farm  chores. 


They  were  very  poor,  but  at  least  they  were 
in  the  majority  in  Jackson  County.  Al- 
though Annie  Goen  was  a virtuous  wom- 
an, she  was  not  without  weaknesses.  One  of 
them  was  an  unrealistic  fear  of  storms.  Many 
was  the  time  that  she  and  Ray  scuttled  across 
the  yard  and  down  the  old  rickety  stairs  into  a 
dark  earthen  dugout  that  served  as  a tornado 
shelter.  They  were  all  false  alarms  except  once 
when  Ray  was  10.  “Ray,  Ray,  wake  up,  quick, 
there’s  a storm  a-comin’,’’  she  said  shaking  her 
grandson  awake.  They  were  immediately 
soaked  and  buffeted  by  the  rain  that  was  blow- 
ing almost  sideways. 

By  the  time  Annie  pulled  the  storm  door 
down,  water  was  already  leaking  into  the  dug- 


By  the  time  his  World 
War  II  military  service 
ended,  Tex  Goen  had 
attained  the  rank  of 
lieutenant  colonel. 


out.  Annie  lit  the  kerosene  lantern  and  Joined 
Ray  on  the  feather  mattress  to  wait  out  the 
storm.  Ray  returned  to  sleep  but  was  awakened 
by  a roar  that  sounded  Just  like  a speeding  train 
crossing  a trestle.  To  his  horror,  Ray  .saw  the 
storm  door  violently  bouncing  up  and  down, 
then  he  noticed  that  his  grandmother  was  pray- 
ing. The  water  was  ankle  deep  on  the  dugout 
floor. 

Suddenly,  the  storm  door  was  wrenched 
away  and  abruptly  disappeared,  taking  the  at- 
tached stairs  with  it.  Rain  cascaded  into  the 
dugout  as  Annie  and  Ray  tried  in  vain  to  climb 
out.  Soon  the  water  level  was  hip  deep  and  ris- 
ing. The  feather  mattress  was  floating  so  Annie 
climbed  on  it  while  Ray  hung  on.  With  su- 
preme effort,  Ray  managed  to  clamber  out  of 
the  hole  and  pull  his  grandmother  to  safety,  but 
she  was  unconscious  and  not  breathing.  He 
began  doing  a primitive  form  of  artificial  respi- 
ration he  had  learned  in  Boy  Scouts,  and  soon 
she  came  to.  At  dawn,  still  clinging  to  the 
hump  of  land  that  formed  the  surface  of  the 
storm  shelter,  they  saw  that  their  house  was 
gone.  Amazingly,  it  was  pretty  much  still  intact 
but  sitting  several  yards  away  in  Turkey  Creek. 
Later  that  day,  their  neighbors  helped  them 
pull  it  from  the  creek  and  anchor  it  to  a crude 
foundation  not  far  from  where  it  had  been. 

Life  went  on. 

After  the  war.  Finis  returned  home  and  by 
the  time  Ray  was  12,  he  was  spending  the 
summers  with  and  working  for  his  father,  who 
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This  photo  of  Tex  Goen 
was  token  at  the  time  of 
his  graduation  from 
medical  school. 


was  trying  to  make  it  as  a housing  contractor. 
But  the  economy  was  bad  and  Finis,  who  was 
remarried  to  a good  woman,  somehow  stum- 
bled into  law  enforcement  as  the  Great  Depres- 
sion swept  across  the  land.  In  junior  high,  Ray- 
burne  lived  with  his  father  and  stepmother  in 
the  jail  in  Tulia,  Texas.  His  room  was  actually 
a jail  cell.  Later,  he  spent  his  final  two  years  of 
high  .school  with  them.  He  was  the  class  vale- 
dictorian (out  of  39  students)  and  had  become 
interested  in  a medical  career,  through  the  en- 
couragement of  Dr.  McCasland,  the  town’s 
dentist.  Once,  he  arranged  for  Ray  to  watch  an 
appendectomy  performed  by  a physician  in 
town,  but  Ray  fainted  and  had  to  be  dragged 
from  the  O.R.  bleeding  and  suffering  from  a 
broken  rib. 


One  of  Dr.  Goen's 
hobbies  has  been  the 
carving  of  miniature 
boots  and  shoes. 


AS  a valedictorian  in  Texas,  Rayburne  got 
a full  tuition  scholarship  and  intended  to 
matriculate  to  Baylor.  That  summer  of 
1931,  he  moved  to  Waco  and  worked  for  a 
bank  collecting  crops  from  all  the  failed  and 
foreclo.sed-upon  farms  in  the  area.  The  job 
ended  in  August  and  since  his  salary  had  been 
only  $1  a day,  he  couldn’t  save  enough  money 
to  make  ends  meet  and  could  not  find 
another  job. 

Lubbock  had  a new  .state  college  called  Tex- 
as Tech  and  Rayburne  knew  someone  there 
who  got  him  a job  that  provided  room  and 
board.  With  his  scholarship,  he  enrolled  and 
was  soon  .settled  into  an  ascetic  routine  of  farm 
work,  attending  class,  studying  and  sleeping. 

At  school,  he  loved  unlocking  the  mysteries  of 
the  sciences  and  when  he  learned  that  his  En- 
glish professor  had  never  given  any  student  an 
A,  Rayburne  resolved  to  be  the  first.  He  failed 
the  first  semester,  making  a B,  but  at  the  end  of 
the  second  semester,  his  professor 
sadly  announced  that  records  were 
made  to  be  broken  and  that  Rayburne 
Goen  had  indeed  made  an  A. 

He  accepted  an  invitation  to  visit 
his  Aunt  Eva  (a  sister  of  his  mother) 
and  Uncle  .lohnny  in  Denver  that 
summer.  While  there,  Christian  .Scien- 
tist Aunt  Eva  encouraged  him  to  at- 
tend the  University  of  Colorado  in 
Boulder  and  promised  to  help  him 
financially  even  though  she  under- 
stood that  his  ambition  was  to  be- 
come a physician.  With  a tran.script  of 
nearly  all  A's  in  hand,  he  was  granted 
resident  slalus  at  CU  and  with  the  fi- 
nancial help  of  his  aunt  and  uncle. 


he  enrolled  at  Boulder.  Following  Altus  and 
Tulia,  Boulder  must  have  seemed  like  the  Land 
of  Oz  to  Rayburne. 

Shortly  after  arriving,  he  acquired  a new 
nickname,  “Tex,”  which  has  stuck  for  life. 
During  his  two  years  at  CU,  Tex  never  made 
anything  less  than  an  A and  was  selected  to  Phi 
Beta  Kappa.  He  says  he  was  motivated  mainly 
out  of  fear,  fearing  that  without  excellent 
grades  he  would  not  be  accepted  into  medical 
.school.  He  worked  in  Boulder  and  Denver  dur- 
ing the  school  year  and  on  the  wheat  harvest  in 
the  summers. 

Tex  scarcely  had  time  to  get  to  know  his 
roommate  during  his  junior  year.  His  room- 
mate was  also  busy,  making  excellent  grades 
and  starring  on  the  gridiron  for  the  Golden 
Buffaloes,  in  fact,  being  named  an  All-Ameri- 
can. It  is  too  bad  these  two  young  men  didn’t 
have  time  to  get  to  know  one  another  better, 
becau.se  a mutually  stimulating  friendship  al- 
most surely  would  have  developed.  Goen's 
roommate  was  Byron  “Whi/./.er”  White,  who 
was  later  appointed  by  President  Kennedy  to 
the  U.S.  .Supreme  Court. 


Tex  received  an  application  for  a Rhodes 
Scholarship  before  he  left  the  Boulder 
campus  in  1935,  but  by  then  he  had  been 
accepted  by  CU’s  medical  school  in  Denver. 
Although  he  still  knew  virtually  nothing  about 
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ihe  life  of  a doctor,  he  was  inniieiiced  by  other 
forces  and  factors.  For  some  time,  he  had  be- 
lieved (incorrectly)  that  if  a doctor  had  been 
treating  his  mother  in  1916  she  would  not  have 
succumbed  to  TB.  During  Ray's  childhood,  an 
uncle  had  died  from  a disease  diagnosed  as 
erysipelas,  a streptococcal  infection.  The  diag- 
nosing physician,  a wealthy  landowner,  told 
the  relatives  that  a serum  might  cure  the  man 
but  its  cost  was  $300,  an  amount  totally  be- 
yond their  means.  While  young  Ray  did  the 
only  thing  he  knew,  applying  cold  compresses 
to  his  uncle’s  intlamed  skin  lesions,  the  man 
suffered  a slow,  delirious,  and  painful  death. 
Ray  felt  very  deeply  the  need  to  help  people 
like  his  mother  and  uncle  and  he  hated  the 
helpless  feeling  of  not  knowing  what  to  do. 
What  he  didn't  understand  growing  up  was 
that  the  doctors  often  didn't  know  what  to 
do  either. 

Fortunately,  that  would  begin  to  change 
dramatically  before  Rayburne  began  his 
practice.  But  during  his  medical  school 
training,  the  art  of  medicine  was  diagnosis. 
That  preoccupation  with  gathering  all  the  de- 
tails from  histories  and  physicals,  from  gaining 
expertise  in  seeing,  feeling,  smelling,  and  hear- 
ing and  paying  attention  to  the  patients,  paid 
huge  dividends  throughout  his  medical  career. 
On  the  first  day  of  class.  Dean  Rees  made  a 
powerful  speech  to  the  class  of  fifty-two,  one 
that  Goen  still  remembers  sixty  years  later. 
“From  this  day  on,  you  will  be  expected  to 
look  and  act  like  physicians.  Confidentiality  is 


of  the  utmost  importance.  You  will  see  trying 
and  very  grueling  things.  People  will  die  in 
spite  of  what  you’ve  done  and  occasionally 
because  of  what  you've  done.” 

Many  of  his  classmates  relieved  tension 
with  marathon  poker  games.  Tex  had  his  nose 
to  the  grindstone  from  Day  One.  “1  didn't  have 
the  money  to  lose,  and  I would  have  felt  dere- 
lict to  my  father  and  Aunt  Eva,  who  were  help- 
ing me  financially,  if  I had  been  goofing  off,” 
he  says.  And  for  that  matter,  1 wanted  to  read 
the  books  and  see  my  patients.”  Studying  obvi- 
ously was  not  a chore,  for  Tex  won  prizes  in 
pathology,  anatomy,  and  surgical  anatomy,  and 
was  elected  to  AOA.  When  he  graduated  he 
had  the  highest  grade  point  ever  earned  at  the 
medical  school,  despite  having  made  a C in 
bacteriology.  Tex  cut  classes  and  developed  an 
attitude  because  he  thought  the  professor  was 
insufficiently  serious  and  poorly  prepared. 

Clinically,  Tex  benefitted  chiefly  from  Dr. 
James  J.  “Gentleman  Jim”  Waring,  who  had 
been  a student  of  the  great  Sir  William  Osier  at 
Johns  Hopkins  University.  He  was  a role  mod- 
el par  excellence  because  in  Tex’s  opinion 
Waring  had  every  attribute  of  a great  physi- 
cian. But  he  was  not  a surgeon  and  it  seemed 
to  Tex  that  helping  patients  in  the  1930s  was 
.spelled  s-u-r-g-e-r-y. 

Still,  Tex  was  fascinated  with  all  the  clerk- 
ships and  rotations  except  ear,  nose,  and  throat. 
The  ENTs,  he  thought,  were  all  “arrogant, 
foul-mouthed,  and  ineffective.”  As  primitive  as 
psychiatric  treatment  was  then,  some  patients 
improved.  Manics  cooled  down  in  warm  baths. 


Tex  Goen  and  his  sons 
built  this  family  cabin 
on  Fort  Gibson  Lake. 
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Depressed  patients  gen- 
erally improved  follow- 
ing electro-shock  thera- 
py, but  before  muscle 
relaxants  were  avail- 
able, many  of  them  suf- 
fered cracked  vertebrae 
or  ribs.  The  treatment 
was  barbaric  but  effec- 
tive. Of  the  non-surgical 
specialties,  Goen 
thought  cardiology  was 
the  most  advanced  sci- 
entifically. Even  then, 
there  were  a variety  of 
instruments  and  tech- 
niques for  detecting  car- 
diac abnormalities. 

One  could  often  see 
the  abnormal  pulse  in 
the  jugular  vein.  Ede- 
ma, or  dropsy,  could  be 
felt;  a variety  of  heart 
murmurs  could  be  heard  with  a stethoscope, 
and  myocardial  infarctions  and  heart  arrhyth- 
mias could  be  detected  by  an  EKG.  Enlarged 
hearts  could  be  delineated  on  x-rays.  Blood 
tests  provided  some  useful  information,  such 
as  the  presence  of  bacterial  endocarditis.  Treat- 
ments, however,  lagged  years  behind. 

Until  1938,  Tex  got  around  by  hitchhiking 
or  using  a railroad  pass  given  to  him  by  his 
Uncle  Johnny.  But  the  summer  before  his  jun- 
ior year  he  found  a car.  He  had  been  working 
in  a gold  mine  and  living  in  a nearby  mining 
town.  One  day  he  happened  upon  a 1930 
Chevrolet  that  had  been  almost  destroyed  in  a 
fire.  While  the  upholstery,  body,  tires,  and  wir- 
ing had  been  burned,  the  engine  and  transmis- 
sion appeared  to  be  intact.  Goen  paid  the  own- 
er $20  and  then  bought  a battery,  wiring, 
wire-spoke  wheels,  tires,  and  a radiator  hose. 
His  seat  was  a dynamite  box  placed  across  the 
frame  and  he  used  the  metal  spokes  of  the 
burned-out  steering  wheel  as  a tiller.  Within 
two  weeks  Tex’s  transportation  sputtered  to 
life.  Later,  he  acquired  from  a junk  dealer  a 
roadster  body  which  was  lowered  into  place  on 
the  frame.  Tex  painted  the  body  fire-engine  red 
and  obtained  a white  canvas  top.  Total  cost: 
less  than  $100. 

Tex’s  wheels  came  just  in  time.  He  was 
planning  to  ask  Sally  LeMaster  to  marry  him. 
He  had  been  eyeing  her — an  x-ray  tech  at  the 
hospital — for  some  lime  before  he  got  up  the 
courage  to  ask  her  for  a date.  The  date  went 
well;  Sally  was  an  exceptional  conversational- 


Goen, who  is  self- 
taught,  enjoys  playing 
the  harmonica  for 
relaxation. 


ist  and  was  able  to  draw  out  the  girl-shy  and 
unsophisticated  Tex.  After  several  more  dates, 
he  was  seeing  her  every  day  and  it  was  clear 
that  they  were  both  in  love.  They  were  married 
between  Tex’s  junior  and  senior  years  and 
soon  afterward  he  wrote  her  a little  poem.  He 
has  written  her  other  poems  periodically  ever 
since,  and  on  this  past  July  10,  he  penned  an- 
other one  for  her  on  their  fifty-eighth  wedding 
anniversary. 

*** 

Tex  became  Dr.  Goen  in  1939  and  began 
his  internship  at  Denver  General  Hospi- 
tal. He  had  worked  as  an  extern  there 
during  his  last  two  years  of  medical  school  and 
knew  that  he  would  be  free  to  progress  at  his 
own  pace.  He  was  thrilled  to  be  there,  learning 
and  performing  many  new  procedures  and 
dealing  with  different  people  presenting  chal- 
lenges, mysteries,  and  problems.  He  got  so  car- 
ried away  with  the  work  one  week  that  a hos- 
pital official  felt  constrained  to  ask  him  had  he 
really  worked  126  hours.  You  bet! 

It  was  a continuous  learning  experience, 
and  some  of  the  lessons  were  quite  galling. 
Some  of  these  occasionally  came  in  threes.  In 
his  very  first  rotation  in  the  hospital’s  conta- 
gion ward,  Goen  lost  a young  woman  to  diph- 
theria despite  treating  her  every  two  hours  with 
antitoxin,  holding  her  hand,  reading  everything 
he  could  on  diphtheria  in  the  library,  and  con- 
ferring with  attendings.  He  had  done  every- 
thing possible  but  it  hadn’t  been  enough.  He 
says  for  the  next  few  days  he  was  “depressed 
almost  beyond  endurance.’’  Sally  helped  by 
reminding  him  that  everybody  has  to  die  some- 
time and  that  he  was  not  God. 

But  as  he  was  starting  to  get  his  spunk  back, 
he  saw  a 15-year-old  girl  in  the  emergency 
room  who  after  stumbling  and  injuring  herself 
had  not  regained  the  use  of  her  legs.  She  also 
had  trouble  swallowing  and  a terrible  head- 
ache. After  a brief  examination,  he  knew  the 
girl  had  polio.  After  admitting  her  to  the  conta- 
gion ward,  he  went  to  the  library  and  found  an 
article  reporting  that  large  intravenous  doses  of 
vitamin  C over  a period  of  two  or  three  days 
could  modify  the  course  of  the  disease.  With 
the  parents’  permission,  he  began  the  treatment 
and  then  sat  with  the  girl  in  the  evening  and 
witnessed  the  paralysis  gradually  consume  her 
body.  When  she  began  experiencing  respirato- 
ry distress,  Goen  prevailed  on  the  attending, 
the  hospital  administrator,  and  finally  the  may- 
or of  Denver  to  procure  an  iron  lung.  One  was 
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obtained  from  Cleveland  and  arrived  in  time  to 
save  the  girl's  life.  But  Goen  again  had  learned 
an  important  le.s.son  the  hard  way;  in  that  ease, 
to  regard  with  suspicion  the  report  of  any  new 
therapy  that  had  not  been  confirmed  by  other 
critical  investigators. 

His  most  painful  lesson  involved  a taxicab 
driver  brought  to  the  emergency  room  with 
signs  and  symptoms  suggesting  a perforated 
ulcer.  The  resident  and  attending  both  agreed 
with  Goen’s  assessment  and  the  patient  was 
prepared  for  surgery.  Dr.  Sawyer  performed 
the  operation  and  after  finding  no  ulcer  or  any- 
thing else  remarkable  asked  Goen  what  the  x- 


ray  had  shown.  “1  didn’t  get  one.  He  has  such 
typical  findings...” 


Get  a portable  chest  x-ray  on  him  after 
you  get  him  out  of  the  O.R.,”  Sawyer 
interrupted.  “1  think  this  man  has  pneu- 
monia. You  close  him  up  and  be  thinking  about 
what  you  will  do  if  he  has  pneumonia.”  And  he 
left  the  O.R.  Goen’s  brain  felt  numb  but  some- 
how he  got  through  the  operation.  The  x-ray 
showed  right  lower  lobe  pneumonia,  which 
proved  to  be  the  frequently  deadly  type  111 
pneumococcus.  Over  the  next  thirty-six  hours, 


Dr.  Goen  and  his  wife, 
Sally,  enjoy  looking 
through  some  of  their 
old  photos. 
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Yet  another  of  Goen's  as  Goen  administered  antiserum  and  glucose, 
hobbies  is  raising  never  left  the  man’s  side,  glumly  watching 
°b'°k  " d his  condition  deteriorate  inside  the  oxygen 
^ tent. 

The  pulse  speeded  to  160  beats  while  the 
labored  respiration  began  slowing...  and 
stopped.  Goen  vainly  attempted  to  bring  the 
man  back  with  a shot  of  adrenaline  into  the 
heart.  When  Goen  told  the  man’s  wife  that  he 
had  passed  away,  she  became  hysterical.  He 
put  his  arms  around  her,  not  knowing  what  to 
say.  Probably  out  of  his  religious  faith  that  was 
fostered  by  Annie  Goen,  he  .said:  “It  was  the 
Lord’s  will  that  your  husband  not  live.”  It  was 
such  a platitude  and  sounded  so  hollow.  But 
strangely,  the  remark  .seemed  to  help  a little. 
Again,  Sally  helped  Tex  get  through  this  trage- 
dy. He  had  learned  a lot  but  the  price  had  been 
very  high.  The  cab  driver,  he  realized,  had  paid 
the  ultimate  price. 


Goen  knew  he  would  never  forget  these 
early  patients  and  indeed,  when  he 
wrote  his  autobiography  in  1986,  he 
described  their  cases  in  detail.  Actually,  a large 
portion  of  the  autobiography  is  devoted  to  de- 
scribing interesting  or  instructive  cases.  They 
seem  to  reflect  the  progress  of  medicine 
throughout  Goen’s  career. 

Even  as  absorbed  in  his  internship  as  he  had 
been,  Goen  knew  by  January  1941  that  he 
would  be  drafted  sooner  or  later.  So  he  enlisted 
and  fortunately  was  assigned  to  the  Army’s 
Fitzsimons  General  Hospital  in  Denver.  He  .still 
wanted  to  be  a surgeon,  but  when  the  hospi- 
tal’s commander.  Colonel  Wright,  asked  him 
what  he’d  like  to  do,  Goen  said  he  was  at  his 
service.  “Good,”  Wright  said,  “you’ll  be  in  the 
medical  service.” 

Although  Goen  didn’t  realize  it  then,  his 
answer  helped  nail  shut  the  door  to  a surgical 
career.  He  was  assigned  to  a 200-bed  TB  ward 
and  soon  became  proficient  in  administering 
the  pneumothorax  and  assaying  x-rays  and  flu- 
oroscopy. Twenty-four  days  before  his  hitch 
was  up,  he  was  reading  the  Sunday  paper  when 
the  phone  rang.  The  caller  said,  “The  Japs 
bombed  Pearl  Harbor.  Turn  on  your 
radio.” 

“That’s  terrible,”  Goen  .said  reflexively,  try- 
ing to  recall  where  or  what  Pearl  Harbor  was. 
He  hung  up  the  phone  and  told  Sally;  then  it 
dawned  on  him,  “That’s  us!”  Then  with  anoth- 
er flash  of  recognition  he  knew  that  there  was 
no  sense  to  continue  counting  the  days  until 
his  discharge.  Although  he  might  have  felt  un- 
lucky then,  as  things  turned  out,  Goen  was  in 
the  right  place  at  the  right  time.  For  he  spent 
the  next  four  years  at  Fitzsimons  and  when  he 
was  di.scharged  as  a lieutenant  colonel,  he  was 
so  well  prepared  in  internal  medicine  that  he 
took  and  passed  his  boards  and  orals  without 
any  studying.  By  then,  he  and  Sally  were  rais- 
ing two  sons,  Rayburne,  Jr.  (more  often  called 
Tex,  Jr.),  and  Bill.  He  had  wanted  to  practice  in 
Denver,  but  the  Mile-High  City  already  had 
plenty  of  internists  and  more  and  more  were 
streaming  in.  He  ran  into  an  old  medical 
school  classmate  who  told  him  that  Tulsa 
needed  doctors  and  that  he  ought  to  check 
it  out. 

He  and  Sally  gathered  up  all  their  gasoline 
coupons  and  with  some  careful  calculating  de- 
cided that  they  could  make  the  1,400  mile 
round-trip.  To  save  gasoline  and  tires,  the  high- 
way speed  limit  was  m.p.h.  They  checked 
into  a downtown  hotel,  and  the  next  morning 
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the  Newcomers  Club  called  to  welcome  them 
to  Tulsa.  Before  they  left  town,  they  had 
bought  a house  and  signed  a five-year  lease  on 
an  office.  On  the  long  trip  back  to  Denver, 
Goen  mused  to  himself.  My  God,  what  have 
u e done  ? 

♦ ♦♦ 

Tex  Goen  had  a patient  even  before  his 
office  opened  at  Sixth  and  Main.  The 
man  installing  his  phone  asked  him  to 
make  a house  call  on  his  ill  wife.  Goen  went 
home  for  lunch  on  his  first  day  of  practice,  but 
he  says  that  never  happened  again.  From  the 
second  day  on  he  was  busy  doing  H&Ps  ($15) 
on  returning  servicemen  for  the  VA,  seeing 
patients  in  his  office  (S3),  making  several 
house  calls  ($5)  every  day,  and  starting  a pneu- 
mothorax clinic  for  TB  patients  (gratis)  at  a 
Tulsa  public  health  clinic.  But  St.  John  Medi- 
cal Center  in  1946  was  a closed  shop  to  new 
doctors  and  he  could  not  get  privileges  there 
until  surgeon  Hayes  Yandell  intervened.  Goen 
would  later  become  chief  of  the  hospital’s 
medical  service  and  vice  president  of  the  medi- 
cal staff 

When  St.  Francis  was  getting  underway,  he 


chaired  the  bylaws  committee,  was  chief  of  the 
medical  .section,  and  became  the  hospital’s 
third  president  of  the  medical  staff  He  believes 
he  was  elected  because  he  was  recognized  as  a 
problem  solver  and  conciliator.  Once  at  St. 
Francis,  a surgeon  had  been  complaining  loud- 
ly, frequently,  and  indiscriminately  about  not 
getting  any  morning  O.R.  time.  “I  decided  to 
investigate  and  found  that  the  surgeon’s  opera- 
tions were  taking  twice  as  long  as  his  peers 
doing  the  same  procedures,  that  the  complica- 
tion rate  was  higher,  and  blood  loss  was  signif- 
icantly greater  during  his  surgeries.  So  1 pre- 
sented the  evidence  to  him  and  after  he  calmed 
down,  he  said  he  had  no  idea  he  had  problems. 
It  was  an  educational  experience  that  was  good 
for  him,  his  patients,  and  the  hospital.” 


By  the  end  of  the  forties,  Tex  and  Sally 
decided  it  was  time  for  more  children. 
They  matched  their  two  little  boys  with 
two  little  girls,  Becky  and  Deedie.  The  chil- 
dren were  raised  by  Sally  while  Tex  provided 
for  them.  Although  he  missed  a lot  of  their 
sporting  and  school  events,  Sally  says  he  at 
least  tried  to  be  there  and  managed  to  turn  up  a 
surprising  number  of  times  by  carefully  jug- 
gling his  schedule.  “When  my  patients  needed 


Another  medical  school 
graduation,  Monte's, 
brought  the  family 
together  for  this  photo. 
From  left  to  right  are 
Monte  Goen,  MD; 
Becky  Goen  Tisdal, 

MD;  Rayburne  W. 
Goen,  Jr.,  MD;  and 
Rayburne  W.  Goen, 

Sr.,  MD. 
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Tex  and  Sally  Goen 
pause  on  the  steps  of 
their  Tulsa  home. 


me,  1 couldn’t  refuse,  and  of  course  that  meant 
that  the  only  appointment  I was  ever  on  time 
for  was  the  first  one  of  the  morning,  “ Tex 
says.  “Being  chronically  late  bothered  me,  but 
not  giving  my  patients  the  time  they  deserved 
would  have  bothered  me  more.” 


They  always  had  dinner  together  as  a 
family  and  Sally  and  the  children 
would  wait  until  he  was  home  to  eat. 
“Then  Tex  would  devote  his  time  to  the  kids,” 
Sally  says.  “He  wouldn’t  sit  down  and  read  the 
paper  or  flip  on  the  TV;  he  played  with  the 
kids.  After  they  were  getting  ready  for  bed, 
he’d  go  make  house  calls  or  read  the  journals.” 
Early  on,  Tex,  Jr.,  and  Becky  showed  an 
interest  in  medicine  and  both  became  physi- 


cians. Tex,  Jr.,  became  one  of  the  most  respect- 
ed cardiovascular  surgeons  in  Tulsa  and  Becky 
became  a radiologist  practicing  in  Oklahoma 
City.  “We  both  went  into  medicine  because  of 
Dad,”  says  Becky  Tisdale,  who  is  married  to 
radiologist  Victor  Tisdale.  “I  used  to  work  in 
his  office  and  he  was  so  good  with  and  to  his 
patients.  He  would  always  touch  them  and  lis- 
ten to  whatever  they  said.  They  knew  he  cared 
about  them  as  people.  He  was  my  role  model 
and  my  hero.  He  still  is.” 

Many  physicians  his  age  consider  the  for- 
ties and  fifties  to  be  the  “golden  age  of  medi- 
cine,” but  he  considers  it  to  be  the  1980s,  when 
he  was  in  his  sixties  and  seventies.  “We  were 
still  in  charge  of  the  patients’  care  and  the  in- 
surance companies  would  pay  everything  that 
was  reasonable.  Plus,  we  had  advanced  so 
much  technologically,  and  I can’t  underempha- 
size how  impressive  that  is  to  someone  like  me 
who  was  trained  in  a pre-antibiotic  era.” 

Another  reason  that  Tex  liked  the  1980s 
best  (and  the  1970s  second  best)  is  that  he  be- 
lieves he  always  improved  as  a doctor.  Dr. 

Mike  Burkey,  a Tulsa  internist  who  practiced 
in  the  same  clinic  as  Goen  during  the  late 
1980s  and  1990s,  said  that  Tex  combined  the 
skills  he  learned  long  ago  with  an  almost  insa- 
tiable quest  for  new  knowledge.  Here  he  was 
in  his  seventies  and  was  keeping  up  medically 
better  than  most.  It’s  easy  to  get  lazy,  but  Tex 
never  left  a stone  unturned.  Medicine  truly  in- 
terested him  and  the  time  spent  with  patients 
was  no  factor — almost  to  a fault  in  some 
cases.” 

Only  for  a brief  time  in  the  mid-1980s  was 
his  interest  in  his  practice  and  patients  super- 
seded by  something  else.  When  Sally  went  to  a 
genealogical  conference  in  Washington,  D.C., 
he  decided  to  get  a lesion  on  his  right  thigh 
checked  out,  one  that  he  had  been  assiduously 
trying  to  ignore  for  months.  A biopsy  revealed 
it  was  a malignant  melanoma,  and  when  three 
of  nine  lymph  nodes  in  the  groin  proved  posi- 
tive, Goen  assumed  he  would  soon  be  dying  a 
painful,  horrible  death.  The  melanoma  was 
surgically  removed  while  Sally  was  still  away. 
He  refused  to  consider  chemotherapy,  calling  it 
poison  and  useless.  Then,  he  made  plans  for 
them  to  travel  and  “live  it  up”  before  the  can- 
cer began  to  consume  him.  At  that  point,  he 
would  commit  suicide  in  some  surreptitious 
fashion.  Before  Sally  returned,  he  thought  a lot 
about  the  methods,  but  ruled  them  out  one 
by  one. 

He  told  Sally  he’d  had  a birthmark  removed 
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and  abruptly  announced  that  they  were  going 
to  the  Orient.  She  wa.s  suspicioirs  but  happy 
and  they  .spent  three  weeks  traveling.  Tex  felt 
full  of  energy  on  the  trip  and  couldn't  under- 
stand why.  When  they  returned  to  Tulsa,  Tex 
resumed  his  practice  and  began  taking  chemo- 
therapy. He  also  started  writing  his  autobiogra- 
phy in  the  evenings  following  his  twelve-hour 
work  days. 

He  completed  the  chemotherapy  and  there 
has  been  no  recurrence  of  the  cancer.  He  did 
suffer  an  Ml  one  day  in  1990,  but  he  had  the 
got)d  sense  to  have  the  heart  attack  while  he 
was  working  in  the  hospital.  As  a fellow  of  the 
American  College  of  Cardiology,  Goen  knew 
what  was  happening  to  him,  and  as  a conces- 
sion to  his  condition,  he  took  the  elevator 
down  to  the  E.R.  instead  of  walking. 

After  a short  recovery,  Tex  resumed  his 
practice,  but  he  realized  that  he  wasn't 
having  as  much  fun  as  he  used  to.  In- 
creasingly, in  his  opinion,  the  government  and 
insurance  companies  were  interfering  with  the 
practice  of  medicine.  His  patients  had  always 
been  loyal  to  him  for  the  conscientious  and 
compassionate  care  he  rendered.  By  the  mid- 
1990s,  some  of  his  patients  were  calling  to  tell 
him  that  their  health  insurance  plans  were  forc- 
ing them  financially  to  see  other  physicians. 
Although  he  abhorred  this  trend,  he  still 


maintained  his  lifelong  constitutionally  posi- 
tive outlook  on  life.  Then  Sally  had  to  have 
back  surgery.  The  recovery  was  extended  and 
painful,  and  she  didn't  bounce  back.  She  had 
to  curtail  her  normally  busy  schedule  and  then 
had  to  stop  driving.  At  that  point,  Tex  remind- 
ed Becky  that  he  always  had  said  that  he'd  quit 
practicing  either  when  he  thought  he  was  start- 
ing to  lose  his  marbles  or  his  practice  wasn’t 
fun  anymore.  With  that,  he  said  he  was  retir- 
ing... for  the  latter  reason.  He  saw  his  last  pa- 
tient in  November  1993. 

Tex  likes  to  say  that  he  didn't  retire  from 
medicine;  he  retired  to  something  else.  That 
was  his  newly  developed  automated  and  com- 
puterized medical  records  system.  The  basis  is 
organizing  and  categorizing  a lifetime  of  prac- 
tice, and  programming  this  into  a system  that 
is  so  user-friendly  that  it  may  be  adapted  to  the 
physician's  own  preferences. 

His  daughter  Deedie  helped  him  program 
his  new  system.  “Dad  always  has  gotten  real 
excited  about  any  of  his  innovations.  He  can 
get  just  as  worked  up  discussing  one  of  his 
jerry-rigged  yardwork  gizmos  as  he  can  his 
medical  record  system.  And  I don't  mean  to 
minimize  that  system  at  all — I think  it  is  terrif- 
ic! I'm  just  saying  that  these  innovations  help 
to  keep  him  young. 

In  a sense  he  is  still  much  like  the  boy  he 
was,  living  on  that  dirt  farm  with  his  grandma 
in  southwestern  Oklahoma.  As  he  talks  about 
his  system,  detailing  the  advantages,  it  isn’t 
hard  to  picture  the  boy  coming  in  from  school, 
busting  to  tell  Annie  Goen  about  something 
new,  something  fascinating,  j 

In  his  backyard.  Dr.  Goen  admires  the  oldest  recorded 
tree  in  Tulsa.  It  was  once  used  as  an  anchor  for  a cable 
tool  oil  drilling  rig. 


Richard  Green,  an  Oklahoma  City-based  writer,  has  au- 
thored the  Journal's  Leaders  in  Medicine  biographies 
since  1985. 

Robert  Taylor,  a free-lance  photographer  in  Oklaho- 
ma City,  has  been  doing  the  accompanying  photography 
since  1992. 
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Health  Department 

Breast  Cancer  and  Oklahoma  Women 


Breast  cancer  is  the  number  one  health  problem  perceived 
1 by  women  as  documented  by  the  Gallup  poll,  a national 
telephone  survey.  This  same  perception  is  common  among 
Oklahoma  women,  but  their  demonstrated  preventive  health 
behaviors  as  to  breast  health  care  do  not  align  with  the  per- 
ception. 

Breast  Health  Care  is  defined  as: 

• Practicing  breast  self-examination  (BSE)  monthly, 

• Having  an  annual  clinical  breast  examination  by  a 
health  care  professional, 

• When  age  appropriate  having  a mammogram  at  ap 
propriate  screening  intervals,  and 

• If  finding  a breast  symptom,  seeing  your  physician 
immediately. 

Mammography  screening  is  an  inexpensive,  sensitive,  and 
effective  tool  for  early  detection  of  breast  cancer  for  women 
50  years  of  age  and  older.  The  older  the  woman,  the  greater 
is  the  sensitivity  of  the  mammogram.  To  effect  and  reduce 
breast  cancer  mortality,  at  least  80%  of  women  age  50  and 
older  should  have  a breast  clinical  examination  and  a mam- 
mogram annually.  It  has  been  estimated  that  50%  of  deaths 
from  breast  cancer  could  be  prevented  from  early  detection. 
Nationally,  62. 1 % of  all  women  age  50  years  and  older  have 
had  a clinical  breast  examination  and  mammogram  within 
i the  past  2 years  as  reported  by  the  Behavioral  Risk  Factor 
Survey. 

Oklahoma  utilizes  several  tools  to  measure  breast  health 
] care:  the  Oklahoma  Behavioral  Risk  Factor  Survey,  a ran- 
I domized  telephone  survey,  mammography  screening  rates 

* as  demonstrated  by  Medicare  part  B billing,  and  the  Okla- 
J homa  Breast  and  Cervical  Cancer  Questionnaire,  which  is  a 

* mailed  questionnaire. 

In  1990,  the  Oklahoma  Breast  and  Cervical  Cancer  Ques- 
' tionnaire  and  the  Oklahoma  Behavioral  Risk  Factor  Survey 
^ reflected  that  35.2%  of  Oklahoma  women  age  50  years  and 
.i;  older  have  had  a clinical  breast  examination  and  mammo- 
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gram  within  the  preceding  two  years.  By  1995,  this  percent- 
age had  increased  to  58%.  The  following  chart  delineates 
detailed  screening  rates  by  regions,  meta-analysis,  of  the  state, 
1994. 


Screening  Behavior  Rates,  Breast  Cancer 
Oklahoma  Regions 

1994BRFSS 

NE  NW  SE  SW 

OKC 

Tulsa  state 

Women  age  >50  53.8%  41,1%  48.7%  51.2% 
who  have  had  a 
CBE*&  mammo- 
gram within  2 yrs 

53.1% 

60.4%  52.3% 

• clinical  breast  examinabon  by  health  care  professional 

The  Oklahoma  Breast  and  Cervical  Cancer  Questionnaire 
administered  statewide,  every  other  year,  to  2,500  women 
age  18  years  and  older  reflects  the  following  breast  care 
preventive  behaviors:  White  women  were  more  likely  to 
practice  breast  self-examination,  5 1 %,  than  non-white  women 
or  women  of  ethnic  diversity,  42%.  The  higher  the  level  of 
the  woman’s  education,  the  more  likely  she  was  to  practice 
breast  self-examination.  Of  the  women  surveyed,  some  25% 
saw  a physician  regularly.  Of  the  group  seeing  a physician 
on  a regular  basis,  at  least  annually,  84%  stated  that  they 
practiced  BSE  bimonthly  or  more  often.  Women  who  never 
saw  a physician  were  more  likely  to  practice  BSE  only  occa- 
sionally. 

From  this  same  questionnaire,  data  were  collected  about 
mammogram  utilization.  Data  were  collected  on  ethnic  di- 
versity, income,  education,  marital  status,  and  ever  having 
had  a mammogram.  Ethnic  diversity  was  a factor  as  to  mam- 
mogram utilization.  Asian  women  had  the  lowest  percent- 
age, 33%,  of  all  women  ever  having  had  a mammogram, 
whereas,  44%  of  both  black  and  American  Indian  women 
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Breast  in  Oklahoma  Women  (tonfinuod) 

have  ever  had  a mammogram.  Those  women  whose  family 
income  was  less  than  $15,000  annually,  33%,  had  the  low- 
est percentage  of  having  had  a mammogram,  whereas  among 
women  with  a family  income  of  $50,000  or  more,  66%  stat- 
ed they  had  had  a mammogram.  Those  women  with  less  than 
a high  school  education,  59%,  showed  the  lowest  percent- 
age of  ever  having  had  a mammogram.  Single  women,  or 
29%,  were  less  likely  to  have  had  a mammogram  than  those 
married,  widowed  or  divorced,  53%. 

Of  those  women  who  stated  they  had  had  a mammogram, 
67%  stated  a physician  recommended  the  mammogram  as  a 
routine  check.  The  physician  recommendation  was  the  number 
one  reason  for  having  a mammogram.  Only  6%  of  the  re- 
spondents stated  the  reason  for  the  mammogram  was  self- 
prescribed. 

Barriers  to  accessing  a mammogram,  according  to  respon- 
dents, were,  in  order  of  importance:  no  recommendation  by 
their  physician,  didn’t  know  the  importance  of  having  a 
screening  mammogram,  did  not  know  where  to  get  a quality 
mammogram  performed,  and  last,  financial  reasons. 

Data  from  the  Health  Care  Financing  Administration  was 
documented  by  the  Oklahoma  Foundation  for  Medical  Quality 
on  the  utilization  of  mammography  by  Medicare  beneficia- 
ries (see  map).  In  Oklahoma,  for  1 993  and  1 994  claims,  only 
32%  of  Medicare  beneficiaries  had  at  least  one  mammogram 
in  the  two-year  time  frame.  This  ranged  from  15%  to  40% 


based  on  the  county  of  residence,  as  depicted  by  the  map. 
Approximately  half  the  counties  had  21%  to  30%  of  their 
older  women  screened.  Only  14%  of  counties  reached  a 36% 
to  40%  screening  rate.  To  affect  mortality,  half  of  all  wom- 
en 65  years  of  age  and  older  need  to  be  screened  at  least 
every  two  years. 

The  Oklahoma  State  Department  of  Health  has  developed 
partnerships  with  other  state  organizations  to  promote  in- 
creased breast  cancer  awareness  and  mammography  utili- 
zation. Its  partners  include  American  Cancer  Society,  Okla- 
homa Unit;  the  Central  Oklahoma  Chapter  of  the  Susan  B. 
Komen  Foundation  for  Breast  Cancer  Research;  the  Okla- 
homa chapters  of  American  Association  of  Retired  Persons 
and  Association  of  Business  and  Professional  Women,  and 
the  Oklahoma  Foundation  for  Medical  Quality.  These  part- 
ners have  joined  to  employ  all  types  of  intervention  chan- 
nels to  attain  the  goal  of  80%  mammography  use  by  women 
50  years  of  age  and  older. 

As  a physician,  there  are  numerous  opportunities  to  en- 
courage and  prescribe  mammography.  The  data  show  the 
physician  has  the  most  impact  in  getting  women  to  have  a 
mammogram.  The  literature  reflects  that  women,  on  the 
average,  seek  medical  care  at  least  four  times  a year.  These 
visits  are  excellent  opportunities  to  increase  Oklahoma’s 
mammography  screening  rates.  For  more  information  or  to 
obtain  public  education  materials  about  breast  cancer,  con- 
tact Adeline  Yerkes,  RN,  MPH,  at  the  Chronic  Disease  Ser- 
vice, Oklahoma  State  Department  of  Health,  (405)  27 1 -4072.  i 


Health  Department 

Questions  About  DTaP 

Since  the  FDA  licensed  Connaught’s 
acellular  pertussis  vaccine  (brand  name 
Tripedia)  for  use  in  infants  and  children 
two  months  of  age  and  older.  Follow- 
ing are  several  of  the  most  commonly 
asked  questions  and  answers  about  the 
use  of  the  licensed  diphtheria  and  teta- 
nus toxoids  and  acellular  pertussis  vac- 
cine (DTaP): 

1.  What  is  the  recommendation  for 
pertussis  vaccination  of  children  now 
that  the  FDA  has  licensed  the  Con- 
naught DTaP  vaccine  (Tripedia)  for 
use  for  the  first  four  doses  in  the 
series? 

The  Advisory  Committee  on  Immuni- 
zation Practices  (ACIP)  recommends  the 
use  of  DTaP  vaccine  for  the  first  four 
doses  of  the  routine  series  of  vaccina- 
tion against  diphtheria,  tetanus,  and 
pertussis  among  children.  The  Con- 
naught DTaP  is  licensed  for  use  in  chil- 
dren 2 months,  4 months,  6 months,  and 
15  to  20  months  of  age.  The  ACIP  rec- 
ommends the  routine  use  of  DTaP  be- 
cause of  the  reduced  frequency  of  ad- 
verse reactions  and  high  efficacy.  During 
the  transition  period  from  use  of  whole- 
cell DTP  to  DTaP,  w hole-cell  pertus- 
sis-containing vaccines  (DTP and  DTP- 
Hib)  are  acceptable  for  all  doses  in  the 
pertussis  vaccination  series.  A complete 
ACIP  statement  regarding  recommenda- 
tions for  use  of  DTaP  among  infants  is 
being  developed. 

2.  Can  the  fourth  dose  of  the  Con- 
naught DTaP  (Tripedia)  be  given  to 
children  w ho  are  12  months  of  age? 
Both  DTaP  vaccines  (Tripedia  and  ACEL- 
IMUNE)  are  recommended  for  use  as  a 
fourth  dose  in  infants  1 5 months  of  age. 
In  addition,  children  should  receive  the 

I fourth  dose  only  if  at  least  6 months  have 

I elapsed  since  receipt  of  the  third  dose. 

I 

j 3.  Can  we  use  the  Connaught  DTaP 

I vaccine  ( Tripedia ) we  already  have  in 

I stock  for  the  fourth  and  fifth  doses, 

I for  doses  one  through  three? 

Vaccine  purchased  privately  and  already 
in  stock  may  be  used  for  doses  one 
through  three.  Vaccine  supplied  by  the 


Oklahoma  State  Department  of  Health 
for  the  Vaccines  for  Children  Program 
( VFC)  should  be  used  for  doses  four  and 
five  only.  The  Connaught  DTaP  vaccine 
currently  available  through  the  VFC  pro- 
gram comes  from  a contract  with  max- 
imums  based  on  need  for  doses  four  and 
five  only.  Until  a new  contract  is  nego- 
tiated, not  enough  vaccine  is  available 
for  doses  one  through  three.  The  Cen- 
ters for  Disease  Control  and  Prevention 
(CDC)  hopes  to  conclude  such  a contract 
in  the  very  near  future. 

4.  How  s(M)n  w ill  children  who  receive 
their  vaccinations  at  public  clinics,  or 
through  the  Vaccines  for  Children 
Program,  be  able  to  receive  the  Con- 
naught DTaP  (Tripedia)  vaccine  for 
the  first  three  doses? 

The  CDC  has  begun  negotiations  for  a 
new  federal  contract  for  the  Connaught 
DTaP  vaccine  for  doses  one  through 
three.  The  Connaught  DTaP  vaccine  for 
these  doses  should  be  available  to  VFC 
providers  and  public  health  clinics  in 
several  months. 

The  CDC  strongly  advises  that  per- 
tussis immunization  of  infants  not  be 
delayed  until  an  additional  supply  of 
DTaP  is  available  for  use  for  the  initial 
three  doses.  Providers  of  immunization 
services  should  continue  to  use  exist- 
ing supplies  of  DTP  or  DTP-Hib  to 
vaccinate  infants  because  they  are  at 
higher  risk  of  complications  or  death 
following  pertussis  disease  compared 
to  older  children.  During  1992  and  1993, 
23  deaths  attributed  to  pertussis  were 
reported.  Twenty  of  these  children  were 
less  than  one  year  of  age,  and  18  had 
received  no  doses  of  pertussis  vaccine. 
In  1995,  there  were  more  than  5,000 
cases  of  pertussis  reported  in  the  Unit- 
ed States. 

5.  Can  we  use  the  Lederle  DTaP 
(ACEL-IMUNE)  vaccine  which  we  have 
for  the  fourth  and  fifth  doses,  for  doses 
one  through  three? 

No,  this  vaccine  is  not  currently  licensed 
for  the  initial  three  doses  of  the  series, 
although  the  manufacturer  is  applying 
to  FDA  for  approval.  Because  this  vac- 
cine is  not  yet  licensed  for  the  initial  three 
doses  of  the  series,  the  vaccine  should 
only  be  used  for  the  fourth  and  fifth  doses 


in  children  who  have  already  received 
three  doses  of  whole-cell  DTP  vaccine. 

6.  Can  the  Connaught/Merieux  Hae- 
mophilus infiuenzae  type  h (ActHib) 
vaccine  be  reconstituted  with  the 
Connaught  DTaP  (Tripedia)  vaccine? 
No,  ActHib  is  currently  approved  by  FDA 
for  reconstitution  only  with  Connaught 
whole-cell  DTP  vaccine,  but  not  with 
DTaP  vaccines.  Haemophilus  influen- 
zae type  b (Hib)  vaccine  can  be  given 
simultaneously  with  DTaP,  but  at  a dif- 
ferent site  from  DTaP. 

7.  If  a child  received  whole-cell  DTP 
for  one  or  two  doses,  can  we  give  the 
Connaught  DTaP  (Tripedia)  for  the 
rest  of  the  three-dose  .series? 

Ideally  the  same  vaccine  should  be  used 
for  the  three-dose  series.  If  a child  re- 
ceived whole-cell  DTP  for  one  or  two 
doses,  or  if  the  type  of  vaccine  used 
previously  in  the  series  is  unknown  or 
unavailable,  Connaught  DTaP  can  be 
given  to  complete  the  three-dose  series. 

8.  Can  the  whole-cell  DTP  and  the 
Connaught  DTaP(Tripedia)  vaccines 
be  used  interchangeably? 

It  is  preferred  to  use  the  same  vaccine 
for  the  three-dose  series.  Although  there 
are  no  data  on  the  effectiveness  of  us- 
ing whole-cell  DTP  or  acellular  DTaP 
interchangeably  for  the  first  three  dos- 
es in  the  series,  in  practice  this  will  occur; 
these  doses  should  be  counted  as  part 
of  the  three-dose  series. 

9.  If  an  infant  received  Lederle  DTaP 
(ACEL-IMUNE)  by  mistake  for  dose  one, 
two,  or  three,  should  we  revaccinate? 

ACEL-IMUNE  is  not  licensed  for  the  first 
three  doses  in  the  series.  If  children  are 
found  to  have  received  immunizations 
inappropriately,  actions  should  be  un- 
dertaken to  identify  reasons  for  inap- 
propriate vaccine  use,  establish  proce- 
dures to  assure  that  all  children  receive 
immunization  in  accordance  with  cur- 
rent recommendations,  and  track  sub- 
sequent compliance  with  vaccine  rec- 
ommendations. However,  these  doses 
should  not  be  repeated.  The  more  dos- 
es of  DTaP  or  DTP  vaccine  a child  re- 
ceives, the  more  likely  he/she  will  have 
local  reactions  or  fever  following  vac- 
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cination,  and  there  is  no  evidence  that 
these  children  are  at  increased  risk  of 
disease. 

10.  How  many  doses  of  the  Connaught 
DTaPare  needed  for  protection  against 
pertussis? 

Three  doses  are  needed  for  protection 
of  infants  against  pertussis.  The  protec- 
tive efficacy  of  three  doses  of  Connaught 
DTaP  (Tripedia)  against  pertussis  dis- 
ease, defined  as  cough  lasting  > 2 1 days 
with  culture  confirmation,  when  admin- 
istered at  approximately  3,  5,  and  7 
months  of  age,  was  shown  to  be  80% 
(95%  confidence  interval:  59%-90%) 
in  a case-control  study  in  Germany.  The 
fourth  dose  is  recommended  for  chil- 
dren aged  15  months  to  ensure  persis- 
tence of  immunity  through  the  pre- 
school years.  Protection  against  pertussis 
is  unlikely  following  one  or  two  doses 
of  DTaP. 


11.  After  a child  gets  four  doses  of 
the  Connaught  DTaP  (Tripedia)  vac- 
cine, is  a fifth  dose  recommended? 
Should  this  fifth  dose  be  with  the 
Lederle  DTaP(ACEL-lMUNE)  or  Con- 
naught DTaP  vaccine? 

Because  sufficient  data  are  not  yet  avail- 
able on  the  safety  of  a fifth  dose  of  Tri- 
pedia among  children  4 to  6 years  of 
age  who  have  received  Tripedia  for  the 
prior  four  doses,  this  vaccine  is  not  li- 
censed for  this  specific  use.  Additional 
information  on  the  immunogenicity  and 
safety  of  a fifth  dose  following  four  prior 
doses  of  the  same  acellular  vaccine  is 
being  collected  and  should  be  available 
before  infants  started  on  this  new  sched- 
ule are  4 to  6 years  age  and  require  a 
fifth  dose.  For  children  who  have  re- 
ceived whole-cell  DTP  for  the  first  three 
doses  of  the  series,  two  acellular  per- 
tussis vaccines  (Tripedia  and  ACEL-IM- 
UNE)  are  already  licensed  for  the  fourth 
and  fifth  doses  of  the  series.  The  fifth 
dose  of  either  DTaP  or  DTP  is  not  nec- 
essary if  the  fourth  dose  was  given  on 
or  after  the  fourth  birthday. 


12.  Are  Lederle  DTaP (ACEL-IMUNE) 
and  Connaught  DTaP  (Tripedia)  vac- 
cines interchangeable  for  the  fourth 
and  fifth  dose? 

Yes.  Any  of  the  licensed  whole-cell  DTP 
or  acellular  DTaP  can  be  used  inter- 
changeably for  the  fourth  and  fifth  doses 
of  the  routine  series  of  vaccination 
against  diphtheria,  tetanus,  and  pertus- 
sis among  children  15  months  of  age 
who  have  previously  received  three  doses 
of  whole-cell  DTP  vaccine.  However, 
data  supporting  this  recommendation  are 
limited. 

13,  Can  other  vaccines  be  given  si- 
multaneously with  the  Connaught 
DTaP  (Tripedia)  vaccine? 

Yes,  vaccines  that  can  be  given  simul- 
taneously with  the  Connaught  DTaP 
vaccine,  if  indicated,  include:  oral  po- 
liovirus vaccine,  inactivated  poliovirus 
vaccine,  Hib  vaccines,  hepatitis  B vac- 
cine, measles-mumps-rubella  vaccine, 
varicella  vaccine,  and  hepatitis  A 
vaccine. 
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Questions  About  PTaP  (€oni.) 

14.  If  an  infant  received  I)  I'  for  one 
or  two  doses  because  the  parent  re- 
quested it,  but  the  parent  now  wants 
the  child  to  receive  DTaP,  can  we  ad- 
minister the  Connaught  DTaP  (Tri- 
pedia)  vaccine? 

Yes,  the  Connaught  DTaP  vaccine  can 
be  used  following  DT  vaccination,  ide- 
ally as  a series  of  three  or  more  doses. 
However,  in  general,  children  <7  years 
of  age  should  not  receive  more  than  6 
doses  of  diphtheria-  and  tetanus-con- 
taining vaccines.  Children  over-immu- 
nized with  diphtheria-  and  tetanus-con- 
taining vaccines  may  be  more  likely  to 
have  mild  or  severe  local  reactions  (e.g., 

I Arthus-type  hypersensitivity  reactions) 
following  additional  do.ses  of  DT-con- 
taining  vaccines,  including  the  Con- 
naught DTaP  vaccine.  These  children 
should  be  monitored  for  adverse  events; 
if  a severe  local  reaction  occurs,  fur- 
ther administration  of  DT-containing 
vaccines  should  be  reconsidered. 

15.  If  a child  has  a contraindication 
to  receipt  of  a subsequent  dose  of 

I whole-cell  DTP,  should  the  child  in- 
I stead  receive  the  Connaught  DTaP? 

I No.  The  contraindications  for  the  Con- 
; naught  DTaP  vaccine  are  the  same  as 
I those  for  the  whole-cell  DTP.  Children 
. who  experience  adverse  reactions  that 
: are  contraindications  for  subsequent 

I doses  of  whole-cell  DTP  should  not 
! receive  further  vaccinations  with  either 
DTaP  or  DTP  vaccines.  These  contrain- 
dications include;  (1)  an  immediate 
anaphylactic  reaction;  and  (2)  enceph- 
alopathy. In  such  cases,  DT  should  be 
administered  for  the  remaining  doses 
in  the  schedule  to  ensure  protection 
against  diphtheria  and  tetanus. 

16.  If  a child  has  an  adverse  event 
following  receipt  of  whole-cell  DTP 
that  is  a precaution  against  receipt  of 
a subsequent  dose  of  whole-cell  DTP, 
should  the  child  instead  receive  the 
Connaught  DTaP  (Tripedia)? 

No,  not  routinely.  Any  decision  to  ad- 
minister subsequent  doses  of  a pertus- 

1 


sis-containing  vaccine  must  be  carefully 
considered  forchildren  who  experience 
adverse  reactions  that  arc  precautions 
for  subsequent  doses  of  whole-cell  DTP. 
These  precautions  include:  ( 1 ) temper- 
ature of  40.5°C  ( l()5°F)  within  48  hours, 
not  due  to  another  identifiable  cause; 
(2)  collapse  or  shock-like  state  within 
48  hours;  (3)  persistent,  inconsolable 
crying  lasting  3 hours,  occurring  with- 
in 48  hours;  and  (4)  convulsions  with 
or  without  fever,  occurring  within  3 days. 
In  circumstances  such  as  a high  inci- 
dence of  pertussis,  in  which  the  bene- 
fits of  further  pertussis  vaccination 
outweigh  the  possible  risks,  DTaP  should 
be  given  for  the  subsequent  doses. 

17.  Can  DTaP  vaccines  be  adminis- 
tered to  persons  who  are  7 years  of 
age? 

No.  DTaP  vaccine  (Tripedia  or  ACEI.- 
IMUNE)  is  currently  licensed  only  for  use 
in  persons  who  are  <7  years  of  age.  Any 
use  of  DTaP  vaccines  among  persons 
7 years  is  investigational,  and  only  should 
be  done  as  part  of  a research  study. 
Pertussis-containing  vaccines  are  not 
licensed  for  use  in  persons  7 years  of 
age. 

18.  Should  we  continue  to  use  the 
current  DTP  vaccine  information 
sheet  (VIS)? 

An  interim  vaccine  information  sheet 
(VIS)  has  been  prepared  that  addres.ses 
use  of  acellular  pertussis  vaccine  in 
infants.  This  interim  VIS  will  be  dis- 
tributed to  state  immunization  programs 
in  the  near  future.  Until  it  becomes 
available,  the  current  DTP  VIS  should 
continue  to  be  used.  When  programs 
begin  to  use  DTaP  vaccine  for  the  first 
3 doses  in  the  series,  the  interim  VIS 
should  be  used.  An  official  VIS  on  DTP 
will  be  revised  and  made  available  as 
soon  as  possible,  probably  after  the  first 
of  the  year. 

For  further  information  contact  Edd 
Rhoades,  MD,  MPH,  Chief  of  Child 
Health  and  Guidance  Service  or  Phyl- 
lis Brown,  RN,  Director  of  the  Immu- 
nization Division  at  (405)  271-4073.  5) 


Letters 

Eyesight  and  the  Elderly 

To  the  Editor:  Your  editorial  “Too  Many 
MVAs”  I Aug.  '96 1 took  me  back  20  years 
to  a time  when  I was  young,  eager,  naive 
and  President  of  the  Oklahoma  State 
Society  of  Ophthalmologists.  I thought 
that  our  legislators  actually  had  the  best 
interest  of  the  citizens  at  heart. 

It  did  not  take  long  to  lose  my  na- 
ivete and  to  realize  our  legislators  were 
typical  politicians  whose  number  one 
priority  is  reelection,  i.e.,  money.  At  that 
time,  the  Board  of  Directors  of  the  Eye 
Society  felt  that  because  of  the  increasing 
number  of  older  drivers  that  the  citizens 
of  Oklahoma  would  be  best  served  by 
incorporating  a vision  test  as  part  of  the 
driver’s  license  reexamination  for  all 
people  65  years  of  age  or  over. 

It  is  a fact,  that  30  percent  of  all  people 
over  70  do  not  have  legal  driving  vi- 
sion because  of  macular  degeneration 
and  we  felt  that  we  would  be  doing  the 
citizens  of  Oklahoma  a great  service. 

Armed  with  that,  we  sought  out  the 
leadership  of  both  parties  to  draft  leg- 
islation to  address  this  problem.  We  were 
told  in  no  uncertain  terms  that  old  peo- 
ple meet,  talk,  write  letters  and  vote, 
and  for  any  legislator  to  associate  him 
or  her  self  with  such  a bill  would  be 
political  suicide.  So  here  we  are  20  years 
later,  the  problem  has  increased  because 
of  the  increased  number  of  older  citi- 
zens, and  the  problem  continues.  It  would 
certainly  be  nice  if  the  state  of  Oklaho- 
ma would  come  to  grips  with  the  situ- 
ation and  do  this  on  their  own  as  part  of 
the  Department  of  Motor  Vehicles  rather 
than  doing  what  some  states  have  done 
and  make  the  ophthalmologist  the  bad 
guy  for  blowing  the  whistle  on  senior 
citizens. 

I have  numerous  times,  in  my  prac- 
tice, felt  the  wrath  of  the  partially  sighted 
when  I have  sided  with  their  children 
on  terminating  their  driving.  Ain’t  pol- 
itics grand. 

— Lee  E.  Schaeffler,  MD 
Tulsa 
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Capsules 


■ TheAmerican  MedicalAssociation 

is  reconfiguring  its  House  of  Delegates 
to  be  more  representative  of  medicine 
today.  A major  change  will  be  increased 
representation  by  specialty  societies. 
Currently,  all  specialty  societies  have 
one  vote  (delegate)  in  the  AM  A House 
of  Delegates,  no  matter  how  many 
members  they  have.  In  the  restmctured 
AMA  House  of  Delegates,  specialty  so- 
cieties will  have  delegates  in  propor- 
tion to  their  memberships.  Since  many 
physicians  belong  to  several  specialty 
societies,  the  AMA  will  send  ballots  in 
mid-October  to  all  AMA  members  and 
fourth-year  medical  students  asking 
them  to  select  one  national  specialty  to 
represent  them  in  the  AMA  House  of 
Delegates.  The  ballots  are  scheduled  to 
be  mailed  during  the  week  of  October 
16,  1996,  with  a return  deadline  no  lat- 
er than  December  20,  1996.  Specialty 
societies  will  be  notified  of  their  appor- 
tionment no  later  than  January  31,1 997. 


AMA  members  also  will  have  the  oppor- 
tunity to  select  a specialty  society  via  a 
toll-free  telephone  number  that  will  be 
included  on  the  ballot. 

■ In  September,  Oklahoma  State  Sen- 
ate President  Pro  Tempore  Stratton 
Taylor  convened  an  interim  study  on 
managed  care.  This  committee  will  meet 
on  a regular  basis.  All  of  the  meetings 
will  be  open  to  the  public.  It  is  likely 
that  the  interim  study  committee  will 
seek  input  and  testimony  from  physi- 
cians and  the  public  regarding  their  ex- 
perience with  managed  care.  Physicians 
who  can  document  instances  in  which 
they  or  their  patients  have  been  harassed 
or  patient  care  has  been  compromised 
because  of  the  mles  and/or  protocols  of 
a managed  care  organization  are  asked 
to  share  them  with  the  OSMA.  Please 
dictate  a brief  synopsis  of  the  incident 
and  mail  it  to  OSMA  Associate  Director 
Vickie  Rankin.  Indicate  if  you  and/or 
your  patient  would  be  willing  to  testify 
before  the  interim  study  committee  on 


managed  care.  In  addition,  call  Ms. 
Rankin  or  OSMA  Administrative  Assis- 
tant Bobbie  Brown  to  elaborate  on  the 
details  of  the  incident  if  necessary.  Please 
share  this  request  with  your  members 
and  other  colleagues.  Real  stories  told 
by  physicians  and  their  patients  could 
have  a profound  affect  on  the  final  rec- 
ommendations of  the  interim  study 
group. 

■ Applications  to  the  OU  College  of 
Medicine  have  more  than  doubled  since 
1988  from  700  applicants  that  year  to 
over  1,500  applicants  in  1995.  The  av- 
erage GPA  of  this  year’s  freshman  class 
is  over  3.6  and  MCAT  scores  averaged 
9.6.  Women  make  up  42%  of  the  fresh- 
man class.  Only  eight  students  in  the 
class  are  from  out  of  state.  Research 
funding  has  grown  over  30%  in  each  of 
the  past  two  years.  Some  $50  million 
will  come  to  the  HSC  in  contracts  and 
grants  this  year,  more  than  will  go  to 
the  Norman  campus.  A new  Student 
Union  building,  complete  with  recre- 


Family 

Practice 


New  family  practice  group  located  in  Southwest 
Kansas  is  seeking  clinicians  for  both  staff-  and 
directorship-level  positions.  Extremely  competitive 
compensation  package  includes:  paid  malpractice 
insurance;  CME  stipend;  relocation  assistance;  and 
seven  weeks  paid  time  off.  Practice  will  emphasize 
primary  care,  women’s  health  issues,  pediatrics  w/o 
obstetrics,  occupational  medicine.  Contact 
Ian  Castronuovo  at  Liberty  Healthcare 
Corporation  (IN)  during  business  hours  at  800- 
331-7122  or  24-hour  voice  mail  610-617- 
3699,  ext.  161.E0E 


Liberty 

Healthcare 

Carp  oration 
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ation,  exercise,  computer  facilities,  and 
a cafeteria,  opened  on  the  OUHSC  cam- 
pus in  mid-September.  The  Student 
Union  will  be  a big  boost  for  the  mo- 
rale of  faculty  and  students  and  allow 
for  more  interaction  in  a non-clinical 
setting. 


H Only  14%  ofthe  operating  expenses 

of  the  University  of  Oklahoma  College 
of  Medicine  are  provided  by  the  State 
of  Oklahoma.  The  rest  comes  from 
grants,  contracts  and,  most  of  all,  the 
Physician  Practice  Plan.  The  inception 
of  Medicaid  managed  care  has  had  del- 
eterious effects  on  OUHSC  funding.  In 
some  instances  it  may  cost  more  to  treat 
a patient  than  the  Medicaid  reimburse- 
ment will  cover.  The  OB  service  has  been 
particularly  hard  hit.  With  more  choice 
available  to  Medicaid  patients,  fewer 
pregnant  woman  opt  to  receive  their  pre- 
natal care  and  deliver  their  babies  at  Uni- 
versity Hospital.  There  appear  to  be  only 
three  options  for  future  funding  at  OU- 
HSC: first,  and  most  unlikely,  keep  do- 
ing business  as  usual  and  hope  for  ad- 
ditional money  from  the  State  of 
Oklahoma;  second,  close  the  hospitals 
and  become  a community-based  med- 
ical facility  much  like  the  Tulsa  cam- 
pus; third,  find  a buyer  for  University 
Hospital. 

I SoonerCare  went  statewide  on  Oc- 
tober 1,  1996,  for  both  rural  and  urban 
Medicaid  AFDC  beneficiaries.  Medicaid 
beneficiaries  have  the  month  of  Octo- 
ber to  change  their  primary  care  physi- 
cian case  manager.  A 24-hour  Rural 
Nurse  Advice  “800”  line  became  oper- 
ational October  1.  Statewide  Medicaid 
member  orientation  meetings  also  be- 
gan October  1. 


H With  the  addition  of  5,500  Okla- 
homa university  employees,  Health- 
Choice,  the  health  plan  offered  by  the 
Oklahoma  State  Employee  and  Educa- 
tion Group  Insurance  Board,  now  cov- 
ers some  150,000  lives.  The  plan  has  a 
network  of  8,000  providers. 

H Seven  members  of  the  Oklahoma 

State  Medical  Association  (OSMA)  have 
been  appointed  by  Oklahoma  Senate 
President  Pro  Tempore  Stratton  Taylor 


to  an  interim  study  committee  on  man- 
aged care.  Senator  Taylor  announced  he 
would  form  the  committee  when  more 
than  80  pieces  of  legislation  address- 
ing managed  care  were  introduced  in 
the  Oklahoma  Legislature  this  year. 
OSMA  members  on  the  committee  are 
Eldon  V.  Gibson,  MD,  Shawnee;  C.  Wal- 
lace Hoo.ser,  MD.  Tulsa;  John  David  Jen- 
nings, MD,  Broken  Arrow;  David  King- 
fisher, MD,  Tahlequah;  Rodney  Huey. 
MD,  Tulsa;  W.  David  Holloway,  MD, 
Tulsa;  and  Raymond  L.  Cornelison,  Jr., 
MD,  Midwest  City. 

Other  members  ofthe  committee  are 
Joyce  Ardrey,  Broken  Arrow;  Ron 
Askeraft,  Vinita;  David  Bickham.  Ed- 
mond; Sean  Burrage,  University  of  Okla- 
homa President’s  Office,  Norman;  Tony 
Caudill,  Oklahoma  Foundation  for 
Medical  Quality,  Oklahoma  City;  John 
Coffey,  President.  Oklahoma  Hospital 
Association,  Oklahoma  City;  Darrel 
Downs,  Oklahoma  City;  Mike  Duncan, 
University  Physicians  Medical  Group, 
Oklahoma  City;  Patrice  Dunkelgod, 
Sooner  Start,  Oklahoma  City;  Richard 
Eagleton,  Tulsa;  Gena  Fallis,  Konawa 
Community  Health  Center,  Konawa; 
Effie  Foster,  Oklahoma  Production 
Center,  Tahlequah;  Joe  Gunn,  Admin- 
istrator, Craig  General  Hospital,  Vini- 
ta; Leo  Hauser,  Park-Davis,  Austin,  TX; 
S.  Lee  Hays,  DC,  Tulsa;  Steve  Hend- 
ley.  Administrator,  Bass  Memorial 
Hospital,  Enid;  Steven  Hogg,  MD,  Bro- 
ken Arrow;  Esther  Houser,  DHS  Aging 
Services  Division,  Oklahoma  City; 
Claudia  Kamas,  Oklahoma  City;  Deb- 
orah Karnes,  Long  Term  Care  Author- 
ity of  Tulsa,  Tulsa;  Robert  Koch,  Phil- 
lips Petroleum,  Bartlesville;  Michael 
LaPolla,  Director,  Health  Policy  Re- 
search, College  of  Osteopathic  Medi- 
cine, Tulsa;  Ronnie  Martin,  DO,  Enid; 
Jim  McNaughton,  Prudential  Health- 
care, Oklahoma  City;  Daniel  McNeill, 
PhD,  Director,  OU  Physician  Assistant 
Program,  Oklahoma  City;  Kelly  Mitch- 
ell, Sallisaw;  Don  Moore,  Salina;  Donna 
Neal  Thomas,  RNC,  Executive  Direc- 
tor, Mary  Mahoney  Center,  Oklahoma 
City;  Dan  O’ Brian,  Mental  Health  Plan- 
ning Council,  Oklahoma  City;  Bryan 
Potter,  Executive  Director,  Oklahoma 
Board  of  Pharmacy,  Oklahoma  City; 
David  F*ynn.  President,  CommunityCare, 


Doctor  of  the  Day 

Arthur  H.  Schipul,  Jr.,  MD, 
Oklahoma  City,  got  an 
unexpected  surprise  at  the 
State  Capitol  this  spring.  He 
had  a chance  to  meet 
Oklahoma's  own  Miss 
America  1996,  Shawntel 

Smith.  (related  story  on  page  348) 


Tulsa;  George  Singer,  Singer  Brothers, 
Tulsa;  Todd  Sprague,  Director  of  Hu- 
man Resources,  Helmerich  & Payne, 
Tulsa;  Dorothy  Stanislaus,  Claremore; 
DeAnn  Warfel,  PacifiCare,  Oklahoma 
City;  William  Wilson,  Jackson  County 
Memorial  Hospital,  Altus;  Judy  Ogans, 
United  Health  Care,  Oklahoma  City; 
Ken  Seidel,  Executive  Director,  Clare- 
more  Regional  Hospital,  Claremore; 
Jack  Vaughn,  Johnson  & Johnson,  Nor- 
man; Karen  Mulkey,  OU  College  of 
Medicine,  Tulsa;  Senator  Stratton  Tay- 
lor, Claremore;  Senator  Angela  Mon- 
son,  Oklahoma  City;  Suzanne  Levitt, 
University  of  Tulsa  School  of  Law,  Tulsa; 
and  Lyn  Larson,  Community  Service 
Council,  Tulsa. 

The  committee  held  its  first  meet- 
ing on  September  9.  tji 
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Deaths 


In  Memoriam 


Ollie  Wayne  Dehart,  MD 
1930- 1996 

Ollie  W.  Dehart,  MD,  longtime  general  practitioner  in  Vin- 
ita,  died  August  28,  1996.  Dr.  Dehart  was  a Life  Member  of 
the  OSMA  and  an  associate  editor  of  the  Journal.  Born  in 
Heavener,  he  earned  his  medical  degree  from  the  University 
of  Oklahoma  in  1961,  completed  his  internship  in  Tulsa,  and 
his  residency  in  Pineville,  La.  Afterwards  he  move  to  Vinita 
to  establish  a joint  practice  with  classmate  Edward  W.  Al- 
lensworth,  MD.  Dr.  Dehart  was  a past  president  of  the  Craig- 
Delaware-Ottawa  County  Medical  Society  and  chief  of  staff 
at  Craig  General  Hospital.  He  served  in  the  U.S.  Air  Force 
from  1951  to  1955.  At  the  1996  OSMA  Annual  Meeting  in 
April,  Dr.  Dehart  received  a special  award  recognizing  his 
years  of  service  on  the  Journal’s  Editorial  Board. 


Ralph  Carrol  Denny,  MD 
1920  - 1996 

Tryon  native  Ralph  C.  Denny,  MD,  retired  Yukon  surgeon, 
died  in  July  of  this  year.  His  exact  date  of  death  was  unavail- 
able. A 1952  graduate  of  the  University  of  Oklahoma  School 
of  Medicine,  Dr.  Denny  completed  both  his  internship  and 
residency  at  St.  Anthony  Hospital  in  Oklahoma  City. 


William  Allen  Heflin,  MD 
1924  - 1996 


OSMA  Life  Member  and  longtime  Ryan  physician  William 
A.  Heflin,  MD,  died  August  3,  1996,  in  Waurika.  Born  in 
Galesburg,  111,  he  was  graduated  from  Case  Western  Reserve 
in  Cleveland,  Ohio,  in  1948,  and  remained  in  Cleveland  for 
his  internship.  A family  physician.  Dr.  Heflin  established 
his  medical  practice  in  Duncan  the  following  year  and  in 
1951  moved  to  Ryan.  In  1973  he  received  a special  com- 
mendation from  the  Oklahoma  State  Legislature  for  his  part 
in  training  25  emergency  medical  volunteers  in  Ryan.  (ji 


r 


Neuy  Olfetticms 
In  AAedleine 

OSMA  Annual  Meeting 

April  24-27,  1447 

Soutkern  Hills  Marrintt 
Tilsa,  Oklakoma 


y 


1995 

William  Martin  Benzing,  Jr.,  MD September  2 

Thomas  Lee  Moffeit,  MD September  19 

Avery  Bruce  Wight,  MD September  21 

George  Burley  Gathers,  Jr.,  MD October  2 

Malcolm  Mollison,  MD October  8 

Ralph  William  Murphy,  MD October  13 

George  Newton  Barry,  Sr.,  MD October  16 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel,  MD October  31 

David  H.  Copple,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody,  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard,  MD December  24 

1996 

Gerald  LeRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 

Ted  Samuel  Edward  Lewis,  MD January  31 

Elbert  Henderson  Shuller,  MD January  26 

Earl  I.  Mulmed,  MD February  2 

Ralph  Richard  Markland,  MD February  10 

William  Jackson  Dowling,  MD February  1 3 

Theodore  Sherman  Williams,  MD February  22 

John  Walker  Johnson,  Jr.,  MD March  13 

Joseph  Jules  Maril,  MD March  16 

Carl  Archie  Barclay,  MD March  21 

Thomas  Dewey  Howard,  MD March  21 

Hobart  Curtis  Sanders,  MD March  22 

Charles  Eugene  Green,  MD March  29 

Jane  Self,  MD March  30 

Erma  Ossip  Johnson,  MD April  3 

Marlene  Marie  Normand,  MD May  6 

Henry  Hubert  Modrak,  MD May  17 

James  Polk  Luton,  MD May  21 

John  Hartwell  Dunn.  MD May  27 

Logan  Albert  Spann.  MD June  7 

Coye  Willard  McClure,  MD June  19  | 

James  Jackson  Gable,  Jr.,  MD July  8 | 

Thomas  McNeil  Story,  MD July  9 

Herschel  Jerome  Rubin,  MD July  12  j 

John  Andrew  Graham,  MD July  20 

Robert  Douglas  Anspaugh,  MD July  21  \ 

Robert  Moran  Herlihy,  MD July  24  || 

Ralph  Carrol  Denny,  MD July  J 

William  Allen  Hellin,  MD August  3 I 

Arnold  Gordon  Nelson,  MD Augu.st  26  11 

Ollie  Wayne  Dehart,  MD August  28  || 
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SOUTHERN  PLAINS  MEDICAL  CENTER 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


FAMILY  PRACTICE 
222-9550 

J W McDoniel  M D 
J O Wood.  Jr  M D 

INTERNAL  MEDICINE 
222-9510 
D L Sleht.  M D 
Don  R Hess  M D 
R L Jenkins  M D 
R C Talley.  M D 
Thomas  W Essex  D O 
H Stan  Wood.  D O 
Ralph  Kauley.  P A 
David  Ward.  P A C 

CARDIOLOGY 

222-9510 

Joe  T Bledsoe  M D 

GASTROENTEROLOGY 
222-9510 
C K Su  M D 

PEDIATRICS 
222-9500 
E Ron  Orr  M D 
J E Freed.  M D 
Pilar  Escobar.  M D 
Fernando  A Fernandez  M D 


OBSTETRICS  AND 
GYNECOLOGY 
222-9550 

Alan  J Weedn  M D 
Ernest  W Archer  M D 

GYNECOLOGY 

222-9550 

Nancy  W Dever  M D 

THORACIC  & VASCULAR 
SURGERY 
222-9560 

Jim  G Mellon.  D O 

GENERAL  & VASCULAR 
SURGERY 
222-9560 

Linda  M Johnson  M D 
Virginia  L Harr  M D 
John  T Gregg  M 0 
Jim  G Melton.  D O 
John  Hurd  P A -C 

OPHTHALMOLOGY 

222-9530 

John  R Gearharl.  M D 


anesthesiology 
222-9520 
Gideon  Lau.  M D 
M M Vaidya  M D 
Kenneth  Priest  M D 

QUICKCARE  AND 
OCCUPATIONAL  MEDICINE 
222-9560 
C R Gibson.  M D 
D F Haslam.  M D 

UROLOGY 

222-9520 

Joseph  M McClintock  M D 

ORTHOPEDIC  SURGERY 
222-9520 

J E Winslow  Jr  M D 
Robert  C Lesher  M D 

OTORHINOLARYNGOLOGY 
Gregg  S Govett  M D 

PSYCHIATRY 
222-9540 
Boyd  K Lester 


RADIOLOGY 
224-8111 
T J Williams  M D 

SPEECH  PATHOLOGY 
222-9540 

Collette  Ellis.  M Ed  , C C 
Debrah  A Morris,  M S . C C C 
Kaysi  Edmonds.  M Ed  . C C C 
Elizabeth  Hall.  M Ed  , C F Y 

DERMATOLOGY 

222-9530 

Linda  A Reinhardt  M D 

ALLERGY 
222-9570 
R E Herndon  M D 

PHYSICAL  MEDICINE 
& REHABILITATION 
222-9520 
K M Vaidya  M D 


ONCOLOGY  (Part-time) 
222-9560 
R G Ganick  M D 
L M Bowen,  M D 

ANCILLARY  SERVICES 
224-8111 

• Ambulatory  Surgery 

• Laboratory 

• Radiology 

Ultrasound 
Mammography 
Magnetic  Resonance 
Imaging  (MRI) 

• EKG/Siress  Testing 

• Physical  Therapy 

• Chemotherapy 

ADMINISTRATION 

224-8111 

Daniel  N Vaughan 
Pamela  J Nix 
Charles  B Powell.  Jr 


NEUROLOGY/NEUROSURGERY 
(Part-time)  222-9520 
Robert  J Tyndall  M D 
R E Woosley  M D 
Slepen  Cagle  M D 
Robert  Tyndall  M D 


EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 
AMBULATORY  SURGERY  (SAME  DAY  IN  — OUT  SURGERY) 

MAIN  CLINIC  — 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 

If  No  Answer  Call  224-2300  Call  Toll  Free  For  An  Appointment  1 -800-522-3966 


C 


/ 


\ 


OklaKoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 

Kenneth  A.  Hieke,  M.D. 

Robert  S.  Unsell,  M.D. 

(405)  945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 


/ 
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r,n]  ORTHOPAEDIC  & RECONSTRUCTIVE  CENTEI 


1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 


Providing  Comprehensive  Orthopaedic 

& 

Reconstructive  Services 


ORTHOPAEDIC  SURGERY 


SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 
RHEUMATOLOGY 
SPORTS  MEDICINE 


HOUSHANG  SERADGE,  MD,  FICS* 
MEHDI  N.  ADHAM,  MD,  FACS** 
CHRIS  CODDING,  MD*** 
WINFRED  PARKER,  PA 


‘Diplomate;  American  Board  of  Orthopaedic 
Surgery,  Certified:  OrthopaedicSurgery, 
Hand  Surgery  Fellow;  AAOS,  ASSH,  AAHS 


**  Board  certified  Plastic  Surgery  ‘“Board  certified  in 
Member:  American  Society  Of  Internal  Medicim 

Plastic  & Reconstructive  Surgeons 


(^[ldiiid(§ 


Specializing  in  the  diagnosis  and  treatment 
of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

MAILING  ADDRESS:  RO,  Box  26827,  Oklahoma  City,  OK  73126 


CENTRAL  OFFICE 
750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 
(405)  235-0040 

MERCY  OFFICE 
The  Plaza  Physicians  Building 
4140  W.  Memorial  Road,  Suite  115 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


Robert  S.  Ellis,  MDt* 

Lyle  W,  Burroughs,  MDf° 
Charles  D.  Haunschild,  MDt° 
James  H.  Wells,  MDf* 
John  R.  Bozalis,  MD,  t* 
Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MD|° 
Patricia  I.  Overhulser,  MDt° 
Dean  A.  Atkinson,  MDf* 

Senior  Consultant: 
George  L.  Winn,  MDt 


SOUTH  OFFICE 
Southwest  Medical  Tower 
1044  S.W.  44th  St.,  Suite  210 
Oklahoma  City,  Oklahoma 
(405)  235-0040 


t Dlplomale  American  Board  ol  Allergy  and  Immunology 
' Diplomate  American  Board  of  Internal  Medicine 
' Diplomate  American  Board  of  Pediatrics 


NORMAN  OFFICE 

950  North  Porter,  Suite  101  Executive  Director: 

Norman,  Oklahoma  G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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PROFESSIONAL  DIRECTORY 

ALLERGY  II  ENDOCRINOLOGY 


JAMES  A MURRAY,  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  ol  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 


Modhi  Gude,  MD,  MRCP(UK),  FACP,  FACE 
Diplomate.  American  Boards  of  Internal  Medicine  and 
Endocrinology.  Diabetes  and  Metabolism 
South  Office  1552SW  44th.  OKC.  OK  73119:  Phone  405-681 -1100 
North  Office  6001  N W 120th  Ct  *6,  OKC.  OK  73163:  Phone  405-728-7329 
Practice  limited  to  ENDOCRINOLOGY,  DIABETES,  THYROID 
Special  Procedures  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


Warren  Professional  Building 

Tulsa.  Oklahoma  74177 


(918)  492-0484 


GYNECOLOGIC  ONCOLOGY 


Deaconess  Medical  Offices 


Gynecologic  Oncology  & Pelvic  Surgery 


NORTHWEST  ALLERGY  CLINIC.  INC 


JEFFREY  J SMITH.  MD,  FACOG.  FACS 


John  L Davis,  M D 
5701  N Portland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 

Robert  S Ellis.  MD  f Warren  V Filley,  MDf 

Lyle  W Burroughs.  MDt  James  R Clallin,  MDf 

Charles  D Haunschild.  MDt  Patricia  I Overhulser.  MDf 

James  H Wells.  MDf  Dean  A Atkinson,  MDf 

John  R Bozalis,  MDf 


Certified.  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 

711  Stanton  L Young  Blvd  *706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


OPHTHALMOLOGY 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 


Senior  Counsultant  George  L Wmn.  MDt 


tDiplomate  American  Board  of  Allergy  and  Immunology 
'Diplomats  American  Board  ol  Internal  Medicine 
‘Diplomats  American  Board  ol  Pediatrics 


Southwest 

Central  Office:  Medical  Tower 

750  NE  1 3th  St  1 044  SW  44th  St 

Okla  City,  OK  731 04  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 

Physicians  Building  Norman  Office 

4140  W Memorial  Road  950  N Porter 
Suite  115  Suite  101 

405-235-0040  405-235-0040 


CARDIOVASCULAR 

Galen  P Robbins.  MD 
William  S.  Myers.  MD 
William  J.  Fors,  MD 
Charles  F Bethea.  MD 
Fred  E Lybrand  MD 

CARDIOVASCULAR  CLINIC 
Mel  Clark.  MD 
Jerome  L Anderson.  MD 
Santosh  T Prabhu,  MD' 

Richard  T Lane,  MD 
Gary  Worcester,  MD 
Jerry  L Rhodes,  MD 
Steven  J Reiter,  MD 
Matt  Wong,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty.  Stents,  and  Antherectomy 
Diagnostic  Stress  Testing  — Treadmill,  Echo,  and  Nuclear  Imaging 
Electrophysiology.  Pacemaker.  AlCD  Diagnostic  Vascular  Lab 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla.  City,  Okla  73112*  947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W Memorial  Rd  . Suite  613,  Okla.  City.  Okla  73120  • 945-3155 


JAY  C JOHNSTON.  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


ORTHOPEDICS 


S Fulton  Tompkins.  M D. 

John  F Tompkins.  M D 
Charles  E Bryant.  M D 

Baptist  Medical  Plaza  - Building  A 3435  N W 56th  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112  (405)  945-4242 

Diplomates  American  Board  of  Orthopaedic  Surgery 


HOUSEHANG  SERADGE.  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W  44th  Street,  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD.  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


SKIN  & SKIN  CANCER  CENTER,  INC 

M.  Denise  Wiley,  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W  56,  Oklahoma  City  (405)  946-5678 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH,  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  - American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


Professional  directory  listings  ore  available  to  OSMA  members. 
They  are  said  in  vertical  increments  of  one-half  inch  at  the 
rate  of  $60  per  half  inch  per  year. 
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PEDIATRIC  SURGERY 


SURGERY,  CARDIOVASCULAR  & THORACIC 


WM.  P.  TUNELL,  MD’  DAVID  W TUGGLE,  MD" 

P,  CAMERON  MANTOR,  MD 

940  NE  13lh  Street,  Oklahoma  City,  Oklahoma  73104 
Ottice:  405-271-4536  After  hours:  405-523-6739  (then  enter  your  phone  no.) 

'American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg,  232-5453 

1110  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 

Diplomate  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultant  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
Sleep  Medicine 

3330  N,W,  56th  Street,  Suite  212  (405)  947-3345 

Oklahoma  City,  Oklahoma  73112 


RADIOLOGY 


George  N,  Barry,  Jr.,  MD  Rose  C.  Gideon,  MD 

Justine  C.  Dautenhahn,  MD  Robert  A STreight,  MD 

Richard  G.  Falk,  MD  Eric  A.  Wollman,  MD 

NORMAN  RADIOLOGY  SERVICES 
Mammography  - Radiography  - Fluoroscopy  - Ultrasound 
Doctor's  Park,  500  E.  Robinson  #400,  Norman  73071 
405-321-8125  FAX  405-321-8514 
Norman  Medical  Plaza,  1125  N.  Porter  #100,  Norman  73071 
405-364- 1071  FAX  405-329-977 1 


JAMES  E.  CHEATHAM,  JR  . M.D.,  F A C S. 

3435  NW  56th,  #900 
OKLAHOMA  CITY.  OK  73112 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M RAYAN,  M.D 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  of  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity,  Hand  & Microsurgery 
3366  NW  EXPWY,  Suite  700  Oklahoma  City,  OK  731 1 2 (405)  945-4888 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W.  44th  Street.  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631  -4263  631  -HAND 


UROLOGY 


A de  QUEVEDO,  MD,  Inc. 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  1211  N Shartel 

Oklahoma  City,  Oklahoma  73103  232-1333 


VASCULAR 


THOMAS  L WHITSETT,  M.D  . Professor  of  Medicine  & Pharmacology 
Director.  Vascular  Medicine  Program 
Venous,  vasospastic,  thomboembolic,  lymphatic  disorders 
271-3119/271-2619  FAX 
Complete  Non-Invasive  Vascular  Lab  271-5996 

M ALEX  JACOCKS,  M.D.,  Professor  of  Surgery 
American  Board  of  Surgery  Certified  in  Vascular  Surgery 
271-8096/271-3919  FAX 

TIM  TYTLE,  M D.,  Chief,  Vascular  and  Interventional  Radiology 
Professor  of  Radiology 
Thrombolysis,  angioplasty,  stents 
271-5125/271-4386  FAX 
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stop  America's  Violence 


Alliance 


Like  Bob  Dole,  1 grew  up  with  my  feet  firmly  planted 
in  the  wheat  fields  of  Kansas.  I felt  safe,  secure,  and 
loved  by  my  family  and  my  community.  I never  believed 
that  I could  or  would  become  a victim. 

However,  at  noon,  on  a bright,  sunny  day,  less  that  100 
feet  from  where  1 lived,  I was  robbed  and  assaulted  while 
walking  my  dog. 

Any  victim  can  tell  you,  once  you  become  a victim, 
your  life  changes  forever.  You  never  feel  the  same  again 
about  your  personal  safety,  the  community  around  you,  or 
the  people  you  encounter  on  a casual  basis.  You  lose  your 
sense  of  trust,  your  confidence  in  your  fellow  human 
beings. 

Since  that  day,  1 have  become  avid  in  my  zeal  to  end 
violence  on  any  level.  During  my  presidency  of  Los 
Angeles  County  Medical  Alliance,  1 changed  the  focus 
for  that  year  to  domestic  and  child  abuse  and  the 
problems  of  violence  in  the  streets  of  America.  Our 
county  alliance  distributed  thousands  of  palm  cards  (cards 
that  could  be  hidden  in  the  victim’s  palm)  to  emergency 
rooms  and  physicians  offices.  On  these  cards  were  printed 
the  names  and  phone  numbers  of  shelters  and  places  to 
contact  if  one  were  being  abused. 

Ask  yourself  what  the  following  people  have  in 
common: 

• 78%  of  prison  inmates 
• 90%  of  substance  abusers 


• 80%  of  prostitutes 

• 95%  of  sex  offenders 

• 95%  of  child  abusers 

• 97%  of  juvenile  delinquents 

They  were  all  abused  as  children! 

The  number  of  Oklahoma  children  reported  abused  or 
neglected  has  skyrocketed  from  18,149  in  1984  to  34,846 
in  1994.  In  the  past  10  years,  265  Oklahoma  children  have 
died  due  to  abuse.  An  Oklahoma  child  becomes  a victim  of 
child  abu.se  every  hour  of  every  day. 

This  must  be  stopped  and  it  must  be  stopped  now. 

We  as  physicians  and  physicians’  spouses  must  be  at  the 
front  line  in  the  war  against  violence.  October  9,  1996,  is 
SAVE  Today  (Stop  America’s  Violence  Everywhere).  Each 
city  and  each  county  in  Oklahoma  should  be  aware  of  this 
project  promoted  by  the  AMA  Alliance  and  participate  in 
the  promotion  of  this  day.  The  Program  Kit  will  show  how 
each  of  you  may  get  involved. 

Please  send  for  one  at:  The  Medical  Alliance  of  the 
American  Medical  Association,  515  North  State  Street, 
Chicago,  Illinois  60610,  312/464-4470. 

Every  day  we  ignore  this  issue,  another  96  episodes 
of  violence  occur. 

— Joan  Faulconer  Cobble,  Health  Promotions 

918-496-8524 
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The  Last  Word 


H In  August,  the  Federal  Trade  Commission  (FTC)  and 
the  Department  of  Justice  (DOJ)  released  revisions  of  anti- 
trust guidelines,  which  should  result  in  more  choice  for  patients, 
more  competition,  and  better  health  care.  According  to  ama 
Executive  Vice  President  P.  John  Seward,  MD,  the  positive 
ruling  was  directly  attributable  to  the  tremendous  grassroots 
support  of  the  federation.  Under  the  new  guidelines:  ( 1 ) For 
the  first  time,  noncapitated  physician  ventures  will  be  judged 
by  the  rule  of  reason  rather  than  being  viewed  as  per  se  il- 
legal when  a single  price  for  services  is  agreed  upon.  The 
new  statement  says  that  “it  is  unlikely”  that  joint  ventures  in 
competitive  markets  would  raise  substantial  antitrust  con- 
cern. (2)  Networks  of  physicians  as  large  as  50%  will  be 
viewed  as  reasonable  in  competitive  markets  if  they  are  non- 
exclusive and  meet  standard  joint  venture  criteria.  (3)  The 
FTC  and  DOJ  acknowledge  that  the  market  for  medical  ser- 
vices has  significantly  changed  and  that  there  are  substan- 
tial benefits  from  physician  joint  ventures  that  patients  should 
be  given  the  option  of  selecting. 

H According  to  attorneys  George  Short,  Cindy  Sparling, 

and  John  Wiggins,  the  lawsuit  brought  by  the  Oklahoma  State 
Board  of  Medical  Licensure  and  Supervision  (osbmls)  against 
the  Board  of  Examiners  of  Optometry  over  the  issue  of  the 
use  of  lasers  by  optometrists  will  most  likely  go  to  trial  in 
January,  1997. 

The  attorneys  had  hoped  for  a November  trial  but  the  judge 
assigned  to  the  case  has  scheduled  surgery  and  recuperation 
for  the  end  of  the  year.  A case  was  argued  before  an  Idaho 
judge  in  September  involving  optometrists  in  that  state  per- 
forming PRK  procedures.  The  judge’s  ruling  in  that  case  is 
expected  in  mid-October.  At  the  last  meeting  of  the  Oklaho- 
ma Board  of  Examiners  of  Optometry  this  summer  in  Tahl- 
equah,  a Tulsa  optometrist  petitioned  the  board  for  permis- 
sion to  perform  PRKs  using  a laser.  He  was  denied  permission 
until  he  could  demonstrate  more  “wet  lab”  experience. 

H At  a meeting  in  September,  the  OMPAC  Board  of  Direc- 
tors changed  the  dues  structure  so  that  Oklahoma  physicians 
can  more  effectively  compete  with  groups  like  the  Oklaho- 
ma Trial  Lawyers  Association  and  others.  OMPAC  will  con- 
tinue with  its  basic  $1  ()().()()  contribution.  Oklahoma  physi- 
cians now  are  encouraged  to  become  a member  of  the 
President’s  Circle,  $ I, OOO.OO;  the  “500  Club,”  $500.00;  or  a 
“Sustainer”  at  $250.00. 


H Aetna  has  opted  out  of  the  Medicare  claims  proce.ssing 
business.  Aetna’s  contract  with  the  Health  Care  Financing 
Administration  (HFCA)  expired  at  the  end  of  September  but 
the  company  voluntarily  offered  to  continue  to  operate  through 
September  1997  orearlier  if  a replacement  is  identified.  OSMA 
officials  met  with  IICFA  representatives  last  month  in  Dallas. 
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The  HCFA  staffers  said  they  will  do  everything  in  their  power 
to  make  the  transition  to  a new  fiscal  intermediary  as  smooth 
as  possible.  At  the  Dallas  meeting  the  hcfa  officials  said  because 
of  time  constraints,  there  would  be  no  rfp  bidding  process. 
Instead,  the  fjcfa  Dallas  office  had  recommended  to  the  FICFA 
Washington  office  an  existing  carrier  to  take  over  the  claims 
processing  operation  in  Oklahoma.  They  were  not  at  liberty 
to  identify  the  carrier  they  had  recommended.  It  was  learned 
later  that  FtCFA’s  Washington  office  had  rejected  the  recom- 
mendation and  asked  that  bids  be  solicited  only  from  exist- 
ing carriers. 

H Six  members  of  the  Oklahoma  State  Medical  Associa- 
tion have  been  named  by  Governor  Frank  Keating  to  his  Task 
Force  on  Trauma  Systems  Development.  They  are  Edward 
N.  Brandt,  Jr.,  MD,  Oklahoma  City;  Stanley  O.  Skarli,  MD, 
Lawton;  Frank  L.  Mitchell,  MD,  Tulsa;  David  W.  Tuggle, 
MD,  Oklahoma  City;  John  C.  Sacra,  MD,  Tulsa;  and  Stephen 
K.  Cagle,  MD,  Oklahoma  City.  The  Task  Force  met  for  the 
first  time  in  September. 

B OSMA  members  have  been  appointed  by  Governor  F rank 
Keating  to  the  Oklahoma  State  Board  of  Medical  Licensure 
and  Supervision  and  the  Physician  Manpower  Training 
Commission  (PMTC).  Terry  E.  Burge,  MD,  a Bartlesville  family 
physician,  is  a new  member  of  PMTC.  Billy  H.  Stout,  MD,  an 
Oklahoma  City  general  surgeon,  is  the  new  member  of  OSB- 
MLS. 

B The  Oklahoma  Foundation  for  Medical  Quality  (OFMQ) 

has  an  immediate  opening  for  a physician  to  serve  as  asso- 
ciate clinical  coordinator  (ACC).  The  ACC  will  have  two  pri- 
mary responsibilities:  to  assist  the  principal  clinical  coordi- 
nator in  the  implementation  of  the  Health  Care  Quality 
Improvement  Program  and  to  carry  out  the  duties  of  medi- 
cal director  in  those  limited  circumstances  that  arise  as  a 
result  of  the  organization’s  performance  of  case  review  as 
the  peer  review  organization  of  Oklahoma.  Interested  phy- 
sicians should  forward  a copy  of  their  CV  to:  Dale  W.  Brat- 
zler,  DO,  MPH,  Principal  Clinical  Coordinator,  OFMQ,  5801 
Broadway  Extension,  Suite  400,  Oklahoma  City,  OK.  73118, 
phone  405-840-2891,  fax  405-840-1343,  or  e-mail 
<dbratzler@ofmq.com>.  ' 

B Association  dues  for  lobbying  expcn.ses  are  not  tax  de- 
ductible. As  a result,  29%  of  AMA  dues  and  26%  of  OSMA 
dues  for  1997  cannot  be  deducted  as  a business  expense  for 
federal  lax  purposes.  In  addition,  no  portion  of  any  dues  paid 
to  the  American  Medical  Political  Action  Committee  or  the 
Oklahoma  Medical  Political  Action  Committee  can  be  de- 
ducted as  a business  expense  on  the  federal  income  lax 
return,  iji 
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Quality  Managed  Health  Care 

A physician  owned  and  directed 
Managed  Care  Organization 


TM 


By  Joining  PROklahoma  You  Have  an  Opportunity 


To  maintain 

To  provide 
To  prevent 


the  traditional  relationship  between  the  patient  and  physician  with 
mutual  responsibility  to  each  other. 

the  highest  quality  medical  care  at  an  affordable  cost. 

further  fragmentation  of  the  health  care  system. 


To  assure  that  health  policy  and  the  delivery  of  health  care  stay  in  the  hands  of 
physicians  and  their  patients. 

To  establish  a cost-effective  administrative  system,  keeping  more  dollars  for  health 
care. 


To  keep  the  premiums  normally  distributed  to  non-medical  entrepreneurs  to 

provide  benefits  for  the  participants. 

To  establish  a Managed  Care  Plan  that  any  good  physician  who  is  a member  of  the 
Oklahoma  State  Medical  Association  can  join,  and  one  in  which  any 
patient  may  exercise  his  or  her  choice  of  physician. 


Almost  a thousand  members  of  The  Oklahoma  State 
Medical  Association  are  "PROklahoma". 

They  will  have  a say  about  the  future  of  health  care  in  Oklahoma. 


PROklahoma  Stock  and  membership  in  the  Oklahoma  Physicians  Network 

available  for  a limited  time. 


For  your  stake  in  the  future  of  Oklahoma  health  care  contact: 


r 1 P.O.Box  25127 

1 WWj<lahoma'"  Oklahoma  Oklahoma  73 1 25 


Quality  Managed  Health 


Care 
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Fax  (405)  528-3412 
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The  Things  That  Make  PLICO  Health 

DIFFERENT 

Are  The  Things  That  Make  PLICO 
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Choosing  Health  insurance  for 
yourself,  your  family,  and  your 
employees  is  at  best  a confusing 
and  difficult  decision.  Not  all 
health  insurance  is  the  same. 
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PLICO  Health  offers  features  that  are  seldom  available  with  other  plans,  such  as: 
Guaranteed  Insurability  - if  application  is  made  within  60  days  of  eligibility. 
Guaranteed  Renewability  - as  long  as  premium  is  paid  and  eligibility  maintained 
by  membership  in  the  OSMA,  Continued  Coverage  - coverage  continues  for 
retiring  physicians  as  long  as  they  remain  a member  of  the  OSMA,  retiring 
employees  coverage  also  continues  as  long  as  the  employee  worked  for  an  eligible 
physician  for  longer  than  7 years  and  does  not 
elsewhere.  Subject  to  provisions,  there  is 
No  Monetary  Limit  to  benefits. 

With  all  these  features,  as  well  as  OSMA  ownership 
and  direction,  the  differences  are  striking. 

The  things  that  make  PLICO  Health  different 
are  the  things  that  make  PLICO  Health  better. 


obtain  full-time  employment 


For  further  information  or  appointment: 
call,  write,  or  fax,  PLICO  Health 

5005  N.  Lincoln  Oklahoma  City,  Oklahoma 
P.O.  Box  26727  Oklahoma  City,  Oklahoma 
73126  (405)  524-0802  Fax  (405)  528-3412 
In  Tulsa: 

(918)250-5117  Fax  (918)  250-5016 
Statewide  Toll  Free  1-800-522-9219 
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Robert  M.  Smith,  MD,  Oklahoma  City 


Aviation  Medicine 
Dale  G.  Johnson,  M.D. 

Behavioral  Medicine 

Lucien  D,  Rose,  Ph.D. 
♦William  J.  Shaw,  Psy.D. 

Cardiology 
Paul  C.  Houk,  M.D. 
Thomas  F.  McGarry,  Jr.,  M.D. 
Alan  R.  Puls,  M.D. 
♦Thomas  R.  Russell,  M.D. 

Cardiovascular- 
Thoracic  Surgery 
♦R.  Mark  Bodenhamer,  M.D. 
Brian  R.  Boggs,  M.D. 

Dermatology 
♦Glenn  A.  Koester,  M.D. 
Steven  H.  Sutter,  M.D. 

Endocrinology 

James  L.  Males,  M.D. 
Ronald  P.  Painton,  M.D. 

Family  Medicine 
Stanley  Cho,  M.D. 
Rickie  A.  Conrady,  M.D. 
♦Steven  A.  Crawford,  M.D. 
Jeffrey  B.  Cruzan,  M.D. 
Dennis  J.  Friesen,  M.D. 

W.  Dean  Hinz,  M.D. 
Dale  G.  Johnson,  M.D 
Stefan  A.  Kostiuk,  M.D. 
Denise  LeBlanc,  M.D. 
Charles  W.  Lunn,  Jr.,  M.D. 
John  R.  Perkins,  M.D. 
Craig  A.  Phelps,  M.D. 
Sanford  A.  Price,  M.D. 
Constance  A.  Smiley,  M.D. 

Gastroenterology 
Radha  P.  Narayanan,  M.D. 
♦David  A.  Neumann,  M.D. 
M.  Tony  Ringold,  M.D. 

General  Surgery 
John  A.  Buie,  M.D. 

Jay  P.  Cannon,  M.D. 
Kenneth  L.  Crawford,  M.D. 
Beverly  J.  Talbert , M.D. 

Hematology/Oncology 
♦L.  Michael  Bowen,  M.D. 
Ralph  G.  Ganick,  M.D. 


OKLAHOMA 

CITY 

CLINIC 

To  reach  one  of  our 
physicians  call 

280-5DOC  or 
1-800-573-5DOC 

Accredited 

Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

Infectious  Diseases 
John  R.  Harkess,  M.D. 

James  L.  Kirk,  Jr.,  M.D. 
♦Clifford  G.  Wlodaver,  M.D. 

Internal  Medicine 

♦Alan  S.  Bock,  M.D. 

Morris  Dees,  M.D. 

Earl  S.  Elliott,  Jr.,  M.D. 

Terri  L.  Punches,  M.D. 

James  E.  Goodwin,  M.D. 

Brian  P.  Levy,  M.D. 

Rebecca  L.  Manevitz,  M.D. 

Mark  G.  Miles,  M.D. 

Peter  R.  Morgan,  M.D. 

Lise  M.  Mungul,  M.D. 

Ricky  Lee  Page,  M.D. 

Donald  G.  Preuss,  M.D. 

Grace  M.  Ruidera,  M.D. 

Nancy  S.  Satzler,  M.D. 

Vatsala  Shaw,  M.D. 

Gregory  M.  Spencer,  M.D. 

Trina  D.  Swygert,  M.D. 

Peter  S.  Young,  M.D. 

Internal  Medicine  / 
Endocrinology 
Jonathan  L.  Davis,  M.D. 

Internal  Medicine/Pediatrics 
Joy  Lynn  Le  Doux,  M.D. 


Neuroradiology 
Vaughn  G.  Marshall,  M.D. 

Obstetrics/Gynecology 
Thomas  R.  Bryant,  M.D. 

John  D.  Dachauer,  M.D. 
Roger  D.  Quinn,  M.D. 
♦Robert  S.  Ryan,  M.D.,  Ph  D. 

Ophthalmology 
♦John  M.  Bell,  M.D. 
Bradley  D.  Britton,  M.D. 

Optometry 
Todd  E.  Wright,  O.D. 

Otolaryngology  (ENT) 
♦Joseph  E.  Leonard,  M.D. 

C.  Joseph  Wine,  M.D. 

Pediatrics 

Anita  R.  Blick-Nolan,  M.D. 
Mickey  E.  Crittenden,  M.D. 
Betty  L.  Harmon  Brown,  M.D. 
Andrea  L.  Key,  M.D. 
William  J.  Kruse,  M.D. 

Gary  D.  McGann,  M.D. 
Sulabha  K.  Mehta,  M.D. 

Merl  W.  Simmons,  M.D. 

G.  Kelly  Stephens,  HI,  M.D. 

Hal  B.  Vorse,  M.D. 

♦Don  L.  Wilber,  M.D. 

Podiatry 

♦W.  Bradley  Johnston,  D.P.M. 

Pulmonary  Disease/Critical  Care 
♦William  W.  Cook,  M.D. 
Mark  S.  Fixley,  M.D. 
•Steven  R.  Smith,  M.D. 

Radiology 

Vaughn  G.  Marshall,  M.D. 
Steve  McCormack,  M.D. 
♦Carol  V.  Sheldon,  M.D. 

Charles  Tubbs,  M.D. 
Thomas  W.  White,  M.D. 

Rheumatology 
Craig  W.  Carson,  M.D. 

Sports  Medicine 
Robert  E.  Terrell,  M.D. 

Urology 

William  F.  Barnes,  M.D. 
♦Richard  E.  Hcrlihy,  M.D. 
John  P.  Ross,  M.D. 

♦ Denotes  Department  Chair 

• Denotes  President  of  OCC 


Oklahoma  City  Clinic  - Central  / 701  N.E.  10 
Oklahoma  City  Clinic  - Edmond  / 200  N.  Bryant 
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Oklahoma  City  Clinic  - Midwest  City  / 600  National  Ave. 
Oklahoma  City  Clinic  - Northwest  / 4300  McAuley  Blvd. 
Oklahoma  City  Clinic  - South  / 8315  S.  Walker 
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Electronic  LSD 


Editorial 


The  current  expansion  in  computer 

communication  technology  has  captivated 
everyone  in  the  world  who  has  access  to  a 
computer.  The  resultant  possibilities  for  the 
development  of  the  human  mind  and  our 
options  may  properly  be  compared  to  those 
signal  events  of  human  history  like  the 
invention  of  an  alphabet  or  the  printing  press. 

While  there  may  well  be  an  element  of 
entertainment  faddishness  in  today’s 
enchantment  with  the  computer,  there  is  no 
doubt  that  the  Internet  offers  unprecedented 
opportunity  for  quick  access  to  vast 
information  stores  and  to  other  human  minds. 
The  time  will  soon  be  when  anyone’s  access 
to  any  book  or  human  mind  in  the  world  can 
be  made  feasible. 

The  Oklahoma  State  Medical  Association, 
as  the  representative  organization  for  most  of 
the  physicians  of  our  state,  should  and  will 
play  a role  in  the  vast  communications 
network  now  in  formation  among  the 
computers  of  the  world.  As  a preliminary  step 
in  an  ongoing  process  OSMA  has  activated  a 
home  page  on  the  World  Wide  Web  where  the 
computers  of  the  world  may  come  to  an 
electronic  billboard  and  read  about  the  basic 
structure  and  function  of  our  association. 

The  content  and  evolution  of  the 
communication  function  of  this  home  page 
should  now  be  the  interest  and  concern  of 
every  member  of  the  Oklahoma  State  Medical 
Association.  An  opportunity  to  increase  the 
level  of  service  to  the  Oklahoma  public  and 


the  Oklahoma  physician  through  the  broad 
access  of  this  home  page  now  exists.  An 
interesting,  informative,  and  useful  home 
page  is  now  a desiderata. 

Our  association  members  could  now  be 
advancing  ideas  for  the  content  of  the  OSMA 
Online  home  page.  Should  there  be  a public 
service  department  with  recommended 
vaccination  schedules  or  screening  tests,  or 
other  clinical  material?  Should  computer 
contact  with  the  general  lay  public  be  actively 
sought?  Should  physicians’  services  such  as 
consultation,  referral,  or  locum  tenens 
opportunities  be  listed?  Is  there  a need  for 
physician  consultation  services  on  difficult 
clinical  cases  via  the  Internet?  Should  there 
be  limits  to  the  home  page  offerings? 

Regardless  of  the  content  of  the  material 
offered,  the  association  should  commit  to 
providing  a home  page  that  is  authentic, 
timely,  accurate,  and  useful  to  the  physician 
members  and  to  the  general  public  who 
contact  it.  The  question  whether  to  use  the 
home  page  for  revenue  generation  or  whether 
to  post  advertisements  should  be  answered 
through  general  agreement  of  the 
membership.  Your  input  is  solicited. 

Welcome  to  <http://www.osmaonline.org>! 


An  editorial  is  a column  of  personal  opinion  that  may  or  may  not 
reflect  the  official  position  of  the  OSMA. 
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The  Mission  and  the  Future  of  the  OSMA 


In  the  coming  years,  the  Oklahoma  State 
Medical  Association  as  well  as  the 
American  Medical  Association  and  the  county 
medical  societies  will 
need  a defined  role  to 
merit  the  continued 
financial  support  of  their 
members  in  days  of 
diminishing  dollars. 

Physicians  will  ask  more 
and  more,  "What  will 
these  organizations  do  for 
me?  Can  I justify  the 
dues?"  What  is  the 
legitimate  mission  of 
organized  medicine  and,  specifically,  the 
OSMA? 

I.  While  the  individual  physician  should 
continue  to  be  his/her  patient's  best  advocate, 
the  OSMA  must  represent  the  physicians  and 
patients  of  our  state  and  be  their  best 
advocate.  This  is  of  paramount  importance. 

2.  The  OSMA  must  work  to  maintain  both 
the  integrity  of  the  profession  of  medicine  and 
the  quality  of  healthcare  during  a time  of 
change  and  reform.  This  effort  includes  taking 
a leadership  role  and  encouraging  that  the 
highest  ethical  standards  be  maintained, 
especially  with  the  pressures  and  dilemmas 
which  may  be  imposed  in  a managed  care 
environment. 

3.  The  OSMA  should  provide  the  best 
political  representation  available  for  the 
physicians  of  our  state  and  be  able  to 
communicate  this  to  our  constituency  and 
show  results. 


4.  The  OSMA  should  be  a unified  front 
representing  the  physicians  of  Oklahoma, 
concentrating  our  efforts  and  energies  on 
representing  physicians  and  patients  in  all 
aspects.  We  need  to  work  with  the  specialty 
societies  and  e.xhibit  more  togetherness  so  as 
to  speak  w ith  one  voice  on  the  truly  important 
issues  facing  medicine  and  healthcare.  We 
need  to  be  unified  under  the  aegis  of  the  OSMA 
so  we  can  have  the  clout  to  undertake  a 
meaningful  political  dialogue  that  will 
produce  positive  outcomes. 

5.  PLICO  will  continue  to  be  the  crown 
jewel  of  the  many  projects  started  by  OSMA. 
We  need  to  remember  it  is  run  completely  by 
OSMA  physicians  elected  by  our  membership, 
and  should  strive  to  keep  it  under  physician 
control  in  the  future. 

The  Oklahoma  State  Medical  Association 
is  the  only  organization  representing  all  the 
physicians  of  Oklahoma  regardless  of 
specialty,  location,  hospital  affiliation,  or 
managed  care  participation.  It  is  very 
worthwhile  to  support  the  only  organization 
which  unifies  us.  We  should  never  be 
complacent,  never  be  satisfied  with 
mediocrity,  but  should  continue  to  follow  our 
mission  to  ever  improve  our  effectiveness. 
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Charcol^Marie-Tooth  Disease  Type  1 A: 
A Family  Study  with  Microsatellites 

Yong  Qu,  PhD;  Nancy  J.  Carpenter,  PhD;  Lynne  Whetsell,  BS; 

Donna  P Smith,  MS,  RN;  Burhan  Say,  MD 


Charcot-Marie-Tooth  (CMT)  disease  (also  called 
Hereditary  Motor  and  Sensory  Neuropathy)  is 
an  inherited  peripheral  neuropathy  with  a 
, prevalence  rate  of  1 in  2,500.''^  Charcot-Marie- 
Tooth  disease  type  1 A (CMT 1 a),  the  most 
I common  autosomal  dominant  form  of  the 
disease,  is  associated  with  a duplication  of  a 
segment  of  chromosome  17  ( 1 7p  1 1 .2).^-^  In  this 
report  we  present  a three-generation  family  with 
CMT  1 A where  simple  sequence  repeats  (di-  or  tri- 
nucleotide repeats,  also  called  microsatellites) 
were  used  in  conjunction  with  polymerase  chain 
reaction  (pcr)  to  identify  the  duplication.  The 
presence  of  three  alleles  or  the  presence  of  two 
alleles  with  a dosage  ratio  of  1 :2  for  the  markers 
D 1 7S839  and  D 1 7S92 1 indicates  the  presence 
of  the  duplicated  segment  in  affected  family 
members,  whereas  two  alleles  with  a ratio  of  1 :1 
indicate  absence  of  the  duplication.  Several 
markers  outside  the  duplication  region  which 
have  two  alleles  with  a dosage  ratio  of  1 :1  were 
used  as  controls.  Seven  CMT  1 A patients  in  this 
family  carry  the  CMTl  A duplication.  One  1 2- 
I year-old  boy  who  has  not  exhibited  any  clinical 
symptams  does  not  have  the  CMT  1 A duplication. 
We  believe  that  this  is  a simple,  rapid,  and 
effective  method  to  identify  the  CMT  1 A 
duplication  in  most  patients  suspected  of  having 
CMTl  A. 

Several  different  molecular  genetic  meth- 
ods have  been  developed  for  diagnosis  of 
CMTl  A including  Southern  blot  analysis, 

Direct  correspondence  to  Yong  Qu,  PhD,  H.  A.  Chapman  Institute  of  Medical 
Genetics.  5300  East  Skelly  Drive,  Tulsa,  OK  74135. 


pulsed  field  gel  electrophoresis,  and  fluorescence 
in  situ  hybridization.  Recently,  polymerase  chain 
reaction  (PCR)  using  microsatellite  loci  has  been 
used  for  the  diagnosis  ofCMTl  A. These  loci  are 
highly  polymorphic  UNA  markers  which  display 
a variable  number  of  easily  identifiable  alleles 
based  on  very  short  tandem  repeats  of  2 to  4 base 
pairs  (bp).’*  In  the  present  study,  we  used  two 
test  loci,  D 1 7S839  and  D 1 7S92 1 , located  within 
the  CMTl  A duplication  region  and  four  control 
loci,  D 1 7S250,  D 1 7S579,  D 1 7S588  and  D 1 7S798, 
outside  of  the  duplication  segment  to  screen  for 
the  presence  or  absence  of  the  duplication  in  a 
three-generation  family.  Using  fluorescence-based 
PCR,  the  loci  were  analyzed  on  an  automated  ABl 
UNA  sequencer  with  Genescan  software  for  ac- 
curate allele  sizing  and  quantitation. 

Case  Report 

The  proband,  a 32-year-old  Caucasian  woman, 
was  self-referred  to  our  genetic  clinic  because  she 
was  diagnosed  clinically  as  having  CMT  disease, 
most  likely  type  lA.  Her  history  indicated  that 
she  did  not  have  any  health  problems  during  in- 
fancy or  early  childhood.  For  instance,  she  was 
able  to  walk  without  support  even  before  her  first 
birthday.  However,  by  6 years  of  age  she  was  noted 
to  have  difficulties  in  writing  due  to  muscle  pain 
and  had  an  unusual  gait  which  caused  her  to  fall 
quite  easily.  At  8 years  of  age,  she  began  to  expe- 
rience rather  severe  leg  pains  which  necessitated 
a complete  neurologic  exam.  An  EMG  showed 
findings  consistent  with  CMT  disease.  Later  she 
had  several  corrective  surgical  procedures  which 
seemed  to  help  her.  However,  about  three  years 
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Figure  1.  Electrophero- 
grams  from  the  proband 
(A),  her  father  (B),  and  her 
brother  (C)  for  the  locus 
D 1 7S921 . The  three  peaks 
represent  3 alleles  with 
different  sizes  for  each 
individual. 


ago  she  Started  to  have  leg  pains  again  with  pro- 
gressive weakening  of  her  arms  and  legs.  A re- 
peat EM(i  three  months  ago  again  showed  marked 
abnormalities  involving  her  lower  extremities. 

The  family  history  showed  that  there  were 
several  other  individuals  among  her  immediate 
family  members  who  were  similarly  affected  in- 
cluding her  father  and  her  brother,  one  of  her  sons, 
and  her  three  nieces. 


Results 

Genomic  DNA  was  extracted  from  a 10  ml  EDTA 
blood  specimen  from  the  proband.  PC'R  was  used 
to  amplify  two  microsatellite  loci,  D 1 7S839  and 
D17S921,  within  the  cmtIa  duplication  region 
to  determine  if  a duplication  was  present.  Fluo- 
rcscently  labeled  primers  were  used  so  that  the 
amplification  products  could  be  detected  by  an 
automated  DNA  sequencer  and  analyzed  using  the 
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179/183  181  179/183  179/183  179/183 


Figure  2.  The  family  ped- 
igree showing  segrega- 
tion ofthe  D17S921  locus. 
Numbers  below  each  in- 
dividual represent  allele 
sizes  in  base  pairs.  Alle- 
les above  or  below  the 
dashed  line  indicate  they 
are  on  different  chromo- 
some 17s.  Alleles  separat- 
ed by  a slash  are  located 
on  the  same  chromosome 
17. 


Genescan  software.  After  her  mutation  was  iden- 
tified, the  other  family  members  were  tested,  in- 
cluding her  younger  son  who  had  not  shown  any 
clinical  symptoms.  Blood  specimens  were  obtained 
from  all  of  her  family  members  except  11:3  in 
Figures  2 and  4.  The  same  method  described  above 
was  used  to  make  the  diagnoses. 

As  shown  in  Figure  1 A,  the  proband  (11: 1 ) has 
3 alleles  ( 1 79/ 1 8 1 / 1 83 ) at  the  D 1 7S92 1 locus.  Her 
father  (1: 1 ) and  her  brother  (11:4)  also  have  3 alle- 
les at  this  locus(  179/183/187  and  175/179/183  in 
Figs  IB  and  1 C,  respectively).  It  is  clear  that  these 
individuals  have  the  same  two  alleles,  1 79  and  1 83, 
which  must  be  located  on  the  same  chromosome 
1 7 with  CMT 1 .V  duplication  since  the  proband  and 
her  brother  inherited  a different  allele  (181  and  1 75, 
respectively)  from  their  mother  (1:2,  Fig.  2).  These 
results  establish  that  the  inheritance  of  the  179/183 
alleles  in  this  family  is  associated  with  CMtIa 
disease  as  shown  in  the  proband’s  son  (III:  1 ) and 
her  nieces  (III:3,  III:4  and  III:5).  The  unaffected 
son  (111:2)  inherited  his  mother’s  normal  allele  (181) 
rather  than  the  179/183  alleles  and  thus  does  not 
have  the  CMTl  A mutation.  These  results  are  sum- 
marized in  Figure  2. 


To  confirm  these  results,  another  locus 
( D 1 7S839)  within  the  duplication  region  was  also 
studied.  The  proband  (11:1)  and  her  father  (1:1) 
both  have  2 doses  of  allele  1 55  and  1 dose  of  allele 
161  (Figs  3A,  3B).  Her  brother  (11:4,  Fig.  3C) 
also  has  155/161  alleles  plus  a third  allele  157 
from  his  mother  (1:2,  Fig.  4).  The  results  from 
D 1 7S839,  summarized  in  Figure  4,  indicate  that 
the  proband,  her  father,  and  her  brother  all  have 
the  155/161  alleles  which  represent  the  CMTl  A 
duplication.  The  other  affected  members  (III:1, 
111:3,  III:4,  111:5)  also  inherited  these  155/161 
alleles.  The  unaffected  son  (111:2)  inherited  his 
mother’s  normal  allele  155,  instead  of  the  155/ 
161  alleles,  confirming  that  he  does  not  have  the 
CMTl  A mutation.  Several  loci  outside  of  the  du- 
plication region,  D 1 7S250,  D 1 7S579,  D 1 7S588, 
D17S798,  used  as  control  loci,  show  equal  in- 
tensity of  two  alleles  as  expected. 

Discussion 

Traditionally,  nerve  conduction  velocity  (NCV) 
studies  have  been  an  essential  part  of  the  clinical 
evaluation  of  patients  with  peripheral  neuropa- 
thy. However,  most  patients  find  NCV  tests  to  be 
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Figure  3.  Electrophero- 
grams  from  the  proband 
(A),  her  father  (B)  and  her 
brother  (C)  for  the  locus 
D17S839.A&B  indicate 

2 alleles  (2  peaks)  exist 
with  the  smaller  (I)  hav- 
ing twice  the  intensity  of 
the  lorger  (r).  11:4  (C)  shows 

3 peaks  representing  3 al- 
leles with  different  sizes 
for  this  individual. 


painful.  As  a result,  some  patients  do  not  return 
to  the  elinic  and  parents  often  refuse  NCV  testing 
on  their  children.  The  present  study  used  a non- 
radioactive test  for  detection  of  the  CMtIa  du- 
plication based  on  microsatcllite  polymorphisms. 
This  method  is  simple,  rapid,  and  economical. 

Approximately  75%  of  patients  with  clinical 
findings  and  decreased  NC'Vs  harbored  the  C'MT  I A 
duplication.''  " Therefore,  the  test  used  in  the 
present  study  is  a useful  new  tool  for  diagnosis 


of  CMTiA,  especially  before  clear  manifestation 
of  clinical  symptoms.  Early  diagnosis  for  CMT I A 
is  important  because  the  age  of  onset  varies  greatly. 
This  diagnosis  will  prepare  children  to  obtain  early 
medical  intervention  and  will  assist  the  parents 
and  patients  to  make  wise  career  and  family  plan- 
ning decisions.  J 
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171  171  171  171  171 


155/161  155  155/161  155/161  155/161 


Figure  4.  The  family  ped- 
igree showing  segrega- 
tion of  the  D17S839. 
Numbers  below  each  in- 
dividual represent  allele 
sizes  in  base  pairs.  Alle- 
les above  or  below  the 
dashed  line  indicate  they 
are  on  different  chromo- 
some 17s.  Alleles  separat- 
ed by  a slash  are  locat- 
ed on  the  same  chromo- 
some 17. 
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Case  Report: 

Scrotal  Cellulitis  Secondary  to  Hot  Tub  Exposure 

John  B.  Forrest,  MD;  Mark  A.  Drake 


Inflammatory  disorders  of  the  scrotum  vary  in 
their  presentation  and  etiology.  This  may  range 
from  relatively  minor  cutaneous  infections  to 
scrotal  gangrene.  Herein  presented  is  a case  of 
scrotal  cellulitis  secondary  to  cutaneous 
inoculation  from  a hot  tub. 

Scrotal  cellulitis  varies  in  its  presentation,  eti- 
ology, natural  course,  and  treatment.  Cel- 
lulitis of  the  scrotum  may  range  from  rela- 
tively minor  infections  to  life-threatening  infec- 
tions, such  as  Fournier’s  gangrene.  Herein  reported 
is  a case  of  scrotal  cellulitis  which  was  second- 
ary to  cutaneous  inoculation  arising  from  hot  tub 
exposure. 

Case  Report 

A 1 2-year-old  white  male  was  referred  to  our  office 
with  increased  swel  1 ing  and  erythema  of  the  scrotal 
skin.  Approximately  1 8 hours  prior  to  his  initial 
examination,  the  patient  had  accidentally  fallen 
on  the  side  of  his  backyard  hot  tub.  This  resulted 
in  blunt  trauma  to  the  .scrotum  against  the  wall  of 
the  tub  and  exposure  to  the  water  present  within 
the  hot  tub.  Approximately  6 hours  later,  the  pa- 
tient developed  swelling  of  the  right  hemi.scro- 
tum  with  redness  of  the  skin  and  some  associat- 
ed discomfort.  This  progressed  over  the  next  12 
hours,  and  the  patient  was  referred  to  our  office 
for  further  evaluation,  lixamination  at  that  time 

I roin  ihc  Urologic  Spcciali.sts  oroklahonui.  Inc.,  ihe  Univcr.sily  of Okla* 
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Medical  ('enter,  lulsa.  OK. 
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revealed  well  demarcated  scrotal  erythema  with 
mild  edema  of  the  right  hemiscrotal  wall.  A scrotal 
ultrasound  was  obtained  with  Doppler  flow  tech- 
nique, which  revealed  slight  thickening  of  the 
scrotal  skin  with  no  evidence  of  epididymal  or 
testicular  injury.  Testicular  and  epididymal  blood 
flow  was  normal.  The  patient  received  ceptriax- 
one  intramuscularly  followed  by  oral  cephalex- 
in. However,  over  the  next  24  hours,  the  patient 
developed  increased  swelling  of  the  right  hemis- 
crotum.  The  patient  was  admitted  for  parenteral  , 
antibiotic  therapy.  The  cellulitis  over  the  next  1 2 ' 

hours  progressed  rapidly  with  an  increase  in  the  i 
patient’s  fever.  Laboratory  data  at  that  time  re-  * 
vealed  a normal  urinalysis  along  with  a leukocy-  * 
tosis  of  16,500  with  a left  shift.  The  patient  was  j 
placed  on  ampicillin  and  gentamicin  parenteral-  i 
ly.  He  continued  with  rapid  progression  of  the  | 
cellulitis  with  a progressively  febrile  course.  The  i 
patient  was  taken  to  the  operating  room  where  a l 
right  scrotal  exploration  was  carried  out.  This  ' 
revealed  edema  of  the  scrotal  skin  with  a normal-  I 
appearing  right  testis  and  epididymis. 

A culture  obtained  from  a small  amount  of 
reactive  fluid  around  the  right  testicle  was  nega- 
tive. No  skin  was  debrided  at  that  time.  The  pa- 
tient was  .subsequently  switched  to  ticarcillin/cla- 
vulanic  acid  3. 1 mg  iv  q 4 hours.  Over  the  next 
twenty-four  hours,  the  patient’s  febrile  course 
began  to  defcrvesce  and  the  erythema  improved. 
The  patient  continued  to  improve  on  iv  antibiot- 
ic therapy  over  the  next  5 days  and  was  switched 
to  amoxicillin/clavulanic  acid  orally.  The  patient 
was  discharged  from  the  hospital  on  oral  antibi- 
otic therapy  for  an  additional  2 weeks.  Follow 
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up  at  that  time  revealed  complete  resolution  of 
the  cellulitis. 


Discussion 

Cellulitis  and/or  folliculitis  secondary  to  hot  tub 
exposure  has  been  previously  described.'  Most 
commonly,  folliculitis  has  been  described  asso- 
ciated with  Pseudomonas  aeruginosa  inoculation 
which  has  been  found  to  be  present  within  hot 
tubs.  Excessive  amounts  of  organic  debris,  poor 
maintenance  with  filter  overgrowth,  and  high  water 
temperatures  have  been  described  as  factors  con- 
tributing to  the  presence  of  Pseudomonas  within 
hot  tubs.*  Additionally,  loofah  sponges  have  been 
described  as  a reservoir  for  Pseudomonas,  cellu- 
litis, and/or  folliculitis.’  Pseudomonas  cutaneous 
infections  characteristically  result  in  skin  erythema, 
pain,  edema,  and  a resulting  folliculitis  with  sur- 
rounding erythema.’’  Scrotal  infections  have 
additionally  been  described  with  Streptococcus, 
Staph  species,  and  polymicrobial  infections  in- 
cluding aerobic  and  anaerobic  organisms  as  is  seen 
in  rapidly  progressive  conditions  such  as  Fourn- 
ier s gangrene.'”" 

It  was  assumed  in  this  case  report  that  the  cul- 
tures were  negative  secondary  to  prior  treatment 
with  oral  and  parenteral  antibiotics  at  the  time  of 
obtaining  the  cultures  of  the  scrotum.  Amoxicil- 
lin/clavulanic  acid  was  selected  as  the  oral  drug 
in  light  of  the  negative  cultures  and  of  the  pa- 
tient’s response  in  the  hospital  to  this  selection 
of  oral  antibiotic  therapy.  Adequate  treatment  is 
predicated  upon  the  rapid  recognition  and  the  in- 
stitution of  appropriate  therapy  for  scrotal  cellu- 
litis. Predisposing  factors  such  as  diabetes  melli- 
tus  and  potential  routes  of  exposure  need  to  be 
recognized.  The  onset  of  obvious  gangrene,  tis- 
sue compromise,  or  progressive  cellulitis  warrants 


aggressive  surgical  intervention  with  tissue  de- 
bridement.’"’ Other  measures  such  as  hyperbar- 
ic oxygen  may  be  of  benefit  in  the  management 
of  these  potentially  aggressive  conditions."  '^ 

Conclusion 

A case  of  scrotal  cellulitis  arising  from  skin  in- 
oculation in  a hot  tub  has  been  presented.  Rapid 
recognition  of  this  condition  is  essential  for  ap- 
propriate therapy  based  upon  the  recognized  modes 
of  exposure  and  potential  pathogens.  X 
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Case  Report:  Locally  Acquired  Trichinosis 
in  an  Immigrant  from  Southeast  Asia 


Timothy  Graves,  MPH;  John  Harkess,  MD;  James  M.  Crutcher,  MD 


The  authors  report  o cose  of  trichinosis 
acquired  in  Oklahoma  City  by  on  immigrant 
from  Southeast  Asia.  The  49-yeor-old  female 
reported  having  abdominal  discomfort,  nausea, 
and  vomiting,  and  had  purchased  and  eaten 
lightly  cooked  pork.  She  also  complained  of 
fatigue,  anorexia,  and  muscle  aches  for  several 
months.  An  immigrant  from  Laos,  she  stated 
that  she  regularly  eats  pork  and  prefers  it  rare 
or  mildly  cooked.  The  authors  caution  local 
physicians  to  be  aware  of  the  increased  risk  of 
trichinosis  among  Southeast  Asian  immigrants 
in  the  area,  particularly  those  from  Laos  and 
Cambodia.  Continued  emphasis  on  the  need  to 
thoroughly  cook  all  pork  products  is  necessary 
if  the  incidence  of  trichinosis  in  the  U.S.  is  to  be 
controlled. 

Trichinosis  is  an  infection  contracted  by  in- 
gestion of  undercooked  meat  (usually  pork) 
containing  larvae  of  the  parasitic  worm  Tri- 
chinella  spiralis.  Because  it  is  rare  in  the  U.S. 
(an  average  of38  cases/year  over  the  last  five  years) 
(Fig.  1 ),'  most  physicians  have  little  or  no  expe- 
rience with  the  disease.  Recent  reports  have  doc- 
umented outbreaks  of  trichinosis  in  the  U.S.  among 
refugees  from  Southeast  Asia,  apparently  due  to 
their  dietary  preference  for  lightly  cooked  or 
uncooked  pork.  We  report  here  a case  of  trichi- 
nosis in  an  immigrant  from  I.aos,  which  was  most 
likely  acquired  locally  from  consuming  inade- 
quately cooked  pork.  Several  hundred  refugees 
or  immigrants  from  Southeast  Asia  relocate  to 

Direct  correspondence  toTmiothy  (iraves.  Acute  f)isease  Service.  Okla- 
homa State  Department  of  Health.  1000  Northeast  lOlh  Street.  Oklaho- 
ma City,  OK  73152. 


Oklahoma  each  year.  Physicians  should  be  aware 
of  the  increased  risk  of  trichinosis,  and  other  dis- 
eases, in  these  persons. 

Case  Report  and  Investigation 

The  patient  is  a 49-year-old  female  resident  of 
Oklahoma  City  who  immigrated  to  the  U.S.  from  I 
Laos  10  years  ago.  She  has  a history  of  type  1 
diabetes  mellitus,  hypertension,  and  chronic  re- 
nal failure.  She  was  evaluated  on  April  10,  1996, 
because  of  a several-day  history  of  abdominal  dis- 
comfort, nausea,  and  vomiting.  She  also  com- 
plained of  fatigue,  anorexia,  and  muscle  aches 
for  several  months.  She  was  found  to  have  an 
elevated  CPK  and  was  admitted  to  the  hospital  to 
rule  out  Ml  and  to  evaluate  her  renal  disease. 
Physical  examination  on  admission  was  normal 
except  for  a blood  pressure  of 202/94  and  a grade 
11/Vl  systolic  ejection  murmur.  Specifically,  no 
periorbital  edema  was  noted.  Laboratory  findings 
were  as  follows:  BUN,  50;  creatinine,  8;  glucose, 
128;  potassium,  5.6;  LDU,  308;  CPK,  803;  and 
hemoglobin,  8.2.  The  WBC  was  6000  with  8% 
eosinophils.  In  November  1995, 18%  eosinophils 
were  noted  (normal  = 0-7%).  Over  the  next  .sev- 
eral days  she  ran  a periodic  low-grade  fever  (99.2°- 
100.6°F).  A muscle  biopsy  of  the  left  gastrocne-  i 
mills  was  performed  to  rule  out  vasculitis  as  a 
cause  of  her  chronic  inu.sclc  pain  and  Trichiiwlla 
spiralis  was  identified  (Fig.  1).  Her  symptoms 
resolved  after  several  days,  without  therapy  for 
trichinosis. 

The  patient  stated  that  she  regularly  eats  pork 
and  prefers  it  rare  or  mildly  cooked.  She  denied 
eating  wild  animal  meat,  such  as  bear,  which  has 
also  been  implicated  in  the  transmission  of  tri- 
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chinosis.  She  obtained  her  pork  from  three  sourees, 
a local  grocery  store,  an  oriental  food  market,  and 
in  the  past  year,  from  a local  farmer  who  butch- 
ered and  sold  pork  products  directly  to  friends 
and  relatives.  She  prefers  her  pork  unfrozen,  as 
she  feels  the  pork  “toughens”  when  it  is  frozen. 
Two  of  the  patient’s  children  reside  in  the  house- 
hold with  the  case.  They  both  stated  that  they  do 
not  consume  undercooked  pork,  preferring  their 
meat  well  done.  Serologic  testing  of  the  children 
was  negative  for  Tricliinella. 

Overview  of  Trichinosis 

The  number  of  cases  of  trichinosis  reported  in 
the  U.S.  has  declined  steadily  from  an  average  of 
350  cases  per  year  in  the  mid  1950s  to  an  aver- 
age of  38  cases  per  year  between  1991  and  1994 
(Fig.  1 ).'  The  decline  is  likely  due  to  a combina- 
tion of  factors,  including  laws  prohibiting  the 
feeding  of  garbage  to  hogs,  increased  use  of  home 
freezers,  and  widespread  public  knowledge  of  the 
need  to  thoroughly  cook  pork.  Pork  remains  the 
most  important  source  of  human  infection,  be- 
ing incriminated  in  more  than  two-thirds  of  tri- 
chinosis cases.-  Many  other  animals  may  be  in- 
fected with  Tricliinella,  including  dogs,  cats, 
horses,  rats,  fox,  wolf,  bear,  wild  boar,  and  ma- 
rine animals  in  the  arctic.  Bear  and  wild  boar  are 
the  most  common  sources  of  wild  animal  Trichinel- 
la  infection.^  A recent  report  documented  an 
outbreak  of  trichinosis  associated  with  eating 
cougar  jerky.^  Although  cattle  are  not  naturally 
infected  with  Tricliinella,  ground  beef  is  often 
incriminated  in  trichinosis  cases  because  of  in- 
advertent or  intentional  contamination  with  pork. 

After  consuming  meat  infected  with  viable  7/7- 
chinella  larvae,  the  larx'ae  pass  into  the  small  bowel 
where  they  invade  the  duodenal  and  jejunal  mu- 
cosa and  develop  into  adult  worms.  Adult  worms 


Figure  2.  A single  coiled  Trichinella  spiralis  larva  in 
striated  muscle.  The  lack  of  calcification  in  the  cyst 
wall  is  consistent  with  a recent  infection  (i.e.,  within 
the  last  4-12  months).  Photo  by  Dr.  Marlene  Greyson, 
St.  Anthony  Hospital,  Oklahoma  City. 


are  expelled  from  the  bowel  over  the  next  two  to  Figure  l.  Trichinosis  Cases 
three  weeks,  but  not  until  after  newborn  larvae  Reported  by  Year,  United 
are  produced  which  pass  through  the  intestinal  1947-1994 

mucosa  and  migrate  to  striated  muscle  (and  oc- 
casionally other  sites)  via  the  lymphatics  and 
bloodstream.  Encysted  larvae  can  remain  viable 
in  the  muscle  for  several  years.  Clinical  disease 
is  highly  variable  and  can  range  from  inapparent 
infection  to  fatal  disease,  depending  upon  the 
number  of  larvae  ingested. 

The  symptoms  of  trichinosis  result  from  the 
presence  of  adult  worms  in  the  small  intestine  and 
the  tissue  migration  of  larvae  and  their  eventual 
encystment  in  striated  muscle  or  other  sites.  Ini- 
tial symptoms  may  appear  within  one  to  two  days 
after  ingestion  of  the  larvae  and  include  abdom- 
inal pain  and  diarrhea.  Symptoms  of  larval  mi- 
gration and  tissue  invasion  follow  one  to  six  weeks 
later  and  include  muscle  soreness  and  periorbit- 
al edema,  sometimes  followed  by  conjunctivitis, 
retinal  hemorrhages  and  photophobia,  low-grade 
fever,  weakness,  and  rash.  More  serious  compli- 
cations and  even  death  may  result  from  cardiac, 
neurologic,  or  respiratory  involvement.  Eosino- 
philia,  ranging  from  4%  to  60%  of  the  total  white 
blood  cell  count,  is  common  and  may  persist  for 
weeks  to  several  months.  Muscle  enzymes  such 
as  creatine  phosphokinase  (CPK)  and  lactate  de- 
hydrogenase (LDH)  are  elevated  in  the  majority 
of  patients. 

Biopsy  of  a tender  muscle  taken  at  least  10 
days  after  infection  provides  conclusive  evidence 
of  infection  but  is  rarely  required.  Positive  serol- 
ogy in  a person  with  compatible  symptoms  and 
history  of  consuming  improperly  cooked  pork  is 
generally  used  to  make  the  diagnosis.  The  infec- 
tion is  self-limited  and  non-threatening  in  most 
patients  and  therefore  requires  only  supportive 
care  with  analgesics  and  bed  rest.  If  diagnosed 
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early  and  symptoms  are  severe,  mebendazole  is 
effective  against  adult  worms  in  the  intestine. 
Whether  mebendazole  is  effective  against  larvae 
in  the  muscle  is  not  certain.  Corticosteroids  are 
felt  to  be  indicated  for  severe  cases  with  exten- 
sive muscle  involvement  or  disease  of  the  car- 
diovascular, pulmonary,  or  central  nervous  sys- 
tem. Generally,  prednisone,  40-60  mg/day,  is  used 
for  several  days  until  fever  and  other  symptoms 
subside.  Trichinosis  can  be  prevented  by  proper 
preparation  of  meat.  Trichinella  larvae  in  pork 
are  killed  by  freezing  at- 15°C  for  21  days  (long- 
er if  meat  is  more  than  15  cm  thick),  or  cooking 
to  a temperature  of  at  least  1 70°F  (77°C)  until  no 
pink  is  showing  in  the  meat. 
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Discussion 

This  patient  represents  the  first  case  of  trichino- 
sis reported  in  Oklahoma  since  1989.  She  pre- 
sented with  many  of  the  common  signs  and  symp- 
toms of  acute  trichinosis — nausea,  vomiting, 
anorexia,  fatigue,  abdominal  pain,  and  muscle  pain. 
She  also  had  laboratory  findings  consistent  with 
the  disease — elevated  CPK,  LDH,  and  a previous- 
ly elevated  eosinophil  count.  Her  symptoms  re- 
solved without  therapy  which  is  usual  except  for 
severe  cases.  She  most  likely  contracted  the  in- 
fection by  consuming  undercooked  pork  which 
she  obtained  locally.  Although  encysted  Trichinella 
larvae  may  persist  in  muscle  tissue  for  many  years, 
calcification  of  the  cyst  generally  begins  within 
several  months  and  almost  certainly  by  one  year. 
The  fact  that  calcification  was  not  noted  in  this 
specimen  indicates  that  the  infection  was  recent 
in  nature. 

Immigrants  from  Southeast  Asia  have  been 
previously  identified  as  being  at  increased  risk 
for  trichinosis  after  relocating  to  the  U.S.  due  to 
a dietary  preference  for  lightly  cooked  pork.'*  ' 
This  custom  appears  to  vary  by  country  of  ori- 
gin, being  more  common  among  persons  from 
Laos  and  Cambodia  than  those  from  Vietnam.^ 
We  interviewed  leaders  from  the  local  Vietnam- 
ese and  Laotian  communities  and  found  that  it 
indeed  appears  more  commonly  among  persons 
from  Laos.  According  to  1 990  census  data,  more 
than  30,()()()  persons  from  Southeast  Asia  reside 
in  Oklahoma.  Also,  over  500  refugees  and  im- 
migrants from  Southeast  Asia  relocate  to  Okla- 
homa each  year  (.1.  Crutcher,  personal  commu- 
nication). fhe  majority  of  these  persons  are  from 
Vietnam  and  most  settle  in  Oklahoma  City  or  Tulsa. 
Physicians  who  sec  these  patients  (and  especial- 
ly those  from  Laos  and  C'ambodia)  should  ad- 
vise them  about  the  need  to  thoroughly  cook  pork 
and  also  consider  trichinosis  in  those  who  present 
with  muscle  pains  and  eosinophilia.  This  popu- 


Most Commonly  Identified  Latent  and  Chronic 
Infections  of  Immigronts  from  Southeast  Asia 

Tuberculosis 

Hepatitis  B surface  antigen 
carrier 

Intestinal  parasites 
Malaria 
Melioidosis 
Leprosy 

Typhoid  carrier  state 

Filariasis 

Schistosomiasis 


lation  is  also  at  risk  for  a variety  of  latent  and 
chronic  infections  which  they  import  from  their 
native  country  (Table).*-’ 

The  source  of  the  infected  pork  could  have  been 
either  a local  commercial  market  or  a private  farm. 
Noncommercial  sources,  such  as  small  farms,  are 
generally  a greater  risk  since  small  operations  such 
as  these  often  fail  to  meet  federal  hog  manage- 
ment practices.  The  prevalence  of  T.  spiralis  in- 
fection in  commercial  hogs  in  the  U.S.  is  gener- 
ally very  low  but  varies  geographically.  Periodic 
testing  of  swine  at  slaughter  houses  around  the 
U.S.  reveals  infection  rates  ranging  from  0.00% 
to  0.73%,  with  the  highest  rates  seen  in  swine 
reared  in  the  eastern  U.S.**  Even  though  the  over- 
all rate  of  infection  in  swine  is  low,  with  approx- 
imately 90  million  hogs  being  commercially 
slaughtered  in  the  U.S.  each  year,  this  amounts 
to  a significant  number  of  hogs  infected  with 
Trichinella.  It  has  been  estimated  that  a national 
prevalence  rate  of  0. 1 % means  that  about  1 00,000 
infected  hogs  are  slaughtered  each  year  in  the  U.S., 
which  in  turn  yields  approximately  36  million 
potentially  infected  meals.**  Continued  emphasis 
on  the  importance  of  thoroughly  cooking  pork  is 
necessary  for  the  control  of  human  trichinosis  cases 
in  the  U.S.  T 
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Optometrists  lose  their  photorefroctive  keratectomy  suit  in  Idaho 


An  Idaho  state  court  ruled  last  month 
that  optometrists  are  not  authorized  to 
perform  photorefractive  keratectomy 
(PRK)  and  other  types  of  ophthalmic  laser 
surgery. 

The  suit  was  brought  by  the  Idaho 
Medical  Association,  Idaho  Society  of 
Ophthalmology  and  the  American  Acad- 
emy of  Ophthalmology.  The  medical 
groups’  complaint  asked  the  court  to 
overturn  the  recent  declaration  by  the 
Idaho  Board  of  Optometry  which  had 
defined  PRK  w ithin  optometrists  scope 
of  practice.  No  state  legislature  has  ever 
authorized  optometrists  to  perform  la- 
ser surgery.  Forty-six  states  expressly 
prohibit  optometrists  from  performing 
surgery  and  35  of  these  states  specifi- 


cally prohibit  any  laser  surgery  includ- 
ing PRK. 

The  follow  ing  issues  were  addressed 
in  the  court  ruling; 

1 . That  photorefractive  keratectomy 
is  surgery,  as  the  term  is  most  commonly 
defined.  It  is  an  invasive  procedure  which 
permanently  alters  the  tissue  of  the 
human  body.  The  use  of  a “light  knife” 
in.stead  of  a steel  surgical  knife  to  achieve 
this  result  does  not  alter  the  analysis. 

2.  From  the  language  of  the  Idaho 
Optometry  Act,  the  definition  of  optom- 
etry is  not  sufficiently  broad  to  encom- 
pass the  performance  of  surgery  by 
optometrists.  The  Idaho  State  Board  of 
Optometry  has  not  been  vested  with  the 
pow  er  to  enlarge  the  scope  of  the  prac- 


tice of  optometry  or  to  authorize  the  use 
of  the  excimer  laser  to  perform  PRK 
procedures  by  optometrists  who  are  not 
medical  doctors. 

3.  The  written  interpretation  of  law 
issued  by  the  Idaho  Optometry  Board 
in  October  1 995  is  a rule  which  was  not 
promulgated  under  Idaho  rulemaking 
procedures.  Because  the  Idaho  Optom- 
etric  Board  did  not  have  the  statutory 
authority  to  issue  this  rule,  the  rule  will 
be  set  aside. 

4.  It  is  beyond  the  power  of  the  Op- 
tometric  Board  to  unilaterally  promul- 
gate a rule  which  expands  the  scope  of 
the  practice  of  optometry  to  include  the 
performance  of  surgery. 

5.  The  argument  that  the  Idaho  Op- 
tometry Board,  which  permits  an  op- 
tometrist to  use  “any  means”  for  the 
improvement  of  human  vision,  and  that 
this  phrase  may  be  expanded  to  include 
surgery,  is  without  merit,  j 

Managed  Care  Task 
Force  meets  in  Tulsa 

The  Oklahoma  State  Senate’s  Managed 
Care  Task  Force  met  for  the  second  time 
last  month  in  Tulsa.  Woodward  family 
physician  John  C.  Leatherman,  MD,  an 
OSMA  member  recently  appointed  to  the 
task  force,  attended  the  meeting.  Other 
OSMA  and  task  force  members  present 
in  Tulsa  were  Eldon  V.  Gibson,  MD, 
Shawnee,  and  C.  Wallace  Hooser,  MD, 
and  David  Holloway,  MD,  Tulsa.  Ed- 
ward N.  Brandt,  Jr.,  MD,  chair  of  the 
OSMA  Council  on  State  Legislation  and 
Regulation,  attended  the  meeting  as  an 
observer  along  with  OSMA  Associate 


Dr.  Boyd  Shook  becomes  president  of  ASIM 

M.  Boyd  Shook,  MD,  an  Oklahoma  City  internist  who  subspecializes  in  he- 
matology, has  been  voted  president  of  the  American  Society  of  Internal  Medical 
(.ASIM).  Dr.  Shook  is  associate  chief  of  staff  for  ambulatory  care  at  the  Vet- 
erans Administration  Medical  Center  in  Oklahoma  City  and  is  a clinical 
professor  of  medicine  at  the  University  of  Oklahoma.  He  has  practiced  in- 
ternal medicine  in  Oklahoma  City  for  30  years. 

Dr.  Shook  also  is  a member  of  the  Board  of  Trustees  of  the  Internal 
Medicine  Center  to  Advance  Research  and  Education,  a subsidiary  of  ASIM. 
He  has  served  on  the  Board  of  Directors  and  as  secretary  of  the  Commis- 
sion on  Office  Laboratory  Accreditation.  In  the  mid-1980s,  he  was  an  ac- 
tive participant  in  the  American  Medical  Association’s  Health  Policy  Agenda 
for  the  American  People  project. 

Dr.  Shook  is  a past  president  of  the  Oklahoma  County  Medical  Society, 
Oklahoma  Society  of  Clinical  Oncology,  Oklahoma  Society  of  Internal 
Medicine,  Oklahoma  Foundation  for  Peer  Review  (now  Oklahoma  Foun- 
dation for  Medical  Quality),  and  the  Physicians’  Medical  Plan  of  Oklaho- 
ma. He  holds  a medical  degree  from  George  Washington  University,  was 
certified  by  the  American  Board  of  Internal  Medicine  in  1979,  and  recently 
completed  an  MBA  at  Oklahoma  City  University.  ® 
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Director  Vickie  Rankin  and  OSMA  lob- 
byist Lynn  White.  The  task  force’s  co- 
chairs, George  Singer  and  Mike  Duncan, 
believe  the  focus  of  the  task  force  should 
be  “to  make  these  services  accountable 
in  monetary  terms,  as  well  as  in  terms 
of  quality  and  accountability.” 

The  task  force  broke  into  work  groups 
and  identified  five  priority  issues  for 
future  examination  and  discussion:  (1) 
quality  assessment,  focusing  on  out- 
comes research,  accountability  and 
systems  comparisons;  (2)  information 
sharing  with  an  emphasis  on  consumer 
and  provider  relations;  (3)  access,  par- 
ticularly in  rural  areas  and  emergency 
room  situations;  (4)  Medicaid  with  spe- 
cial emphasis  placed  on  societal  mar- 
keting, vulnerable  populations,  and  rural 
access;  and  (5)  regulation  and  oversight. 
Other  issues  were:  liability,  provider  risk 
bearing,  long  term  care,  and  the  impact 
of  managed  care  on  medical  educa- 
tion. ® 


AMPAC  Campaign  School  set  for  spring 

The  American  Medical  Political  Action  Committee  (AMPAC)  will  hold  its  next 
Campaign  School  February  19-23,  1997,  at  the  Latham  Hotel  in  the  Georgetown 
section  of  Washington,  D.C.  The  Campaign  School  is  designed  for  ama  mem- 
bers and  their  spouses  who  are  seeking  a better  understanding  of  the  political 
process  and  to  encourage  involvement  in  political  campaigns.  It  is  the  only  bi- 
partisan program  of  its  kind.  AMPAC  will  waive  the  registration  fee,  reimburse 
airfare,  and  provide  course  materials  and  daytime  meals  for  AMA  members  and 
their  spouses  who  attend  the  program.  Participants  are  responsible  for  lodging 
and  evening  meals.  Interested  physicians  or  spouses  should  contact  OSMA  Asso- 
ciate Director  Vickie  Rankin  or  Administrative  Assistant  Bobbie  Brown,  ij 

OSMA  board  seeks  award  nominees  by  Feb,  1 

February  1 , 1 997,  is  the  deadline  for  nominations  for  the  Ayerst  Wyeth  Physician 
Award  for  Community  Service  and  the  Donald  J.  Blair  Friend  of  Medicine  Award. 
The  service  award  goes  to  a physician  who,  in  addition  to  his  or  her  medical 
practice,  has  contributed  significantly  to  the  community.  The  Blair  Award,  for- 
merly the  Layman  of  the  Year  Award,  is  presented  to  a non-physician  for  his  or 
her  support  of  the  art  and  science  of  medicine  in  Oklahoma.  Winners  are  selected 
by  the  OSMA  Board  of  Trustees  at  their  February  meeting  each  year  and  the  awards 
are  presented  at  the  Annual  Meeting  of  the  OSMA  House  of  Delegates  in  April. 
Nominations  for  both  awards  should  be  sent  with  supporting  material  to  Robert 
J.  Weedn,  MD,  chair  of  the  OSMA  Board  of  Trustees,  c/o  OSMA,  601  West  1-44 
Service  Road,  Oklahoma  City,  OK  73118. 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


• Individual  Disability  Protection 

• Business  Overhead  Expense  Insurance 

• Group  Term  Life 

• Full  Time  Accident  Insurance 


In  Oklahoma  Citu 
P.O.  80x26967  73126 

Phone  (405)  524-7811 
Fax  (405)  525-2909 


In  Tulsa 

2021  S.  Lewis  it  570 
Phone  (918)  743-9703 
Fax  (918)  743-9723 


• Hospital  Indemnity  Plan 

• Long  Term  Care 
•Workers  Compensation 


C.  L.  PRATES  AND  COMPANY 

INTERNATIONAL  INSURANCE  f ACUITIES 


Toll  Free  1 -800-  522-92 1 9 
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Health  Department 

Communicable  Disease  Reporting 


(a 


DISEASE 


PATIENT'S  NAME 


ADDRESS 


CITY_ 


AGE. 


□years 
□months 
□ days 


On  May  2,  1993,  a 34-year-old  male  had  on- 
set of  hepatitis  A.  The  case  was  not  reported 
by  his  physieian  to  the  state  health  department 
until  one  month  later  on  June  3,  making  it  im- 
possible to  prevent  transmission  to  his  con- 
tacts. Consequently,  on  June  4,  one 
of  his  contacts,  a 46-year-old  male 
developed  acute  hepatitis  A.  The 
scenario  was  repeated  for  three  gen- 
erations of  disease  and  resulted  in 
transmission  to  22  individuals  ( 1 8 
adults  and  4 children).  This  exam- 
ple illustrates  how  delays  in  report- 
ing can  seriously  affect  the  health 
of  the  community.  Prompt  report- 
ing could  have  prevented  2 1 cases 
of  disease,  at  least  360  days  of  lost 
work/productivity,  and  thousands 
of  dollars  in  medical  expenses. 

Prompt  and  complete  reporting  of 
disease  is  essential  to  interrupting 
the  chain  of  transmission  and  pro- 
tecting the  public  s health.  In  1995 
alone,  hundreds  of  cases  of  hepa- 
titis A were  prevented  through  co- 
ordination with  reporting  sources, 
e.g.,  physicians  and  laboratories, 
and  public  health  workers  who, 
upon  notification  of  acute  cases, 
identified  and  administered  im- 
mune globulin  to  contacts. 

Communicable  disease  report- 
ing has  been  an  essential  element 
in  monitoring  and  maintaining  the 
health  of  the  public  in  Oklahoma 
for  more  than  75  years.  In  191 7,  a 
law  was  enacted  requiring  physi- 
cians to  report  all  cases  of  infec- 
tious and  communicable  diseases. 

During  that  year,  diphtheria,  scar- 
let fever,  smallpox,  measles,  and 
typhoid  fever  were  among  the  most 
commonly  reported  diseases.  In 
comparison,  the  most  commonly 
reported  diseases  in  1 995  were  gon- 
orrhea (5,652),  hepatitis  A ( 1 ,427 
cases),  salmonellosis  (452  cases), 
campylobacteriosis  (289  cases),  ac- 
quired immune  deficiency  syn- 
drome (269),  shigellosis  (246  cas- 
es), and  tuberculosis  (237  cases). 

The  1917  diseases  had  the  follow- 
ing numbers  in  1 995 : diphtheria  (0 


cases),  scarlet  fever  (0  cases),  smallpox  (0  cases),  measles 
(0  cases),  and  typhoid  fever  ( 1 case).  Although  the  preva- 
lence of  specific  diseases  has  changed,  communicable  dis- 
ease reporting  is  still  an  important  public  health  focus. 

Reporting  of  certain  communicable  diseases  is  required 
as  stated  in  Oklahoma  Title  63,  Section  1-503  of  the  Oklaho- 
ma Public  Health  Code:  “The  State  Board  of  Health  promul- 
gate rules  and  regulations  establishing  a system  of  report- 
ing of  cases  of  di.seases  diagnosed  or  detected  by  practicing 

(conlinucJ) 


REPORTABLE  DISEASE  CARD 


PLEASE  ANSWER  EACH  QUESTION : 


Date  of  Onset  of  Symptoms 

/ / 

Date  of  Specimen 
Collection/ Receipt 

/ / 

Date  of  this  Report 

/ / 

Date  Of  Birth 

/ / 


ZIP 


CO.. 


PHONE 


( ) 


□male 

SEX  □female 


□white 

□black 

RACE^asian 


□ AMER.  IND 

□ other  HISPANIC  DYES 

ETHNICITY  DNO 


In  the  past  6 weeks,  has  patient  had  contact  with  a day  care  center,  nursery  or 
institution  (i.e.  nursing  home,  prison,  mental  health  facility,  etc.)? 

□ Patient  attends/lives  in  DCC/nursery/institution  Name  of  establishment: 

□ Patient  works  in  DCC/nursery/institution 

□ Patient  has  family  in  DCC/nursery 

□ None  of  the  above 

□ Unknown 


City: 


Does  patient  work  as  a foodhandler  or  health  care  worker? 

□ Foodhandler 

□ Health  care  worker 

□ Neither 

□ Unknown 


Name  of  establishment  and  city: 


How  was  diagnosis  made?  □ciimcai  exaboratory 
Ust  results  of  pertinent  lab  test  fi.e.  culture  or  serology)  ■>  ' 

Hepatitis  B only:  □ Acute  Case  D Chronic  Case 


Was  patient  hospitalized? 


□ Yes:  name  of  hosprtaL 

□ No 


Did  the  patient  die? 

□ Survived 

□ Died:  Date  of  death  


If  this  disease  may  have  been  acquired  through  the  patient's  occupation  or 
hobby,  please  list  the  occupation  or  hobby. 


Reporting  Source:  □physician  □hospital/  icp 
□laboratory  Gother 

NEED  MORE  CARDS?  DyES 
Name  & address  if  different  from  left 

Addres.s 

City_ 


Name  of  attending  physician  . 


. State. 


-Zip- 


J^oneJ. 


. Phone 


ODH  FORM  295 

(REV  4/95) 
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Health  Department 
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physicians  and/or  clinical  laboratories  which  come  within 
the  purview  of  this  article.”  This  means  Oklahoma  requires 
that  health  care  providers,  including  physicians,  laborato- 
ries, and  county  health  departments,  report  diseases  of  pub- 
lic health  importance  to  the  state  health  department.  The 
Communicable  Disease  Division  (CDD)  of  the  Acute  Dis- 
ease Service  of  the  Oklahoma  State  Department  of  Health 
(OSDH)  coordinate  the  surveillance,  control,  and  prevention 


REPORTABLE  DISEASES/CONDITIONS  IN  OKLAHOMA 

DISEASES  IN  BOLDED  CAPITAL  LETTERS  NEED  TO  BE  REPORTED  PROMPTLY  BY  TELEPHONE 

I.  INFECTIOUS  DISEASES 

AIDS  (Acquired  Immune 
Deficiency  Syndrome)  * 

Amebiasis  (£  histolytica) 

Anthrax  (B.  anthracis) 

BOTULISM 

Brucellosis 

Campylobacter  infection 
Chlamydia  * 

CHOLERA 

Congenital  Rubella 
Syndrome 

DIPHTHERIA 

£.co//0157;H7 
(HUS  and  TTP) 

Encephalitis 

Giardiasis 

Gonorrhea  * 

HAEMOPHILUS 
INFLUENZAE  INVASIVE 


DISEASE 

PERTUSSIS 

HEPATITIS  A 

PLAGUE  (Y.  pestis) 

(anti-HAV-lgM+) 

Poliomyelitis 

Hepatitis  B (acute  and 
chronic) 

RABIES  (Human) 

Hepatitis  Non-A,  Non-B 

Reye  Syndrome 

(includes  Hepatitis  C) 

Rocky  Mountain  Spotted 

Hepatitis,  unspecified 

Fever 

HIV  Infection  (Human 

Rubella 

Immunodeficiency  Virus)  ♦ 

Salmonella  infection 

Kawasaki  Disease 

Shigella  infection 

Legionnaires'  Disease 

Syphilis  * 

Leptospirosis 

Tetanus 

Lyme  Disease 

Toxic  Shock  Syndrome 

Malaria 

Tuberculosis 

MEASLES  (RUBEOLA) 

Tularemia  (F.  tularensis) 

MENINGOCOCCAL 

INFECTION 

TYPHOID  FEVER 

Yellow  Fever 

Mumps 

II.  NON-INFECTIOUS 
CONDITIONS 

INJURIES  (Hospitalized)  ♦ 
Burns 

Spinal  Cord  Injuries 
Drownings  & Near  Drownings 
Traumatic  Brain  Injuries 

OCCUPATIONAL 

Asbestosis 

Lead  Poisoning  (Adults  & 
Children  > lOm^dL) 

Coal  Miner's  Pneumoconiosis 

Silicosis 


III.  ALSO 

REPORTABLE 

Outbreaks  of  any  kind 
Unusual  syndrome 
Uncommon  disease 

♦ To  report  injuries,  please  use 
ODH  Form  No.  390 

■“■To  report  AIDS,  please  use 
CDC  50.42A  (adults)  or  CDC 
50.42B  (children  < 1 3 years) 

♦ To  report  HIV,  please  use 
CDC  50. 1 1 5 (physician)  or 
ODH  Form  No.  210  (lab) 

" To  report  Chlamydia, 
Gonorrhea  or  Syphilis  please 
use  ODH  Form  No.  228 


of  over  50  reportable  diseases.  Oklahoma,  like  most  other 
states,  has  a surveillance  system  in  which  physicians,  labo- 
ratories, infection  control  practitioners  and  others  submit 
disease  reports  by  telephone  or  mail.  In  1995,  4,468  reports 
were  received  by  the  CDD.  Generally,  these  reports  contain 
information  including  the  name,  demographic  data,  and  in- 
formation on  occupational  settings  which  may  pose  a threat 
to  the  health  of  the  public.  Each  report  is  investigated  ac- 
cording to  specific  guidelines  for  that  particular  disease.  The 
CDD  also  investigates  and  consults  on  many  diseases  that 
are  not  reportable,  participates  in 
local  and  national  investigations  of 
diseases,  is  involved  in  public  health 
education,  and  publishes  the  Okla- 
homa Epidemiology  Bulletin  four 
times  a year  (which  contains  the  cur- 
rent statewide  disease  statistics  and 
information  regarding  current  issues 
and  events  in  public  health). 

Disease  surveillance  is  also  impor- 
tant for  the  purpose  of  health  plan- 
ning. It  is  only  through  routine  re- 
porting of  diseases  that  we  are  able 
to  define  the  most  significant  health 
problems  affecting  the  population 
and  which  ones  therefore  require  the 
most  resources.  Moreover,  without 
a surveillance  system  it  is  not  pos- 
sible to  evaluate  the  effectiveness 
of  interventions,  such  as  vaccines 
or  other  preventive  interventions.  The 
ability  to  set  priorities  and  evaluate 
efficacy  is  essential  in  today’s  world 
of  dwindling  health-care  resources. 

A list  of  Oklahoma’s  reportable 
communicable  diseases  and  those 
requiring  prompt  telephone  report- 
ing is  listed  on  the  blue  Reportable 
Disease  Card,  ODH  Form  No.  295 
(rev.  4/95).  Please  contact  the  ap- 
propriate division  of  the  OSDH  (Fig. 
1)  for  further  information  concern- 
ing reporting  these  diseases.  Dis- 
eases should  be  reported  using  the 
blue  Reportable  Disease  Card  un- 
less otherwise  noted.  A copy  of  the 
Reportable  Disease  Card  is  shown 
in  Figure  2.  Please  feel  free  to  copy 
the  card  and  use  it  for  reporting  by 
either  faxing  (800)  898-6734  or 
mailing  to  the  Oklahoma  State 
Department  of  Health,  Communi- 
cable Disease  Division-()3()5,  1000 
Northeast  lOth  Street,  Oklahoma 
City,  OK,  73117-9899.  (If  more 
Reportable  Disease  Cards  are  need- 
ed. check  the  appropriate  box  in  the 


HIV/STD  Service 

(405)  271-4636 

Communicable 
Diseases  Division 

(405)  271-4060 

Immunization  Division 

(405) 271-4073 

Injury  Division 

(405) 271-3430 

"THE  COMMISSIONER  OF 
HEALTH  MAY  DESIGNATE 
ANY  DISEASE  OR 
OONDITION  AS  REPORT- 
ABLE  FOR  A DESIGNATED 
PERIOD  OF  TIME  FOR  THE 
PURPOSE  OF  SPECIAL 
INVESTIGATION" 

Title  63  O.S.,  Section  1-106 
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bottom  right  corner  of  the  first  report  card  before  faxing 
or  sending.) 

We  appreciate  the  efforts  of  all  physicians,  laboratory 
personnel,  infection  control  practitioners,  county  health 
department  personnel,  and  other  health  care  professionals, 
who  have  reported  communicable  diseases  to  the  state  health 
department  and  we  look  forward  to  working  with  them  and 
new  reporting  sources  in  the  future.  If  you  have  questions 
regarding  the  Oklahoma  reporting  system,  need  blue  reporting 
cards,  or  would  like  to  be  included  on  the  mailing  list  for  the 
Oklahoma  Epidemiology  Bulletin,  please  contact  Mike 
Crutcher,  MD,  MPH,  State  Epidemiologist;  Lauri  Smithee, 
MS,  Director,  C'DD;  or  Tim  Graves,  MPH,  Surveillance  Of- 
ficer, CDD,  at  (405 ) 27 1 -4060.  I 

Prepared  by;  Tim  Ciraves,  MPH.  Staff  Epidemiologist.  Surveillance  Officer.  CDD.  OSDII. 


Classifieds 


Classified  ads  are  50  cents  a word,  with  a minimum  of  S25  per  ad.  A word 
is  one  or  more  characters  bounded  by  spaces.  Box  numbers  will  be  assigned 
upon  request  and  will  add  6 words  to  the  total.  Payment  must  accompany 
all  submissions.  Orders  will  NOT  be  accepted  via  telephone  or  fax.  Mail 
ad  with  payment  to  osma  Journal,  601  Northwest  Expressway,  Oklaho- 
ma City.  OK.  73118.  Deadline  is  the  first  of  the  month  preceding  the  month 
of  publication. 


Physicians  Wanted 


Leslie  Arvin  Arneson,  MD 
1933- 1996 

Edmond  resident  Leslie  A.  Arneson,  MD,  died  September  26, 
1996.  A native  of  Garretson,  S.D.,  Dr.  Arneson  was  graduat- 
ed Summa  Cum  Laude  in  1959  from  Northwestern  Universi- 
ty Medical  School  in  Chicago.  1 Ic  completed  an  internship  at 
Trippler  U.S.  Army  Hospital  in  Honolulu  and  a residency  at 
Fitzsimons  U.S.  Army  Hospital  in  Denver.  Dr.  Arneson  served 
one  tour  of  active  duty  in  Vietnam  with  the  U.S.  Army,  retir- 
ing in  1981  as  a colonel.  He  was  on  staff  at  the  Oklahoma 
City  Clinic  for  1 5 years  as  a family  physician  with  a subspe- 
cialty in  gastroenterology. 

Bertram  Edward  Sears,  MD 
1930  - 1996 

Bertram  E.  Sears,  MD,  died  October  4,  1996,  in  Oklahoma 
City.  Born  in  1930,  Dr.  Sears  earned  his  medical  degree  in 
1958  from  Meharry  Medical  College  in  Nashville,  Tenn.  He 
served  his  internship  in  Michigan  and  completed  an  anes- 
thesiology residency  at  the  University  of  Oklahoma  in 
1964.  On  his  retirement  in  1990  from  Children’s  Hospital, 
he  was  honored  with  the  dedication  of  the  Bertram  E.  Sears, 
MD,  Post  Anesthesia  Care  Unit.  When  he  retired  from  the 
university  in  March  of  this  year,  he  was  named  professor 
emeritus  of  anesthesiology.  Dr.  Sears  was  a Life  Member  of 
OSMA.  r 


GASTROENTEROLOGIST,  PEDIATRICIAN,  PSYCHIATRIST  and 
COUNSELOR  wanted  for  Southern  Plains  Medical  Center.  35  physician 
multispecialty  group  in  Chickasha  OK.  Located  35  miles  southwest  of 
Oklahoma  City  on  Interstate  44,  family  oriented  college  community  of 
17,000  with  service  area  of  1 10,000  people.  Outstanding  medical  center 
with  ambulatory  surgery  center.  156-bed  hospital  next  door.  Excellent  guar- 
antee and  benefits.  Contact  Jeanie  Bledsoe,  2222  Iowa,  Chickasha  OK,  405- 
222-9583  or  405-224-5507. 


PH\'S1CIANS;  Annashae  Corporation,  a recognized  leader  in  healthcare 
staffing,  is  seeking  various  specialties  for  ER.  Clinic  and  House  Staff  op- 
portunities in  Oklahoma  City,  Ada,  Lawton  & Elk  City.  BCLS  & ACLS 
required.  Malpractice  coverage  and  benefits  package  available.  For  more 
information,  contact  our  Staffing  Department  at  1-800-245-2662. 


For  Sale 


For  Sale  - Two  used  Ritter  electric  exam  - surgical  tables  in  excellent  con- 
dition. Electric  control  gives  2 way  tilt  and  up  and  down.  Tables  can  be  put 
into  any  configuration  - gyn.  ENT,  Urology,  Procto,  Etc.  SI 500.00  each. 
918-682-4621. 


FOR  SALE!  GENERAL  PRACTICE  OPPORTUNITY.  Small,  stable.  South- 
western Oklahoma  community  supports  this  large  volume  practice  of  1 8 
years.  Hospital  next  door  to  this  rented  office.  Office  fully  equipped  with 
x-ray,  EKG,  etc.  Another  physician  shares  same  building  as  well  as  call. 
This  M.D.  wishes  to  return  to  specialty  training  in  anesthesia.  Call  405- 
654-1 155  or  write  R.L.  Hill,  M.D.,  Box  F,  Carnegie,  Oklahoma  73015. 


Journal  Classifieds  — 

An  inexpensive  way  to  reach  Oklahoma’s  medical  community 


Oklahoma 


Caring  for... 

AMERICA’S  HEROES 


The  Oklahoma  City  Veteran’s  Administration  Medical  Center 
is  seeking  clinicians  for  work  in  a Primary  Care  clinic  setting.  Work 
is  in  a multispecialty,  outpatient  clinic  environment  with  dedicated 
nursing  and  administrative  staff.  The  VA  hospital  is  closely 
affiliated  with  the  University  of  Oklahoma  Medical  School  and  is 
located  in  the  University  of  Oklahoma  Health  Sciences  Center. 
Clinicians  are  part  of  a interdisciplinary  primary  care  team.  No  call 
is  required.  Opportunities  to  work  on  computers  and  utilize 
electronic  medical  records  available.  Openings  are  also  available 
in  an  emergency  room/urgent  care  clinic  setting.  This  setting 
encompasses  an  eight  bed  ER  that  accepts  minor  trauma  patients 
and  walk-in  urgent  care  patients.  Salary  commensurate  with 
qualifications  and  years  of  experience.  40-50  hours  per  week. 
Benefits  are  26  days  of  paid  vacation  per  year,  10  paid  federal 
holidays,  opportunities  for  military  leave,  paid  continuing  medical 
education,  TSP,  inexpensive  health  and  life  insurance.  Physicians 
should  be  board  certified/board  eligible.  Cerfification  required  for 
P.A.’s  and  nurse  practitioners. 

To  learn  more  about  our  program  call  or  send  your  curriculum 
vitae  to:  Jim  Habas,  Personnel  Specialist,  Oklahoma  City  VAMC, 
921  N.E.  13th  St.,  Oklahoma  City,  OK  73104,  (405)  270-5127 

- Equal  Opportunity  Employer  - 
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Department  of  Orthopedics 
‘Stephen  Tkach,  M.D.,  F.A.C.S. 
‘Joseph  F.  Messenbaugh,  ill,  M.D.,  F.A.C.S. 
‘J.  Patrick  Evans,  M.D.,  F.A.C.S. 
‘Edwin  E.  Rice,  M.D.,  F.A.C.S. 
‘Warren  G.  Low,  M.D.,  F.A.C.S. 
‘Thomas  C.  Howard,  M.D.,  F.A.C.S. 

‘David  L.  Holden,  M.D.,  F.A.C.S. 
‘Brock  E.  Schnebel,  M.D.,  F.A.C.S. 
‘Thomas  P.  Janssen,  M.D. 

‘Thomas  K.  Tkach,  M.D. 

Department  of  Arthritis 
John  A.  Blaschke,  M.D.,  F.A.C.R. 
‘Mary  L.  Duffy  Honick,  M.D. 

‘Jon  W.  Blaschke,  M.D. 

‘Larry  G.  Willis,  M.D.,  F.A.C.R. 

‘R.  Eugene  Arthur,  M.D.,  F.A.C.R. 
‘Robert  F.  Hynd,  M.D.,  F.A.C.R. 
‘Robert  L.  McArthur,  M.D.,  F.A.C.R. 
‘Mark  A.  Hulsey,  M.D.,  F.A.C.R. 


McBride  Clinic,  Inc. 

Orthopedic  & Arthritis  Center 


• Specializing  in  the  back  and  neck;  fractures  and  fracture 
complications:  shoulder  and  knee  disorders;  hip  disease; 
foot  problems;  sports  medicine;  occupational  medicine;  up- 
per extremity  surgery;  total  joint  replacement;  arthroscopic 
surgery:  and  pediatric  orthopedics. 

• Rheumatologists  treat  disorders  of  the  joints,  muscles  and 
bones  in  children  and  adults.  Arthritis  education  and  pain 
control  are  major  areas  of  emphasis. 

• The  McBride  Clinic  Bone  Bank  is  one  of  42  accredited  in 
the  U.S.,and  the  only  hospital-based  bone  bank  in  Oklahoma. 

• McBride  Clinic  physicians  comprise  the  majority  of  the  medi- 
cal staff  of  Bone  & Joint  Hospital. 


Department  of  Occupational  Health 
‘Richard  J.  Hess,  M.D.,  F.A.C.P. 
552-9447  or  FAX  552-9391 

‘Specialty  Board  Diplomates 


Bone  & Joint  Hospital 

JCAHO  Accreditation  with  Commendation 
1996  Oklahoma  Quality  Award  recipient 


1111  N.  Dewey 
232-0341 

Appointments  552-9270 


Norman  St.  Anthony  Professional  Bldg.  Northwest 

900  N.  Porter,  Suite  1 03  608  N.W.  9th  St.,  Suite  2000  3435  N.W.  56th,  Suite  208 

360-9390  272-7249  945-4248 


Shawnee  Medical  Center  Clinic 

2801  N.  Saratoga  / Post  Office  Box  849 
Shawnee,  Oklahoma  74801 
Phone:  (405)  273-5801 


ALLERGY 

Wallace  R.  Pratt,  M.D.,  Ph.D. 

AVIATION  MEDICINE 

D A Mace,  M.D. 

DERMATOLOGY 

Basheer  A Badiei,  M.D. 

GENERAL  SURGERY 

Glen  R Hanson,  M D. 
Michael  B Wiens,  M.D 

INDUSTRIAL  MEDICINE 

A H.  Shi,  M.D. 

INFECTIOUS  DISEASE 

William  A.  Chapman,  M D 

NEONATOLOGY 

R K Mohan,  M D 

OPHTHALMOLOGY 

David  K.  Linn,  M.D  , Ph  D. 


INTERNAL  MEDICINE 

Stephen  L.  Banks,  M.D. 
Michael  W.  Butcher,  M.D. 
Merle  L.  Davis,  M.D. 

Larry  D.  Fetzer,  M D. 

Eldon  V.  Gibson,  M.D. 

Phillip  Anthony  Haddad,  M.D. 
David  L.  Holland,  Jr,,  M.D. 
Jerry  Brad  Jarrell,  M.D. 

D A Mace,  M D. 

S.P.  Shetty,  M.D. 

A H.  Shi,  M.D. 

OBSTETRICS,  GYNECOLOGY 

Cynthia  A.  Alsup,  M.D. 
Richard  E.  Jones,  M.D. 

Darin  C.  Sparkman,  M.D. 
Stephen  E.  Trotter,  M.D. 

OPTOMETRY 

W.  Clay  Me  Laughlin,  O.D. 


ORTHOPEDIC  SURGERY 

T.A.  Balan,  M.D. 

R. M.  Kamath,  M.D. 

S. M.  Waingankar,  M D 

OTORHINOLARYNGOLOGY 

Shrikant  Rishi,  M D.,  M S.,  F A C S 

PATHOLOGY  CONSULTANT 

S.N.  Levi  Jones,  M.D 

PEDIATRICS 

William  A Chapman,  M.D 
Debra  Katcher,  M.D. 

R.K.  Mohan,  M.D. 

Kanwal  Obhrai,  M.D. 

PULMONOLOGY 

Phillip  Anthony  Haddad,  M D 

RADIOLOGY  CONSULTANTS 

William  Phillips,  M.D. 

Robert  G.  Wilson,  M D. 

Cranfill  K.  Wisdom,  M.D. 


UROLOGY 

D.  Glen  Coles,  M.D. 
Linda  E.  Seaver,  M.D. 

ANCILLARY 

SMCC  Radiology 
SMCC  Laboratory 
SMCC  Physical  Therapy 
SMCC  Ultrasound 

ADMINISTRATOR 
Lee  Michael  Hilka 


Shawnee  AM+PM  Clinic 
1 501  Airport  Dr.  at 
Independence 
(405)  275-4931 

Chandler  Medical  Center 
414  Manvel  Avenue 
Chandler 
(405)  258-0650 
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SOUTHERN  PLAINS  MEDICAL  CENTER 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 

A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


FAMILY  PRACTICE 
222-9550 

J W McDoniel.  M D 
J O Wood.  Jr . M D 

INTERNAL  MEDICINE 
222-9510 
D L Slehr,  M 0 
Don  R Hess.  M D 
R L Jenkins,  M D 
R C Talley  M D 
Thomas  W Essex,  D O 
H Sian  Wood,  D O 
Ralph  Kauley,  P A 
David  Ward,  P A ,C 

CARDIOLOGY 

222-9510 

Joe  T Bledsoe.  M D 

GASTROENTEROLOGY 
222-9510 
C K Su  M D 

PEDIATRICS 
222-9500 
E Ron  Orr.  M D 
J E Freed.  M D 
Pilar  Escobar.  M D 
Fernando  A Fernandez.  M D 


OBSTETRICS  AND 
GYNECOLOGY 
222-9550 

Alan  J Weedn.  M D 
ErnesI  W Archer.  M D 

GYNECOLOGY 

222-9550 

Nancy  W Dever,  M 0 

THORACIC  & VASCULAR 
SURGERY 
222-9560 

Jim  G Mellon,  D O 

GENERAL  & VASCULAR 
SURGERY 
222-9560 

Linda  M Johnson  M D 
Virginia  L Harr  M D 
John  T Gregg  M D 
Jim  G Melton.  D O 
John  Hurd.  P A -C 

OPHTHALMOLOGY 

222-9530 

John  R Gearhart.  M D 


ANESTHESIOLOGY 
222-9520 
Gideon  Lau.  M D 
M M Vaidya,  M D 
Kenneth  Priest,  M D 

QUICKCARE  AND 
OCCUPATIONAL  MEDICINE 
222-9560 
C R Gibson,  M D 
D F Haslam.  M D 

UROLOGY 

222-9520 

Joseph  M McClintock.  M D 

ORTHOPEDIC  SURGERY 
222-9520 

J.E  Winslow.  Jr , M D 
Robert  C Lesher.  M D 

OTORHINOLARYNGOLOGY 
Gregg  S Govett.  M D 

PSYCHIATRY 
222-9540 
Boyd  K Lesler 


RADIOLOGY 
224-8111 
T J Williams.  M D 

SPEECH  PATHOLOGY 
222-9540 

Collette  Ellis.  M Ed  . C C C 
Debrah  A Morns.  M S , CCC 
Kaysi  Edmonds.  M Ed  . C C C 
Elizabeth  Hall,  M Ed  , C F Y 

DERMATOLOGY 

222-9530 

Linda  A Reinhardt,  M D 

ALLERGY 
222-9570 
R E Herndon,  M D 

PHYSICAL  MEDICINE 
& REHABILITATION 
222-9520 
K M Vaidya,  M D 


ONCOLOGY  (Part-lime) 
222-9560 
R G Ganick  M D 
L M Bowen,  M D 

ANCILLARY  SERVICES 
224-8111 

• Ambulatory  Surgery 

• Laboratory 

• Radiology 

Ultrasound 
Mammography 
Magnetic  Resonance 
Imaging  (MRI) 

• EKG/Siress  Testing 

• Physical  Therapy 

• Chemotherapy 

ADMINISTRATION 

224-8111 

Daniel  N Vaughan 
Pamela  J Nix 
Charles  B Powell,  Jr. 


NEUROLOGY/NEUROSURGERY 
(Part-time)  222-9520 
Robert  J Tyndall,  M D 
R E Woosley.  M D 
Stepen  Cagle  M D 
Robert  Tyndall,  M D 


EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 
AMBULATORY  SURGERY  (SAME  DAY  IN  — OUT  SURGERY) 

MAIN  CLINIC  — 2222  W.  IOWA  — CHICKASHA  — 224-8111 

l(  No  Answer  Call  224-2300  Call  Toll  Free  For  An  Appoinimeni  1-800-522-3966 


/ 


\ 


OklaKoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 

Kenneth  A.  Hieke,  M.D. 

Robert  S.  Unsell,  M.D. 

(405)945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 


/ 
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Ij]  ORTHOPAEDIC  & RECONSTRUCTIVE  CENTER 


1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/  631-4263  Fax  405/  631-1767 

Providing  Comprehensive  Orthopaedic 

& 

Reconstructive  Services 


ORTHOPAEDIC  SURGERY 


SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 
RHEUMATOLOGY 
SPORTS  MEDICINE 


HOUSHANG  SERADGE,  MD,  FICS* 
MEHDI  N.  ADHAM,  MD,  FACS** 
CHRIS  CODDING,  MD*** 
WINFRED  PARKER,  PA 


‘Diplomate:  American  Board  of  Orthopaedic 
Surgery,  Certified:  OrthopaedicSurgery, 
Hand  Surgery  Fellow;  AAOS,  ASSH,  AAHS 


**  Board  certified  Plastic  Surgery  ***Board  certified  in 
Member:  American  Society  Of  Internal  Medicine 

Plastic  & Reconstructive  Surgeons 


Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

^ 4-  Founded  1925  ^ 

MAILING  ADDRESS:  RO.  Box  26827,  Oklahoma  City,  OK  73126 

CENTRAL  OFFICE 

Robert  S.  Ellis,  MDt* 

750  Northeast  1 3th  Street 

Lyle  W.  Burroughs,  MDt° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDf*’ 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MDf° 

MERCY  OFFICE 

Patricia  1.  Overhulser,  MDt° 

The  Plaza  Physicians  Building 
4140  W.  Memorial  Road,  Suite  115 

Dean  A.  Atkinson,  MDf* 

Oklahoma  City,  Oklahoma 

Senior  Consultant: 

(405)  235-0040 

George  L.  Winn.  MDf 

SOUTH  OFFICE 

Southwest  Medical  Tower 
1044  S.W.  44th  St.,  Suite  210 

Oklahoma  City,  Oklahoma 

t Diplomate  American  Board  of  Allergy  and  Immunology 

(405)  235-0040 

■ Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Executive  Director: 

Norman,  Oklahoma 

G.  Keith  Montgomery,  MHA 

(405)  235-0040 
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PROFESSIONAL  DIRECTORY 

ALLERGY  II  ENDOCRINOLOGY 


JAMES  A MURRAY.  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  Amencan  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 


Modhi  Gude,  MD,  MRCP(UK),  FACP,  FACE 
Diplomats,  American  Boards  of  Internal  Medicine  and 
Endocrinology.  Diabetes  and  Metabolism 
South  Office  1552  S W 44th,  OKC,  OK  73119,  Phone  405-681-1100 
North  Office  6001  N W 120th  Ct  #6,  OKC,  OK  73163;  Phone  405-728-7329 
Practice  limited  to  ENDOCRINOLOGY,  DIABETES,  THYROID 
Special  Procedures  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


Warren  Professional  Building 

Tulsa.  Oklahoma  74177 


(918)  492-0484 


GYNECOLOGIC  ONCOLOGY 


Deaconess  Medical  Offices 


Gynecologic  Oncology  & Pelvic  Surgery 


NORTHWEST  ALLERGY  CLINIC.  INC 


John  L Davis,  M D 
5701  N Portland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


JEFFREY  J SMITH,  MD.  FACOG,  FACS 

Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC.  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


Robert  S Ellis.  MD  t* 

Lyle  W Burroughs,  MDt” 
Charles  D Haunschild,  MDt° 
James  H Wells,  MDt* 

John  R Bozalis,  MDt* 


Warren  V,  Filley,  MDt* 
James  R Claflin,  MDt* 
Patncia  I Overhulser.  MDt* 
Dean  A Atkinson.  MDt* 


Senior  Counsultant:  George  L Winn,  MDt 


tDiplomate  American  Board  of  Allergy  and  Immunology 
*Diplomate  Amencan  Board  of  Internal  Medicine 
°Diplomate  American  Board  of  Pediatrics 


Southwest 

Central  Office:  Medical  Tower 

750  NE  1 3th  St.  1 044  SW  44th  St 

Okla  City.  OK  73104  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 
Physicians  Building 
4140  W Memorial  Road 
Suite  115 
405-235-0040 


Norman  Office 
950  N Porter 
Suite  101 
405-235-0040 


711  Stanton  L Young  Blvd,  #706 
Oklahoma  City.  Oklahoma  73104 
271-3200 


OPHTHALMOLOGY 


JAMES  B MILLS,  MO  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON.  MD  232-5543 

Lacnmal  Surgery.  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  ' Oklahoma  City  73103 


ORTHOPEDICS 


CARDIOVASCULAR 

Galen  P Robbins.  MD 
William  S Myers.  MD 
Wiliam  J.  Fors,  MD 
Charles  F Bethea.  MD 
Fred  E Lybrand,  MD 

CARDIOVASCULAR  CLINIC 
Mel  Clark.  MO 
Jerome  L.  Anderson.  MD 
Santosh  T.  Prabhu,  MD* 

Richard  T Lane,  MD 
Gary  Worcester.  MD 
Jerry  L Rhodes,  MD 
Steven  J.  Reiter.  MD 
Matt  Wong.  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty,  Stents,  and  Antherectomy 
Diagnostic  Stress  Testing  — Treadmill,  Echo,  and  Nuclear  Imaging 
Electrophysiology,  Pacemaker,  AlCD  Diagnostic  Vascular  Lab 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla  City.  Okla.  73112  • 947-3341 
PLAZA  PHYSICIANS  TOV/ER 

4140  W Memorial  Rd  . Suite  613,  Okla.  City,  Okla.  73120  • 945-3155 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE,  MD,  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare,  BC&BS,  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


SKIN  & SKIN  CANCER  CENTER.  INC. 


S.  Fulton  Tompkins.  M D. 

John  F Tompkins.  M.D. 

Charles  E.  Bryant.  M D. 

Baptist  Medical  Plaza  - Building  A 3435  N W 56th  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112  (405)  945-4242 

Diplomates  American  Board  of  Orthopaedic  Surgery 


HOUSEHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


M Denise  Wiley,  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 

Clinic  Building  South  of  Baptist  Hospital 

3434  N.W  56.  Oklahoma  City  (405)  946-5678 


REGIONAL  PSORIASIS  HEALING  CENTER 
Steven  A.  Smith.  M D..  F.A.C.P 
Diplomate  American  Board  of  Dermatology 
5801  E.  41st  St..  Suite  220  (918)  664-9881 

Tulsa,  OK  74135 


Oklahoma  Otolaryngology  Associates 
RAYMOND  0,  SMITH,  JR.,  MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  - American  Board  of  Otolaryngology 
4200  West  Memorial  Road,  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 
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PEDIATRIC  SURGERY 


RADIOLOGY 


WM.  P.  TUNELL.  MD*  DAVID  W.  TUGGLE,  MD* 

P.  CAMERON  MANTOR,  MD 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office:  405-271-4536  After  hours:  405-523-6739  (then  enter  your  phone  no.) 

•American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER,  MD 
Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453 

1110  Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 

Diplomate  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultant  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
Sleep  Medicine 


3330  N.W.  56th  Street,  Suite  212 

Oklahoma  City,  Oklahoma  73112 


(405)  947-3345 


George  N.  Barry,  Jr.,  MD  Rose  C.  Gideon,  MD 

Justine  C Dautenhahn,  MD  Robert  A.  STreight,  MD 

Richard  G,  Falk.  MD  Eric  A Wollman,  MD 

NORMAN  RADIOLOGY  SERVICES 
Mammography  - Radiography  - Fluoroscopy  - Ultrasound 
Doctor's  Park,  500  E Robinson  #400,  Norman  73071 
405-321-81 25  FAX  405-321-8514 
Norman  Medical  Plaza,  1125  N.  Porter  #100,  Norman  73071 
405-364-1071  FAX  405-329-9771 


SURGERY,  CARDIOVASCULAR  & THORACIC 


JAMES  E CHEATHAM,  JR.,  M D . F AC  S. 

3435  NW  56th,  #900 
OKLAHOMA  CITY.  OK  73112 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M.  RAYAN,  M D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  of  Certified  Hand  Surgery 
Orthopaedics.  Upper  Extremity.  Hand  & Microsurgery 
3366  NW  EXPWY,  Suite  700  Oklahoma  City.  OK  731 1 2 (405)  945-4888 


HOUSHANG  SERADGE,  MD.  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W.  44th  Street.  Suite  620 
Oklahoma  City.  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


"Every  man  is  rich  or  poor 
according  to  the  degree  in 
which  he  can  afford  to  enjoy 
the  necessities,  conveniences, 
and  amusements  of  life.  " 

There  are  times  when  your  “richness  or 
poorness"  test  your  strength.  Medical 
Capital  buys  medical  receivables 
and  turns  that  idle  asset  into  instant 
cash.  We  base  our  decisions  on  the 
receivables,  not  on  your  credit.  There 
are  no  up  front  or  processing  fees. 

This  is  the  solution  to  your  financial 
needs.  Call  us  today. 

(800)  824-3700  Medical 

(714)282-6180 
(714)  282-6184  FAX 


UROLOGY 


AdeQUEVEDO,  MD.  Inc. 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  1211  N Shartel 

Oklahoma  City.  Oklahoma  73103  232-1333 


VASCULAR 


THOMAS  L.  WHITSETT,  M.D.,  Professor  of  Medicine  & Pharmacology 
Director.  Vascular  Medicine  Program 
Venous,  vasospastic,  thomboembolic,  lymphatic  disorders 
271-3119/271-2619  FAX 
Complete  Non-Invasive  Vascular  Lab  271-5996 

M ALEX  JACOCKS,  M D..  Professor  of  Surgery 
American  Board  of  Surgery  Certified  in  Vascular  Surgery 
271-8096/271-3919  FAX 

TIM  TYTLE,  M D.,  Chief.  Vascular  and  Interventional  Radiology 
Professor  of  Radiology 
Thrombolysis,  angioplasty,  stents 
271-5125/271-4386  FAX 


Professional  directory  listings  ore  available  to  OSMA  members. 
They  are  sold  in  vertical  increments  of  one-half  inch  at  the 
rote  of  $60  per  half  inch  per  year. 
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Alliance 


And  the  legislative  train  revs  up  again...  Don't  get  left  standing  at  the  station! 


The  day  has  come  and  gone.  What  day?  Election  Day. 

Many  of  us  are  breathing  a sigh  of  relief.  The  ads  get 
back  to  normal,  the  phone  doesn't  ring  every  night  at 
dinner  with  some  fundraiser  cither  from  Washington  or 
our  own  state  of  Oklahoma  wanting  more  money.  The 
political  signs  along  the  highway  are  beginning  to 
disappear.  You  can  begin  to  stop  hearing  on  television  or 
reading  in  the  newspaper  that  every  candidate  running  is 
promising  everything  you  could  ever  hope  to  have... 
which  we  all  know  is  a lot  of  political  rhetoric  for  the 
most  part.  Normalcy  can  set  in  again.  Normalcy,  1 said... 
not  apathy!  1 hope  each  of  you  was  successful  in  winning 
with  all  the  votes  you  cast.  And  1 certainly  hope  that 
every  person  reading  this  was  out  there  performing  that 
basic  right  and  responsibility  that  our  forefathers  saw 
clear  to  provide...  the  right  to  cast  your  vote  for  the 
person  of  your  choice. 

Now  it’s  time  to  start  thinking  about  what  those 
elected  officials  at  the  state  capitol  and  our  nation’s 
capitol  are  going  to  do  to  us...  or  for  us.  It’s  time  to  make 
sure  that  those  who  were  elected  to  represent  you  know 
who  you  are,  what  proposed  legislation  is  important  to 
you  and  why,  and  that  you  are  available  to  serve  as  an 
advocate  and  expert  when  it  comes  to  legislation  affecting 
the  practice  of  medicine  and  the  healthcare  made 
available  to  our  citizens.  Who  better  than  us  can  let  those 
lawmakers  know? 

Finally,  we’re  fortunate  in  that  we  now  have  physicians 
serving  in  Washington  who  can  let  their  colleagues,  other 
Senators  and  Congressmen,  know  the  importance  of 
enacting  sound  medical  legislation.  They  can  let  their 
colleagues  know  what  can  be  the  result  of  the  legislation 
they  propose  to  pass.  But  we  can’t  expect  those 
physicians  to  do  it  all  by  themselves...  we,  the  experts 
out  in  the  trenches,  must  lend  our  support  whenever  it  is 
needed.  The  ama  has  its  own  home  page  and  address  on 
the  Internet  which  will  let  you  know  what  is  going  on  in 
Washington,  what  you  can  do  to  help.  That  address  is 
<http://www.ama-asm.org/adwom/ roots/index. htm>.  Fire 
up  the  computer  and  log  on! 

As  far  as  working  here  at  home,  get  to  know  the 
senator  and  representative  from  your  district.  It’s  as 
simple  as  introducing  yourself  Make  the  time  to  call 
their  office  before  it’s  crunch  time  and  you  have  to  call 
regarding  a piece  of  legislation.  When  your  alliance  is 
sponsoring  an  event  designed  to  get  your  legislators 
together  with  physicians  and  spouses,  make  it  a priority 
to  attend.  One  simple  and  effective  way  to  get  to  “know” 
your  elected  officials  is  for  several  medical  families  to  get 
together  and  host  a coffee-and-dessert  session  some 


evening  for  the  legislator! s)  and  other  physicians  in  your 
district.  Be  sure  and  set  up  the  date  with  the  legislators 
first  to  ensure  their  attendance.  Small  functions  such  as 
these  help  ensure  that  everyone  gets  to  meet  and  talk  with 
their  legislators.  You’ll  be  surprised  how  effective  that 
effort  is  when  it’s  time  for  you  to  contact  that  legislator 
regarding  a proposed  bill. 

And  when  the  Oklahoma  legislature  gets  down  to 
business  in  February,  keep  your  ear  tuned  to  what  is  going 
on.  The  OSMA  has  its  own  home  page  now  to  keep  us 
better  informed  about  what  is  happening  in  our  own  state. 
That  address  on  your  computer  is  <http://www. 
osmaonline.org>.  Add  that  to  your  computer  bookmarks 
to  make  calling  it  up  easy.  Speaking  of  calling...  when 
you  receive  a fax  or  an  e-mail  or  a letter  asking  you  to 
make  a phone  call  to  your  legislators  in  Oklahoma  or 
Washington,  don’t  put  it  off...  you  wouldn’t  be  asked  to 
participate  if  it  weren’t  important.  We  have  great 
lobbyists.  They  do  a great  job  for  us.  But  that  isn’t 
enough...  those  elected  officials  want  to  know  what  their 
constituents  back  home  think,  how  that  proposed 
legislation  will  affect  “how  Aunt  Jane  can  be  seen  by  her 
doctor.”  You  physicians  are  the  best  sources  for  that 
information.  And  when  those  legislators  aren’t  hearing 
from  you,  their  response  is,  “My  doctors  aren’t  calling  me 
letting  me  know  what  they  think.”  Don ’t  let  apathy 
determine  further  how  you  are  going  to  practice  medicine 
in  Oklahoma.  And  don’t  think  you  can  let  your  medical 
colleagues  take  care  of  it  for  you...  it’s  important  that  all 
of  us  let  our  voices  be  heard!  It  may  be  your  phone  call 
which  tips  the  scales  as  to  what  vote  that  legislator  will 
cast.  You  may  make  the  difference  in  the  defeat  of  an 
onerous  bill  or  the  passage  of  sound  legislation.  Can  you 
take  the  chance  that  your  phone  call  won’t  make  the 
difference?  1 don’t  think  so! 

As  seems  to  be  the  case  each  year,  we’ll  again  be  faced 
with  non-physician  groups  wanting  physician  privileges. 
Be  ready  to  act.  Read  those  faxes,  read  those  home  pages, 
and  make  those  phone  calls  when  you’re  asked  to  do  so. 
Become  proactive  if  you  haven’t  done  so  in  the  past. 

Don’t  let  those  lawmakers  say,  “I  haven’t  heard  from  my 
physician.”  Make  a promise  to  yourself  and  to  your 
patients  that  you’ll  be  involved.  You’ll  be  glad  you  made 
that  choice.  And  so  will  medicine!  When  that  legislative 
train  takes  off,  don’t  get  left  standing  at  the  station! 

— Sherry’  S.  Strebel 
Alliance  Legislative  Chair 
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ll^kl^^ma  City  otorhinolaryngologist  Jack  V.  Hough, 

MD,  hasiffeceived  the  third  annual  Salt  and  Light  Award  from 
the  Oklahoma  City  chapter  of  the  Christian  Business  Men’s 
Committee  of  USA.  Dr.  Hough  was  a pioneer  in  the  field  of 
microscopic  ear  surgery  and  has  perfected  several  surgical 
instruments  and  techniques  for  hearing  restoration  and  mid- 
dle-ear reconstruction.  He  was  chosen  for  the  award  because 
of  his  contributions  to  the  international  medical  community 
and  to  the  poor  and  disaster-stricken  in  Third  World  coun- 
tries. 

I Another  Oklahoma  physician  has  been  informed  by 

the  Internal  Revenue  Service  that  he  must  switch  from  a cash 
to  an  accrual  accounting  method.  The  physician  is  an  oncol- 
ogist in  solo  practice  in  Oklahoma  City.  Last  December,  the 
Oklahoma  Allergy  & Asthma  Clinic  received  similar  instruc- 
tions from  the  IRS.  The  clinic  has  challenged  the  IRS.  The 
American  Medical  Association  is  aware  of  the  situation  and 
has  been  in  contact  with  the  IRS.  Physicians  who  have  been 
contacted  by  the  IRS  about  accrual  accounting  should  notify 
OSMA  Executive  Director  Mike  Sulzycki. 

H The  United  States  Supreme  Court  has  agreed  to  take 

up  the  issue  of  whether  or  not  physician-assisted  suicide  is 
a constitutional  right.  “We  are  extremely  pleased  that  the 
highest  court  in  the  land  will  make  a decision  regarding  the 
constitutionality  of  what  we  feel  is  a misguided  and  uneth- 
ical practice.  To  in  any  way  condone  physician-assisted  suicide 
would  so  dramatically  and  fundamentally  change  the  entire 
patient/physician  relationship  that  it  would  undermine  the 
very  principles  that  we,  as  a society,  hold  most  dear,”  said 
Nancy  Dickey,  MD,  chair  of  the  ama  Board  of  Trustees. 

I OSMA  Secretary-Treasurer  Carol  B.  Imes,  MD,  is  one 

of  fifty  Oklahoma  businesswomen  named  last  month  as  final- 
ists for  the  1 5th  Annual  Journal  Record  Woman  of  the  Year 
Award.  Previously  known  as  the  Corporate  Woman  Award, 
the  honor  recognizes  excellence  in  Oklahoma  business.  This 
year’s  finalists  also  were  recognized  in  a special  publication. 
Fifty  Making  a Difference,  scheduled  to  be  released  last  month. 
One  of  the  fifty  finalists  was  to  be  named  the  Journal  Record 
Woman  of  the  Year  at  an  awards  dinner  October  30. 

H V.  Lee  Vinyard,  MD,  was  named  an  OSMA  Life  Mem- 
ber at  the  October  meeting  of  the  OSMA  Board  of  Trustees. 
Dr.  Vinyard  is  a retired  general  practitioner  from  Bartlesville. 

I The  Oklahoma  Society  of  Internal  Medicine  (OSIM)  was 

named  Component  Society  of  the  Year  by  the  American  So- 
ciety of  Internal  Medicine  (A.SIM)  at  its  40th  Anniversay  An- 
nual Meeting  in  Chicago  last  month.  ASIM  awards  the  annual 
honor  to  the  state  component  society  considered  to  be  the  most 
outstanding  in  leadership,  operations,  and  achievements  each 


year.  OSIM  won  the  award  based  on  its  membership  recruit- 
ment increase;  active  third  party  relations  committee  that  meets 
regularly  with  Medicare  officials;  strong  support  of  ASiM’s 
political  action  committee  and  its  key  congressional  contact 
program;  thought-provoking  president’s  letters  by  current 
President  Dean  Drooby,  MD;  establishment  of  a managed  care 
committee  to  answer  members’  questions  about  experiences 
with  managed  care  organizations  and  hospitals;  relationship 
with  Oklahoma’s  medical  schools;  and  10%  annual  member- 
ship meeting  attendance  increase. 

I Thlsa  surgeon  C.T.  Thompson,  MD,  is  the  interim  chief 

executive  officer  for  Saint  Francis  Hospital.  Dr.  Thompson 
has  been  chair  of  the  executive  committee  of  the  Saint  Fran- 
cis board  since  1972.  He  is  a clinical  professor  of  surgery  at 
the  University  of  Oklahoma  College  of  Medicine-Tulsa,  where  ' 
an  endowed  professorship  has  been  created  in  his  name. 

H Steve  Katsis,  MD,  third-year  resident,  was  named  “Best 

Resident  Presentor”  during  Research  Day  at  OUHSC-T  ear- 
lier this  fall.  Dr.  Katsis’s  award  was  presented  by  the  Tulsa 
County  Medical  Society. 

I A merger  of  two  Tulsa  medical  practices  has  resulted 

in  a new  corporation,  the  Urologic  Specialists  of  Oklaho- 
ma, Inc.  Joined  in  the  merger  were  the  former  Tulsa  Urolog- 
ic Clinic,  Inc.,  and  Associated  Urologists,  Inc. 

I Entries  for  this  year’s  Mark  R.  Johnson  Excellence  in 

Medical  Writing  competition  will  be  accepted  by  the  JOUR- 
NAL through  December  31.  Students  and  resident  on  either 
University  of  Oklahoma  College  of  Medicine  campus  are 
eligible  to  enter  original  manuscripts.  The  winner  of  the  $500 
cash  award  will  be  determined  by  the  Journal’s  Editorial 
Board  in  March  and  the  award  will  be  presented  at  the  An- 
nual Meeting  of  the  OSMA  House  of  Delegates  in  April.  Entries 
received  after  the  December  3 1 deadline  will  be  considered 
in  next  year’s  competition. 

I Readers  are  welcome  to  submit  the  names  of  candi- 
dates for  the  Journal’s  ongoing  Leaders  in  Medicine  se- 
ries. Last  month’s  biography  on  Dr.  Rayburne  W.  Goen,  Sr., 
of  Tulsa  was  the  32nd  in  the  series,  which  was  begun  in  1981. 
Suggestions  should  be  directed  to  Susan  Records,  Director 
of  Publications,  OSMA,  601  West  1-44  Service  Road,  Okla- 
homa City,  OK  73 1 1 8.  41  ' 
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klahoma 

Quality  Managed  Health  Care 

A physician  owned  and  directed 
Managed  Care  Organization 


TM 


-X 


By  Joining  PROklahoma  You  Have  an  Opportunity 


To  maintain 

To  provide 
To  prevent 


the  traditional  relationship  between  the  patient  and  physician  with 
mutual  responsibility  to  each  other. 

the  highest  quality  medical  care  at  an  affordable  cost. 

further  fragmentation  of  the  health  care  system. 


To  assure  that  health  policy  and  the  delivery  of  health  care  stay  in  the  hands  of 
physicians  and  their  patients. 

To  establish  a cost-effective  administrative  system,  keeping  more  dollars  for  health 
care. 


To  keep  the  premiums  normally  distributed  to  non-medical  entrepreneurs  to 

provide  benefits  for  the  participants. 

To  establish  a Managed  Care  Plan  that  any  good  physician  who  is  a member  of  the 
Oklahoma  State  Medical  Association  can  join,  arid  one  in  which  any 
patient  may  exercise  his  or  her  choice  of  physician. 


Almost  a thousand  members  of  The  Oklahoma  State 
Medical  Association  are  "PROklahoma". 

They  will  have  a say  about  the  future  of  health  care  in  Oklahoma. 


PROklahoma  Stock  and  membership  in  the  Oklahoma  Physicians  Network  ‘ 

available  for  a limited  time. 

For  your  stake  in  the  future  of  Oklahoma  health  care  contact: 


ISR@]<lahoma^“ 


Quality  Managed  Health 


Care 


P.O.  Box  25127 

Oklahoma  City,  Oklahoma  73125 
(405)  521-8253  Fax  (405)  528-3412 


The  Things  That  Make  PLICO 

DIFFERE 

Are  The  Things  That  Make  PLICO 


BETTE 


nn 
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Choosing  Health  insurance  for 
yourself,  your  family,  and  your 
employees  is  at  best  a confusing 
and  difficult  decision.  Not  all 
health  insurance  is  the  same. 


PLICO  Health  offers  features  that  are  seldom  available  with  other  plans,  such  as: 
Guaranteed  Insurability  - if  application  is  made  within  60  days  of  eligibility. 
Guaranteed  Renewability  - as  long  as  premium  is  paid  and  eligibility  maintained 
by  membership  in  the  OSMA,  Continued  Coverage  - coverage  continues  for 
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The  Road  More  Traveled 


Editorial 


Wlicn  we  take  time  to  pause  and  think  and 
uonder  where  we,  as  a nation,  are 
going,  we  take  note  that  every  national 
election  is  somewhat  like  a fork  in  the  road  of 
travel  of  our  society.  In  a democratic  republic 
such  as  the  Untied  States,  every  vote  cast  is  a 
preference  for  one  road  or  the  other  in  our 
national  life. 

That  public  office  holders’  character, 
vision,  and  ethics  affect  the  route  our  nation 
will  travel  is  unusually  evident  now  in  our 
American  Society.  But  the  enduring  resilience 
of  the  United  States  lies  in  the  fact  that  while 
our  elected  officials  may  affect  our  route  of 
travel,  they  can  never  totally  control  it.  Our 
nation's  destiny  is  only  partially  and 
temporarily  in  their  just-elected  hands. 

Two  years  hence  the  voters  may  select  a 
different  Congress,  and  four  years  hence 
another  presidential  election  will  occur.  Since 
no  politician  can  fool  all  the  people  all  the 
time,  our  biennial  road  fork  selections 
partially  reassert  the  will  of  the  whole  people 
each  time  that  it  occurs. 

Unfortunately,  it  seems  that  general  citizen 
input  into  our  nation's  governance  is 
relatively  ineffective  between  elections.  Only 
when  a large  and  identified  group  agrees  in 
one  voice  with  a publicized  political  project 
does  our  citizen  input  ever  take  effect 
between  elections.  Public  officials  usually 
respond  to  voting  blocs,  and  an  impending 
election  is  often  necessary  for  our  politicians 
to  hear  the  ordinary  citizen’s  viewpoint — if 
the  views  are  articulated.  A continuous  citizen 
input  into  the  governance  of  a democratic 


republic  is  forever  necessary,  and  this  truism 
holds  for  our  United  States  today. 

Over  the  long  road  of  our  national  life, 
ideas  do  eventually  have  consequences.  Some 
programs  work  and  some  do  not;  some 
programs  work  for  a time  and  then  fail,  or  are 
altered.  Our  national  biennial  elections  clarify 
the  electorate’s  view  of  these  programs  and 
advance  the  day  of  problem  resolution.  The 
populace  has  become  more  aware  that  a lot  of 
bad  socialism  and  statism  have  been 
inadvertently  included  in  our  health  care 
programs.  It  is  now  more  widely  understood 
that  government  is  a meager  source  of 
everyday  health  care. 

Further,  the  general  citizenry  has  become 
more  aware  that  large  government  health  care 
programs  have  negatively  effected  our 
medical  economics.  The  buying  and  selling  of 
health  care  have  fallen  under  the  control  of 
amoral  government  bureaus  and  insurance 
agents,  to  the  detriment  of  patient  autonomy. 

Thus  we  physicians  are  again  at  a place 
along  our  national  road  of  travel  that  we  must 
transcend  politics  and  rededicate  ourselves  to 
the  proposition  that  the  delivery  of  good 
medical  care  is  a personal  equation  between 
two  individual  human  beings.  We  have  a 
moral  duty  to  make  our  health  care  system 
work,  regardless  of  the  politics  of  the 
President  and  the  Congress. 

}K- 
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An  editorial  is  a column  of  personal  opinion  that  may  or  may  not 
reflect  the  official  position  of  the  OSMA. 
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Integrity  and  Ethics  in  Medicine 


The  profession  of  medieine  is  now  in  many 
ways  a business  with  different 
terminology — customers  and  clients  instead 
of  patients,  and  providers 
instead  of  physicians. 

There  are  many  times 
when  there  may  be  a fine 
line  between  being  a 
profession  and  being  a 
business;  but  our  patients 
expect  that,  when  it 
comes  to  decisions 
regarding  their  well-being 
and  health,  we  w ill  be 
physicians  and  patient 
advocates  first  and  businessmen  a distant 
second. 

Managed  care  has  brought  some 
efficiencies  and  improvements,  but  it  has  also 
brought  third  parties  that  in  some  instances 
have  taken  unconscionable  profits  at  the 
expense  of  fair  and  quality  healthcare 
delivery.  These  for-profit  organizations  have 
as  their  primary  goal  the  making  of  profits  for 
investors,  not  the  delivery  of  high  quality 
healthcare.  Under  capitation  schemes,  ethical 
dilemmas  may  abound  when  physicians  have 
a financial  incentive  in  withholding  care  from 
patients. 

In  many  ways,  we  feel  as  though  we  have 
lost  control  of  the  system  and  look  for  outside 
forces  to  blame.  But  ultimately  we  as 


physicians,  along  with  our  patients,  make  the 
important  decisions  with  regard  to  care;  and 
we  as  physicians  must  strive  to  treat  each 
patient  as  we  ourselves  would  want  to  be 
treated  or  as  we  would  want  one  of  our  family 
members  treated. 

We  as  physicians  must  not  let  these  new 
pressures  obviate  the  doctor-patient 
relationship.  We  cannot  let  the  moral  and 
ethical  underpinnings  of  our  profession  be 
affected  and  must  maintain  our  integrity. 
Remember  that  our  client  is,  in  reality,  our 
patient;  that  his  or  her  interest  must  be  our 
primary  concern;  that  we  always  should  strive 
to  “first  do  no  harm”;  and  that  we  must,  under 
every  circumstance  in  dealing  with  hospitals 
and  insurance  companies,  be  our  patient’s  best 
advocate. 

We  physicians  should  work  to  maintain  the 
integrity  of  medicine  during  a time  of 
healthcare  reform  and  change.  We  should  ever 
strive  to  keep  the  practice  of  medicine  as  a 
profession,  not  just  as  a job.  Remember  the 
many  benefits  of  practicing  medicine  as  well 
as  the  responsibilities,  because  it  is  more  than 
a job  under  any  healthcare  system. 
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Scientific 


Carotid  Endarterectomy  in  Oklahoma  Medicare 
Beneficiaries:  Patient  Characteristics  and  Outcomes 


Dale  W.  Bratzler,  DO,  MPH;  W.  H.  Oehlert,  MD;  Cynthia  K.  Murray,  PhD;  Lisa  J.  Bumpus,  RN; 
Lori  L.  Moore,  RN;  Donna  S.  Piatt,  RN 


Background  and  Objectives.  Ischemic  stroke 
represents  the  third  leading  cause  of  death  and 
the  most  common  cause  of  permanent  disability 
in  the  United  States.  Carotid  endarterectomy 
has  been  widely  utilized  as  a procedure  to 
reduce  the  risk  of  stroke  and  represents  the 
most  commonly  performed  peripheral  arterial 
surgery.  This  cooperative  project  was  initiated 
to  assess  the  appropriateness  of  carotid 
endarterectomies  performed  on  Medicare 
beneficiaries  and  the  postoperative  outcomes 
(mortality  and  stroke)  in  these  patients. 

Methods.  Retrospective  review  was 
performed  on  the  inpatient  medical  records  of 
774  patients  who  underwent  813  carotid 
endarterectomy  procedures  in  eight  hospitals 
during  calendar  years  1993  and  1994. 
Medicare  claims  data  were  also  analyzed  for 
all  carotid  endarterectomies  performed  in 
Oklahoma  during  calendar  years  1992 
through  1995. 

Results.  A history  of  transient  ischemic 
attack  or  stroke  in  the  distribution  of  the 
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operated  carotid  artery  was  documented  in 
57%  of  the  cases.  The  majority  of  patients  had 
preoperative  ultrasound  imaging  of  the  carotid 
arteries  and  a preoperative  angiogram  was 
performed  before  96%  of  the  procedures. 
Accepted  indications  for  the  surgery  were 
documented  for  98%  of  the  procedures.  Stroke 
or  death  within  30  days  of  the  date  of  the 
carotid  endarterectomy  occurred  after  4.9% 
(0-8.8%  by  hospital)  of  the  procedures. 

Conclusions.  This  project  demonstrated 
considerable  variation  between  hospitals  in  the 
outcomes  of  patients  undergoing  carotid 
endarterectomy  and  the  potential  for  improved 
care  of  patients  with  regard  to  discharge 
planning,  education,  and  use  of  anticoagulant 
or  antiplatelet  medications  postoperatively. 

Ischemic  stroke  is  among  the  leading  causes  of 
death  and  disability  in  the  United  States.  In  1 990, 
stroke  was  the  third  leading  cause  of  death  ac- 
counting for  almost  150,000  deaths  in  the  Unit- 
ed States.'  Stroke  is  the  leading  cause  of  adult 
disability  and  it  is  estimated  that  more  than 
3,000,000  Americans  are  permanently  disabled 
because  of  stroke.  The  National  Stroke  Associa- 
tion estimates  that  the  annual  economic  expens- 
es of  stroke  due  to  health  care  costs  and  lost  pro- 
ductivity are  more  than  $30  billion  in  the  United 
States  alone.  Approximately  two-thirds  of  all 
strokes  occur  in  people  age  65  and  over. 

Carotid  endarterectomy,  the  most  commonly 
performed  peripheral  arterial  surgical  procedure 
in  the  United  States,  was  first  introduced  in  1 954 
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and  has  been  widely  utilized  to  prevent  cerebral 
infarction.^  Prior  to  1991,  there  was  very  little 
data  demonstrating  a treatment  benefit  of  perform- 
ing carotid  endarterectomy  as  compared  to  med- 
ical management  of  carotid  stenosis.^  '' Through- 
out the  1970s  and  1980s,  there  was  a marked 
increase  in  the  number  of  procedures  performed 
in  the  United  States.  During  this  time,  consider- 
able variation  in  the  frequency  of  carotid  endar- 
terectomy among  regions  of  the  United  States  and 
endarterectomy  complication  rates  was  demon- 
strated.^ Since  1991,  seven  different  randomized 
trials  have  been  reported  regarding  the  benefit  of 
surgery  in  preventing  ischemic  stroke.*  '^  Three 
of  the  trials  randomized  patients  with  symptom- 
atic carotid  atherosclerosis  and  four  of  the  trials 
enrolled  asymptomatic  patients. 

The  benefits  of  carotid  endarterectomy  in  symp- 
tomatic patients  have  been  clearly  demonstrat- 
ed. The  North  American  Symptomatic  Carotid 
Endarterectomy  Trial  (NASCET)*,  European  Ca- 
rotid Surgery  Trial  (ECST)”',  and  the  Veterans 
Administration  Symptomatic  Trial’  all  demon- 
strated significant  reductions  in  stroke  and  death 
rates  in  patients  with  70%  or  greater  carotid  stenosis 
randomized  to  surgery  as  compared  to  medical 
therapy  in  centers  where  the  30-day  surgical 
morbidity  and  mortality  rate  was  less  than  6%. 
Patient  enrollment  continues  in  symptomatic 
patients  with  30  to  69%  carotid  stenosis  in  both 
NASCET  and  ECST. 

The  benefits  of  surgery  in  asymptomatic  pa- 
tients are  much  less  clear.  The  results  of  trials 
enrolling  asymptomatic  patients  with  carotid  dis- 
ease have  been  plagued  by  methodologic  flaws 
in  study  design.  The  Carotid  Artery  Stenosis  with 
Asymptomatic  Narrowing:  Operation  versus 
Aspirin  (CASANOVA)**  trial  did  not  demonstrate  a 
significant  difference  between  surgical  and  medical 
therapy  in  asymptomatic  patients;  however,  nearly 
half  of  the  non-surgery  group  of  patients  ended 
up  undergoing  carotid  endarterectomy.  The  Mayo 
Asymptomatic  Carotid  Endarterectomy  (MACE)'“ 
trial  included  too  few  observations  of  cerebral 
ischemic  events  to  detect  differences  between 
surgical  and  medical  patients.  The  Veterans  Af- 
fair trial"  of  asymptomatic  patients  did  demon- 
strate a treatment  advantage  of  surgery  over 
medical  treatment  in  the  prevention  of  the  com- 
bined outcomes  of  stroke  and  transient  ischemic 
attack;  however,  when  transient  ischemic  events 
were  removed  from  the  analysis,  the  benefit  of 
surgery  was  no  longer  statistically  significant. 

The  most  recently  published  trial  of  carotid 
endarterectomy  in  asymptomatic  patients  is  the 
Asymptomatic  Carotid  Atherosclerosis  Study 
(A('AS).'^  In  this  trial,  1,662  highly  selected  as- 


Table  1.  Comorbid  Conditions 


Hypertension 71% 

Coronary  heart  disease 67% 

Hyperlipidemia 38% 

Diabetes  mellitus 26% 

Cigarette  smoking  26% 

Chronic  obstructive  pulmonary  disease 20% 

Congestive  heart  failure 10% 

Valvular  heart  disease 4% 

Atrial  fibrillation 3% 

Dementia  2% 

None 2% 


ymptomatic  patients  with  60%  or  more  carotid 
stenosis  were  randomized  to  medical  treatment 
(aspirin  plus  risk  factor  reduction)  or  surgical  plus 
medical  treatment.  After  a median  follow-up  of 
2.7  years,  the  trial  was  stopped  because  of  a treat- 
ment benefit  of  surgery  over  medical  treatment. 
Kaplan-Meier  estimates  of  event  rates  demonstrat- 
ed a 53%  relative  risk  reduction  (5.9%  absolute 
risk  reduction)  in  the  rate  of  stroke  (p=0.004) 
among  the  surgical  patients. 

To  learn  more  about  the  performance  of  ca- 
rotid endarterectomy  on  Medicare  beneficiaries 
in  Oklahoma,  the  Oklahoma  Foundation  for 
Medical  Quality  (OEMQ)  initiated  a cooperative 
project  on  carotid  endarterectomy.  The  project 
was  based  on  the  guidelines  for  carotid  endarter- 
ectomy published  in  early  1 995  by  the  .American 
Heart  Association.'^  The  objective  of  the  project 
was  to  evaluate  the  appropriateness  of  carotid 
endarterectomies  performed  on  Medicare  bene-  [ 
ficiaries  and  to  assess  postoperative  outcomes 
(mortality  and  stroke)  in  these  patients.  j 

Methods 

Based  on  Oklahoma  Medicare  claims  data  for 
calendar  years  1993  and  1994,  cases  were  iden- 
tified from  a group  of  eight  hospitals  that  per- 
formed carotid  endarterectomy  (1CD-9-CM  pro- 
cedure code  38.12).  The  hospitals  were  divided 
into  two  groups  based  on  number  of  procedures 
performed.  Four  high  volume  hospitals  (defined 
as  more  than  1 ()()  Medicare  carotid  cndarterccto-  • 
my  cases  in  the  two  years)  and  four  low  volume  I 
hospitals  (less  than  100  cases  in  this  time  frame) 
were  selected  for  participation  in  the  project.  For 
this  time  frame,  100%  of  the  carotid  endarterec- 
tomy cases  from  each  of  these  facilities  were 
selected  for  review. 

All  cases  selected  were  reviewed  by  OFMQ 
abstractors  utilizing  a standard  data  collection 
form.  Along  with  administrative  data,  informa- 
tion regarding  patient  comorbid  conditions,  pre- 
operative anticoagulant  orantiplatclct  medications. 
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and  preoperative  neurologic  symptoms  was  col- 
lected. Information  regarding  preoperative  diag- 
nostic testing  was  recorded  as  well  as  the  degree 
of  carotid  stenosis,  when  available  in  the  medi- 
cal record.  Surgical  infonnation  collected  included 
the  operative  time,  use  of  shunts,  and  use  of  he- 
parin during  the  procedure.  Postoperative  care 
including  utilization  of  intensive  care  unit  mon- 
itoring, postoperative  complications,  and  discharge 
education  and  instructions  was  recorded.  Physi- 
cian reading  of  the  medical  record  was  obtained 
on  any  case  in  which  the  arteriogram  demonstrated 
less  than  60%  carotid  stenosis  or  on  which  an 
arteriogram  was  not  performed. 

For  the  purposes  of  analysis,  cases  were  clas- 
sified as  symptomatic  or  asymptomatic  by  applying 
the  same  criteria  utilized  in  ACAS.  A documented 
history  of  either  a transient  ischemic  attack  or  stroke 
in  the  distribution  of  the  operated  carotid  artery 
resulted  in  the  case  being  classified  as  symptom- 
atic. Documentation  of  nonspecific  neurologic 
symptoms  such  as  dizziness  or  syncope  was  not 
considered  evidence  of  symptomatic  carotid  dis- 
ease. 

To  ensure  data  reliability,  a 5%  random  sam- 
ple of  cases  was  reviewed  a second  time  by  an 
independent  abstractor.  Between  the  two  reviewers 
a 95%  correlation  on  10  pertinent  variables  was 
found.  All  cases  initially  designated  as  asymp- 
tomatic in  the  analysis  were  reviewed  a second 
time  to  confirm  the  absence  of  a neurologic  event 
(TlA  or  stroke)  in  the  distribution  of  the  operated 
artery. 

Data  regarding  postoperative  complications  for 
the  eight  hospitals  were  obtained  from  two  sources. 
Information  regarding  stroke  or  death  during  the 
hospitalization  was  collected  from  the  medical 
record.  This  information  was  then  merged  with 
MedPRO  data  to  identify  patients  who  died  or 
were  readmitted  to  a hospital  with  a principal 
diagnosis  of  stroke  (excluding  those  patients  re- 
admitted for  a second  carotid  endarterectomy) 
within  30  days  of  the  date  of  the  carotid  endart- 
erectomy. Differences  in  outcomes  between  hos- 
pitals, hospital  groups  (high  and  low  volume),  and 
symptomatic  and  asymptomatic  patients  were 
analyzed  with  a two-tailed  z-test  or  a chi-square 
analysis  to  determine  statistical  significance. 

To  profile  the  frequency  of  carotid  endarter- 
ectomy in  the  Medicare  population,  MedPRO  data 
for  all  carotid  endarterectomies  performed  dur- 
ing calendar  years  1 992  through  1 995  was  ana- 
lyzed. These  data  were  also  analyzed  for  deaths 
that  occurred  within  30-days  of  the  operative 
procedure  by  hospital. 

1 


Results 

There  were  826  carotid  endarterectomies  per- 
formed on  787  patients  in  the  eight  hospitals. 
Because  literature  suggests  that  patients  having 
carotid  endarterectomy  simultaneously  with  cor- 
onary artery  bypass  surgery  or  aortic  aneurysm 
repair  have  higher  rates  of  complications,  13 
patients  were  eliminated  from  further  analysis. 
This  resulted  in  774  patients  undergoing  813 
procedures  available  for  analysis.  The  median  age 
of  the  patients  was  73  (range  44-92).  The  medi- 
an length  of  stay  in  patients  having  only  one  ca- 
rotid endarterectomy  during  their  hospital  stay 
was  4 days  (range  0-37  days). 

Comorbid  conditions  documented  in  the  med- 
ical records  of  the  patients  are  summarized  in  Table 
1.  Hypertension  (71%)  and  coronary  heart  dis- 
ease (67%)  were  the  most  commonly  document- 
ed comorbidities,  followed  by  hyperlipidemia 
(38%)  and  diabetes  mellitus  (26%).  Patients  were 
reported  to  be  smokers  in  26%  of  the  cases. 

The  majority  of  patients  (82%)  were  on  some 
form  of  oral  antiplatelet  drug  or  anticoagulant  on 
admission  to  the  hospital.  Aspirin  (71%)  was  the 
most  commonly  utilized  medication  followed  by 
warfarin  ( 1 1%)  and  dipyridamole  (9%). 

Neurologic  symptoms  in  the  distribution  of  the 
operated  artery  were  common  in  the  patients 
admitted  for  carotid  endarterectomy.  A history 
of  TIA  or  stroke  was  noted  in  57%  of  the  proce- 
dures performed.  Patients  were  classified  as  a- 
symptomatie  in  43%  of  the  procedures. 

Preoperative  diagnostic  imaging  was  common- 
ly documented  in  the  medical  records.  The  per- 
centage of  carotid  stenosis  was  documented  in 
an  ultrasound  imaging  report  in  44%  of  the  sur- 
gical procedures.  A preoperative  angiogram  was 
present  in  96%  of  the  records  reviewed  and  the 
percentage  of  carotid  stenosis  was  documented 
in  95%  of  those  reports.  Stenosis  of  greater  than 
60%  was  noted  in  the  reports  of  96%  of  the  an- 
giograms that  were  performed  and  plaque  ulcer- 
ation was  noted  in  33%  of  the  angiogram  reports. 

The  median  operative  time  (patients  undergoing 
carotid  endarterectomy  only)  for  the  eight  facil- 
ities was  65  minutes  and  ranged  from  20  min- 
utes to  5.3  hours.  A carotid  shunt  was  utilized  in 
74%  of  the  procedures.  Heparin  was  administered 
in  100%  of  the  procedures  most  commonly  as  a 
bolus  (99%).  Heparin  was  reversed  with  prota- 
mine sulfate  in  75%  of  the  procedures. 

Postoperative  complications  are  summarized 
in  Table  2.  Approximately  14%  of  the  patients 
had  at  least  one  complication  documented  dur- 
ing the  surgical  admission.  The  most  common 
complication  was  sustained  hypertension  which 
occurred  after  28  procedures  (3%)  followed  by 
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Table  2.  Complications  in  Hospital 


None 86% 

Hypertension 3% 

Stroke 3% 

Wound  hematoma 2% 

Pneumonia 2% 

Death  1 % 

Transient  ischemic  attack 1% 

Return  to  operating  room  1 % 

Nerve  palsy  1 % 

Acute  congestive  heart  failure < 1 % 

Myocardial  infarction <1% 

Wound  infection <1% 

Other 3% 


Stroke  documented  after  22  procedures  (3%). 
Wound  hematoma  occurred  following  19  (2%) 
of  the  procedures,  and  postoperative  pneumonia 
occurred  in  16  (2%).  The  majority  of  patients 
received  their  immediate  postoperative  care  in  the 
intensive  care  unit  (99%). 

The  majority  of  patients  were  discharged  from 


the  hospital  on  aspirin  (80%).  Warfarin  was  pre- 
scribed on  discharge  to  6%  of  the  patients,  and 
dipyridamole  was  prescribed  to  1 3%.  Antiplate- 
let or  anticoagulant  medications  were  not  recom- 
mended for  patients  at  discharge  following  14% 
of  the  procedures  based  on  documentation  in  the 
medical  record.  Smoking  cessation  education  was 
documented  in  only  1 3%  of  the  procedures  per- 
formed on  smoking  patients,  dietary  modifica- 
tion education  was  documented  following  82% 
of  the  procedures,  and  activity  instructions  giv- 
en following  85%  of  the  procedures. 

In  the  development  of  this  project,  the  multi- 
disciplinary study  group  established  criteria  that 
any  patient  with  symptomatic  or  asymptomatic 
carotid  stenosis  of  greater  than  or  equal  to  60% 
or  symptomatic  carotid  stenosis  of  less  than  60% 
with  documentation  of  failed  anticoagulant  ther- 
apy was  considered  to  be  an  appropriate  candi- 
date for  carotid  endarterectomy.  Based  on  these 
criteria,  795  (98%)  of  the  carotid  endarterecto- 
mies performed  in  the  eight  hospitals  appeared 
to  be  indicated,  10  (1%)  were  not  indicated,  and 


Table  3. 

Outcomes  by  Hospital  and  Symptom  Status  (1993-1994) 

Hospital 

Procedures 

30-day  Stroke 

30-day  Death 

Total  Events 

Total 

Sym 

Asym 

Sym 

Asym 

Sym 

Asym 

Sym 

Asym 

All 

HI 

273 

131 

142 

6 

1 

2 

0 

8 

1 

3.3% 

H2 

114 

68 

46 

6 

2 

1 

1 

7 

3 

8.8% 

H3 

163 

122 

41 

3 

3 

1 

1 

4 

4 

4.9% 

H4 

126 

66 

60 

0 

2 

1 

0 

1 

2 

2.4% 

387 

289 

15 

8 

5 

2 

20 

10 

High 

676 

3.9% 

2.8% 

1 .3% 

0.7% 

5.2% 

3.5% 

Volume 

676 

23 

7 

30 

Total 

3.4% 

1.0%* 

4.4% 

LI 

40 

32 

8 

1 

0 

2 

0 

3 

0 

7.5% 

L2 

16 

9 

7 

0 

0 

0 

0 

0 

0 

0% 

L3 

24 

11 

13 

0 

0 

1 

1 

1 

1 

8.3% 

L4 

57 

27 

30 

2 

1 

1 

1 

3 

2 

8.8% 

79 

58 

3 

1 

4 

2 

7 

3 

Low 

137 

3.8% 

1.7% 

5.1% 

3.4% 

8.9% 

5.2% 

Volume 

137 

4 

<! 

10 

Total 

2.9% 

4.4%* 

7.3% 

466 

347 

18 

9 

9 

4 

27 

13 

813 

3.9% 

2.6% 

1.9% 

1 .2% 

5.8% 

3.7% 

813 

27 

13 

40 

Total 

3.3% 

1.6% 

4.9% 

Procedures  associated  with  stroke  end  death  are  counter 

in  the  death  column  only. 

p-004 
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in  8 cases  (1%)  we  were  unable  to  determine 
appropriateness  of  the  procedure. 

Postoperative  and  30-day  outcomes  of  death, 
stroke  during  the  admission,  and  readmission  for 
stroke  are  summarized  in  Table  3.  There  were  a 
total  of 676  procedures  performed  in  the  four  high 
volume  hospitals  (mean  1 69,  range  1 26-273)  and 
137  (mean  34.3,  range  16-57)  in  the  four  low 
volume  hospitals.  There  were  13  ( 1.6%)  deaths 
that  occurred  within  30  days  of  the  procedure  in 
the  8 hospitals.  The  di (Terence  between  the  7 deaths 
( 1 .0%)  occurring  within  30  days  in  the  high  vol- 
ume hospitals  and  the  6 deaths  (4.4%)  which 
occurred  in  the  low  volume  hospitals  was  statis- 
tically significant  (p=.004).  Stroke  was  doeument- 
ed  within  30  days  of  the  date  of  surgery  in  27 
(3.3%)  patients.  The  ditTerence  between  the  23 
strokes  (3.4%)  that  occurred  within  30  days  in 
the  high  volume  hospitals  and  the  4 strokes  (2.9%) 
that  occurred  in  the  low  volume  hospitals  was  not 
significant  (p=.76). 

Analysis  of  the  combined  outcomes  of  stroke 
or  death  within  30  days  of  the  surgical  date  for 
the  8 hospitals  revealed  40  (4.9%)  events  associ- 
ated with  the  8 1 3 procedures.  There  were  30  events 
(4.4%)  in  the  four  high  volume  hospitals  and  10 
events  (7.3%)  in  the  four  low  volume  hospitals, 
and  the  difference  was  not  statistically  signifi- 
cant (p=.  1 5 ).  Combined  event  rates  of  30-day  death 
or  stroke  varied  from  0%  to  8.8%  for  the  eight 
hospitals  reviewed  and  was  not  statistically  sig- 
nificant (p=.  15). 

Analysis  of  outcomes  for  asymptomatic  ver- 
sus symptomatic  patients  revealed  expected  trends 
with  the  events  of  stroke  (2.6%  vs.  3.9%)  and  death 
(1.2%  vs.  1.9%)  within  30  days  of  the  surgical 
date.  These  differences  were  not  statistically  sig- 
nificant. Combined  outcomes  of  stroke  or  death 
within  30  days  of  surgery  occurred  in  3.7%  of 
the  procedures  on  asymptomatic  arteries  and  5.8% 
of  the  procedures  on  symptomatic  vessels.  This 
difference  was  not  statistically  significant  (p=.  1 7). 

The  number  of  carotid  endarterectomies  in  the 
Medicare  population  is  increasing  dramatically. 
There  was  a 35%  increase  in  the  number  of  pro- 
cedures performed  in  1995  as  compared  to  1994 
(Fig.  1).  The  number  of  cases  performed  on 
Medicare  beneficiaries  in  Oklahoma  hospitals  over 
the  4 years  analyzed  ranged  from  one  to  523  pro- 
cedures. There  is  also  considerable  variation  in 
the  percentage  of  deaths  occurring  within  30  days 
of  the  surgical  procedure  by  hospital  ( Fig.  2 ).  The 
30-day  mortality  rate  for  all  Medicare  carotid 
endarterectomies  identified  from  1992  through 
1995  was  1.9%  (95%  Cl,  1.5  to  2.3).  The  mortal- 
ity rate  by  hospital  varied  from  0%  to  20%  over 
this  same  time  frame. 


Figure  1.  Carotid  Endarterectomy  in  Oklahoma 
Medicare  Beneficiaries 


Calendar  Year 


Figure  2.  Mortality  Rate  within  30  Days  of  Carotid 
Endarterectomy  in  Medicare  Beneficiaries  (1992-1995) 
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Hospitals  with  an  average  of  10  or  more  carotid  endarerectomies 
per  year  ranked  according  to  volume.  (Actual  mortality  and  95% 
confidence  interval) 


Discussion 

Based  on  our  review,  patients  undergoing  carot- 
id endarterectomy  in  this  project  consistently  had 
carotid  imaging  studies  that  suggested  hemody- 
namically  significant  carotid  stenosis.  Preopera- 
tive angiography  was  documented  in  nearly  all 
patients  and  indications  for  endarterectomy  were 
present  in  98%  of  the  records  reviewed. 

Combined  event  rates  of  30-day  death  or  stroke 
varied  from  0%  to  8.8%  for  the  eight  hospitals 
reviewed.  Symptomatic  patients  had  higher  event 
rates  than  asymptomatic  patients  as  expected. 
To  achieve  benefit  from  this  surgery,  the  Ameri- 
can Heart  Association  guideline  suggests  that 
surgical  morbidity  and  mortality  ( stroke  or  death 
within  30  days  of  surgery)  should  be  less  than 
6%  in  symptomatic  patients  and  3%  in  asymp- 
tomatic patients.  For  the  events  of  stroke  or  death 
within  30  days  of  surgery,  five  of  the  eight  hos- 
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pitals  had  rates  of  greater  than  6%  for  symptom- 
atic arteries,  and  five  of  the  eight  hospitals  had 
rates  greater  than  3%  for  procedures  on  asymp- 
tomatic arteries. 

It  is  possible  that  the  event  rates  reported  in 
this  project  underestimate  actual  event  rates.  We 
identified  postoperative  strokes  based  on  symp- 
toms or  physical  findings  documented  in  the 
medical  record  of  the  surgical  admission  or  upon 
a coded  diagnosis  of  stroke  on  readmission.  Failure 
to  document  symptoms  and  findings  or  failure  to 
code  stroke  as  a reason  for  readmission  would 
have  prevented  us  from  identifying  these  events. 
A recent  review  of  studies  published  on  the  risk 
of  stroke  and/or  death  due  to  carotid  endarterec- 
tomy revealed  that  reported  event  rates  depend- 
ed on  the  specialty  of  the  physician  providing 
postoperative  assessment.  The  highest  risk  was 
reported  in  studies  with  neurologist  assessment 
postoperatively  and  the  lowest  risk  was  reported 
in  studies  by  single-surgeon  authors.'^ 

In  our  project,  43%  of  the  procedures  were 
performed  on  asymptomatic  vessels  based  on 
record  review.  Although  the  majority  of  patients 
in  this  project  had  hemodynamically  significant 
carotid  stenosis  consistent  with  the  criteria  uti- 
lized in  ACAS,  it  may  be  difficult  to  compare  our 
patient  population  to  those  evaluated  in  ACAS.  The 
patients  randomized  in  ACAS  represented  a high- 
ly select  group  with  over  42,000  patients  between 
the  age  of  40  and  79  (mean  67)  screened  for  trial 
entry.'* There  were  very  stringent  controls  on  the 
interpretation  of  carotid  imaging  studies  in  ACAS, 
and  the  method  used  to  establish  the  severity  of 
carotid  artery  stenosis  is  not  widely  used  outside 
of  the  setting  of  recent,  randomized  trials.  The 
surgical  complication  rate  for  the  treatment  group 
was  very  low  (1.5%  30-day  events  of  stroke  or 
death),  and  participating  surgeons  had  to  meet 
established  guidelines  for  approval  to  participate 
in  the  trial. ''^Applicability  of  the  results  of  ACAS 
to  the  general  population  of  asymptomatic  pa- 
tients with  carotid  stenosis  remains  controversial. 

Our  review  demonstrated  that  the  majority 
(99%)  of  patients  received  their  immediate  post- 
operative care  in  the  intensive  care  unit.  At  least 
one  of  the  hospitals  involved  in  the  project  had 
changed  this  practice  to  utilize  less  specialized 
care  postoperatively  for  lower-risk  patients  sub- 
sequent to  the  dates  of  the  records  we  reviewed. 
Several  studies  have  suggested  risk  stratification 
schemes  for  carotid  endarterectomy  and  have 
questioned  the  need  for  routine  use  of  intensive 
care  unit  monitoring  postoperatively.^^'^’ 


Finally,  we  demonstrated  that  documentation 
of  risk  factor  education  was  frequently  missing 
from  the  medical  record.  Only  12%  of  the  smok- 
ing patients  received  counseling  on  smoking  ces- 
sation, and  1 8%  of  the  patients  did  not  receive 
dietary  instructions.  Although  the  majority  of 
patients  were  discharged  on  aspirin,  13%  of  the 
patients  continued  to  receive  dipyridamole,  an 
agent  with  little  proven  efficacy,  as  the  discharge 
medical  therapy. 

Future  Plans 

On  the  basis  of  results  from  cooperative  projects 
regarding  carotid  endarterectomy  in  at  least  five 
states  including  Oklahoma,  the  Kansas  City  Re- 
gional Office  of  the  Health  Care  Financing  Ad- 
ministration (HCFA)  is  coordinating  a multistate 
project  focusing  on  outcomes  in  Medicare  bene- 
ficiaries undergoing  carotid  endarterectomy.  The 
project  will  utilize  hcfa’s  Clinical  Data  Abstrac- 
tion Centers  (CDACs)  to  measure  outcomes  for 
carotid  endarterectomy  from  nine  pilot  states, 
including  Oklahoma.  Case  sampling  is  expected 
to  occur  in  late  1996  and  will  involve  the  review 
of  admissions  for  carotid  endarterectomy  during 
1995.  In  addition  to  the  surgical  admission,  all 
patient  readmissions  within  30  days  of  the  pro- 
cedure date  will  be  reviewed  for  patient  outcomes. 
Each  of  the  pilot  states  participating  in  the  project 
will  be  working  with  the  medical  community  to 
develop  statewide  voluntary  registries  of  outcomes 
for  patients  undergoing  this  procedure.  In  addi- 
tion, strategies  which  capitalize  on  some  of  the 
techniques  developed  for  improving  outcomes  of 
coronary  artery  bypass  grafting,  including  the 
formation  of  study  groups  and  comparative  pro- 
cess analysis,  will  be  tested.^' 

Summary 

Carotid  endarterectomy  is  a common  procedure 
in  Medicare  beneficiaries  and  is  associated  with 
widely  varying  complication  rates.  The  majority 
of  procedures  perfonned  in  Oklahoma  were  done 
on  patients  who  had  hemodynamically  significant 
carotid  stenosis  documented  in  the  medical  record. 
This  project  demonstrated  opportunities  for  im- 
provement in  the  discharge  medical  management 
of  patients  undergoing  carotid  endarterectomy  and 
potential  cost  savings  in  the  utilization  of  inten- 
sive care  unit  services  in  appropriately  selected 
patients.  The  results  of  this  project  and  others  arc 
being  utilized  to  develop  a multistate  project  eval- 
uating the  outcomes  of  carotid  endarterectomy  in 
the  Medicare  population,  iji 
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The  Merits  of  Varicella  Vaccination  for 
Varicella  Non-lmmune  Health  Care  Workers 


Clifford  G.  Wlodaver,  MD,  Tracy  Privett,  RN,  Gail  Livengood,  RN 


Immunity  against  varicella  can  be  reliably 
established  by  history  and,  if  negative, 
confirmed  or  refuted  by  serology.  If  non- 
immune,  the  merits  of  varicella  vaccine  for  a 
health  care  worker  (hCW)  can  be  stated 
clearly:  Protection  from  a disease  which  may 
be  particularly  severe  in  an  adult,  and  evading 
the  inconvenience  (investigation  time  and 
possible  work  restriction)  and  cost  of  managing 
an  exposure.  This  paper  discusses 
implementation  of  a varicella  immunity 
program  for  HCWs  at  Columbia  Presbyterian 
Hospital  in  Oklahoma  City. 

Varicella  commonly  occurs  in  children  and 
>90%  of  the  population  enters  adulthood  im- 
mune.' That  it  is  usually  benign  in  children  par- 
tially explains  the  prolonged  reluctance  to  license 
a vaccine  which  has  been  available  for  several 
years.  However,  a small  percentage  of  adults  are 
non-immune  and  thereby  susceptible  to  infection 
that  may  be  particularly  severe.  Furthermore,  in- 
fected HCWs  may  unwittingly  infect  patients,  lead- 
ing to  potentially  serious  consequences.  Accord- 
ingly, the  Committee  on  Infectious  Diseases  of 
the  American  Academy  of  Pediatrics  and  other 
expert  groups  have  developed  guidelines  for 
managing  the  exposure  of  a susceptible  new’’'’: 
They  should  either  be  furloughed  or  excused  from 
patient  contact  from  days  1 0 to  2 1 after  exposure 


From  Columbia  Prcsbylcnan  Hospital,  Oklahoma  C ity.  Oklahoma 
Direct  correspondence  to  ClilTord  (i.  Wlodaver.  MD.  Department  of 
epidemiology.  Columbia  Presbyterian  Hospital.  10th  Street  at  Lincoln 
Boulevard.  Oklahoma  City,  OK  73104 


to  the  index  case;  and  for  those  who  receive  va- 
ricella-zoster immunoglobulin  or  are  immuno- 
compromised, this  interval  should  be  extended 
to  28  days.  This  policy,  while  well  devised  and 
necessary  to  prevent  transmission  in  a hospital, 
results  in  considerable  loss  of  time,  inconvenience, 
and  cost. 

Licensure  of  varicella  vaccine  in  March  1995 
changes  the  scenario.  We  now  have  the  power  to 
immunize  non-immune  HCWs.  However,  present 
policies  do  not  include  specific  recommendations 
for  adults  and  HCWs.  While  the  Centers  for  Dis- 
ease Control  and  Prevention  (CDC)  and  other 
agencies  are  formulating  guidelines  for  HCWs — 
the  American  Academy  of  Pediatrics  has  already 
recommended  vaccinating  all  children^ — at  Co- 
lumbia Presbyterian  Hospital  we  implemented  a 
program  to  vaccinate  all  varicella  non-immune 
HCWS,  as  described  below. 

Metheds/Results 

The  first  step  was  to  establish  whether  an  HCW 
was  varicella  susceptible  or  immune.  There  is  a 
consensus  that  a clear  history  of  chickenpox  is  a 
reliable  indicator  of  immunity.**  However,  many 
persons  cannot  recall  whether  or  not  they  had 
chickenpox  or  may  have  had  a mild,  subclinical- 
yet-immunizing  infection.  These  can  be  detect- 
ed serologically. 

For  the  past  several  years  our  employees  have 
been  completing  a health  questionnaire  which 
includes  the  question  “Have  you  had  chicken- 
pox?"’  New  employees  complete  this  before 
employment  and  those  already  employed  com- 
pleted it  retrospectively. 
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Table  1.  Results  of  Varicella 
Susceptibility  Investigation 


No.  Investigated  1712 

No.  responding  that  could  not  recall  or 

did  not  hove  chickenpox 118 

No.  no  longer  at  hospital 37 

No.  tested  serologically 81 

No  seronegative 10 

No.  vaccinated 10 


In  June  1994,  we  began  tabulating  the  results 
(Table  1 ).  All  of  the  1 ,7 1 2 hospital  employees  were 
investigated  regarding  their  history  of  previous 
varicella  infection.  One  hundred  eighteen  employees 
responded  that  they  either  could  not  recall  having 
had  or  have  not  had  chickenpox.  In  March  1995, 
when  the  varicella  vaccine  was  licensed,  we  be- 
gan discussion  and  planning  implementation  with 
the  Hospital  Infection  Control  Committee  and  with 
the  administration  for  a varicella  immunity  pro- 
gram. We  found  that  of  the  1 1 8 employees,  37  were 
no  longer  employed  at  our  hospital.  The  remain- 
ing 8 1 employees  were  contacted  by  a letter  ( Fig. 
1 ) which  explained  the  importance  of  serologic 
testing  and  vaccination  if  seronegative.  Included 
with  the  letter  were  instnictions  and  a lab  requisi- 
tion fortesting.  We  had  1 00“  o compliance,  although 
this  occasionally  required  follow-up  with  the 
employee  and  their  supervisor. 

Varicella  titers  were  detennined  by  an  enzyme- 
linked  immunosorbent  assay  (ELISA)  for  varicel- 
la virus  IgG  antibody  in  human  serum  using  the 
Varicella  Stat  Test  Kit  ( Bio  Whittaker,  Inc.,  Walk- 
ersville,  Maryland).  A Predicted  Index  Value  of 
>1.0  was  used  to  define  a protective  antibody  ti- 
ter. This  test  has  a sensitivity  of  98.7%,  specific- 
ity of  94.7%,  and  accuracy  of  97.4%  compared 
to  the  fluorescent  antibody  to  membrane  antigen 
assay,  the  gold  standard.  Ten  of  the  employees 
were  seronegative. 

The  second  step  was  to  vaccinate  the  non- 
immune  employees.  They  were  contacted  by  a 
phone  call,  queried  regarding  immune  deficien- 
cy and  pregnancy  and  would  not  have  been  vac- 
cinated in  either  case.  (One  employee  was  preg- 
nant. Vaccination  was  postponed  until  after  she 
delivered.)  Appointments  for  vaccination  and  a 
six-week  booster  were  scheduled.  All  employ- 
ees complied.  Based  on  the  studies  reporting  the 
vaccine’s  high  efficacy,  post-vaccine  titers  were 
not  measured  for  our  employees. 

The  program  remains  on-going,  with  new 
employees  queried  regarding  previous  chicken- 
pox,  tested  serologically  if  negative  by  history, 
and  vaccinated  if  non-immune. 


Figure  1.  Letter  Sent  to  the  Employees  Who 
Stated  They  Had  Not  Had  or  Could  Not 
Recall  Having  Had  Chickenpox 


Dear  HCW: 

The  recent  licenscing  of  the  chickenpox  voccine 
is  relevant  to  health  care  workers  as  follows: 

Those  who  hove  not  had  or  cannot  recall 
having  hod  chickenpox  may  be  susceptible  to  it. 
This  could  result  in; 

a.  chickenpox,  which  in  an  adult  can  be  severe; 

b.  transmission  to  others,  including  patients 
and  other  employees. 

To  determine  if  you  can  catch  chickenpox,  you 
should  have  a blood  test.  You  need  to  report  to  the 
laboratory  with  the  attached  lab  slip  during  the 
week  of . 

We  will  contact  you  when  we  receive  your 
results.  If  the  test  is  negative,  indicating  that  you  are 
susceptible  to  chickenpox,  you  will  be  required  to 
receive  the  chickenpox  vaccine  and  a booster  dose 
4-8  weeks  later 

If  you  have  any  questions,  please  contact  the 
Employee  Health  Nurse  or  the  Epidemiology 
Nurse  Specialist. 

Sincerely, 

Hospital  Epidemiologist' 


Discussion 

Management  of  exposure  to  varicella  represents 
a particular  problem  for  HCWs  and  hospital  in- 
fection control  programs.  The  non-immune  adult 
may  develop  severe  disease.  Contact  tracing  and 
establishing  who  is  immune  and  who  is  not  is  time- 
consuming,  and  furloughing  those  non-immune 
is  inconvenient  and  costly.*  Recent  licensure  of 
varicella  vaccine  has  enabled  us  to  overcome  these 
problems. 

Oshiro  et  al  have  targeted  pediatric  residents,  a 
group  at  particularly  high  risk  of  exposure  to  va- 
ricella, for  vaccination.’  Grossman,  in  an  accom- 
panying editorial,  concurs  with  our  thoughts  that 
all  non-immune  HCWs  should  be  vaccinated.* 

By  history  and  serologic  testing  we  detected 
10  varicella-susceptible  HCWs  among  1,712  in- 
vestigated at  our  hospital.  This  remarkably  low 
prevalence  of  susceptibility  falls  below  that  re- 
ported in  other  adult  populations,'  raising  the 
question  of  the  reliability  of  our  screening  pro- 
cess. Yet  history  is  felt  to  be  a reliable  mark  of 
immunity,  and  the  specificity  of  the  ELISA  we  used 
is  >90%,  so  our  experience  remains  without  a clear 
explanation. 

We  vaccinated  the  10  susceptible  employees. 
This  benefits  the  HCWs  themselves,  protects  our 
patients  from  exposure  from  a HCW,  and  avoids 
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the  considerable  inconvenience  and  cost  when  a 
non-immune  employee  is  exposed. 

However,  one  must  acknowledge  that  ques- 
tions of  efficacy  and  safety  may  not  yet  be  fully 
answered  for  this  newly  licensed  vaccine  which 
has  been  studied  primarily  in  children,  not  adults. 
For  example,  are  we  correct  in  considering  a 
vaccinated  employee  immune,  or  should  we 
measure  for  a serologic  response  either  after  vac- 
cination or  at  the  time  of  an  exposure?  Will  im- 
munity be  lifelong  or  will  subsequent  boosters 
be  necessary?  What  is  the  risk  that  a newly  vac- 
cinated HCW  could  infect  an  immunocompromised 
patient?  Could  we  inadvertently  harm  an  employee 
who  might  be  subclinically  immune  compro- 
mised? And  are  we  correct  in  accepting  the  time- 
honored  consensus  that  a history  of  chickenpox 
is  a reliable  indication  of  immunity,  or  should  all 
HCWs  be  assessed  by  serology?  Whereas  these 
and  surely  other  questions  need  to  be  asked,  the 
potential  benefits  of  varicella  vaccine  for  non- 
immune  HCWs  nonetheless  seem  to  outweigh  its 
potential  risks,  ij 


References 

1 . Shehab  ZM,  BrunellPA.  Susceptibility  of  hospital  personnel  to  vari- 
cella-zoster virus.  J Infect  Dis  1 984;  1 50;786. 

2.  American  Academy  of  Pediatrics.  Varicella-zoster  infection.  In:  Pe- 
ter G.  ed.  1994  Red  Book:  Report  of  the  Committee  on  Infectious 
Diseases.  23rd  ed.  Elk  Grove  Village,  IL:  American  Academy  of 
Pediatncs  1994:510-517. 

3.  Williams  WW.  Guideline  for  infection  control  in  hospital  personnel. 
Am  J Infect  Control  1984;12:34-44. 

4.  Sayre  MR.  Lucid  EJ.  Management  of  varicella-zoster-exposed  hos- 
pital employees.  Ann  Emerg  Med  1 987;  16;42 1-424. 

5.  Josephson  A.  Karanfil  L.  Gombert  ME.  Strategies  for  the  manage- 
ment of  varicella  susceptible  health  care  workers  after  a known  ex- 
posure. Infect  Control  Hosp  Epidemiol  1990;!  1:309-313. 

6.  Haiduven-Griffiths  D.  Fecko  H.  Varicella  in  hospital  personnel:  a 
challenge  for  the  infection  control  practitioner.  Am  J Infect  Control 
1987:15:207-211. 

7.  Committee  on  Infectious  Diseases  (AAP).  Recommendations  for  the 
use  of  live  attenuated  Varicella  vaccine.  Pediatrics  1995;95:791-796. 

8.  Grossman  M.  Varicella  vaccine  and  health  care  workers.  Pediatr  Infect 

1996;15:395-396. 

9.  Oshiro  AC,  Begue  RE.  Steele  RW.  Varicella  disease  and  transmis- 
sion in  pediatric  house  officers.  Pediatr  Infect  Dis  J 1996;  15:46 1- 
462. 

10.  Gurevich  I,  Jensen  L.  Kalter  R.  Cunha  BA.  Chickenpox  in  apparent- 
ly “immune”  hospital  workers.  Infect  Control  1990;!  1:510-512. 

The  Authors 

Dr.  Wlodaver  is  head  of  the  Infection  Control  Program  at  Columbia  Pres- 
byterian Hospital  in  Oklahoma  City.  He  is  also  in  the  private  practice  of 
infectious  diseases,  working  out  of  the  Oklahoma  City  Clinic.  He  con- 
sults at  several  metropolitan  hospitals. 

Ms.  Privett  is  the  epidemiology  nurse  specialist  at  Columbia  Presb>ie- 
rian  Hospital. 


Endorsed  Insurance  Plans 

Quality  Value  Total  Protection 


• Individual  Disability  Protection 

• Business  Overhead  Expense  Insurance 

• Group  Term  Life 

• Full  Time  Accident  Insurance 


In  Oklahoma  Citu 
P.O.Box  26967  73126 

Phone  (405)  524-781  1 
Fax  (405)  525-2909 


In  Tulsa 

2021  S.  Lewis  # 570 
Phone  (918)  743-9703 
Fax  (918)  743-9723 


•Hospital  Indemnity  Plan 
• Long  Term  Care 
•Workers  Compensation 


C.  L.  PRATES  AND  COMPANY 

INTCRNATIONAt.  INSURANCE  ^ACILITIft 


Toll  Free  1 -800-  522-92 1 9 


432 


J Okla  Slate  Med  Assoc,  Vol  89,  December  1996 


Special 


I 

OAFP  Starts  Practice-based  Resource/Research  Network 


James  W.  Mold,  MD;  Elaine  D.  Barton,  BA 


The  Oklahoma  Academy  of  Family  Physicians, 
in  collaboration  with  the  University  of 
Oklahoma  Health  Sciences  Center,  has 
established  a primary  care  practice-based 
research  network  with  thirteen  family  practice 
offices  currently  participating.  The  practices  are 
connected  to  each  other  and  to  the  Health 
Sciences  Center  campuses  in  Oklahoma  City 
and  Tulsa  by  electronic  mail  and  have  begun 
their  first  research  project  involving  the 
diagnosis  and  treatment  of  brown  recluse 
spider  bites  in  the  primary  care  setting. 

Medical  research  conducted  today,  primarily 
in  academic  settings,  is  often  less  relevant 
to  primary  care  practitioners  and  the  healthcare 
needs  of  their  patients  than  it  could  be.  Since  the 
majority  of  clinical  research  questions  are  asked 
by  academicians  and  answered  in  tertiary  care 
settings,  it  should  be  no  surprise  that  communi- 
ty-based physicians  find  much  of  it  irrelevant  to 
their  day  to  day  clinical  decisions.  Practice-based 
research  is  an  attempt  to  shift  the  process  of  dis- 
covery so  that  the  person  developing  the  ques- 
tion is  a practitioner,  drawing  from  concerns  arising 
from  his/her  practice  experience,  and  the  study 
population  is  within  a patient  population  similar 
to  their  own.' 

The  Oklahoma  Practice-based  Resource/Re- 
search Network  (OKPRN)  began  taking  form  in 
October  1994  when  the  University  of  Oklahoma 
Department  of  Family  and  Preventive  Medicine, 


Direct  correspondence  to  James  W.  Mold,  MD.  OUHSC  College  of 
Medicine.  Department  of  Family  and  Preventive  Medicine.  900  North- 
east 10th  Street.  Oklahoma  City.  OK  73190. 


Oklahoma  City,  received  funding  from  the  US. 
Department  of  Health  and  Human  Services,  Health 
Resources  and  Services  Administration.  James 
Mold,  MD,  is  the  project  director.  The  govern- 
ing body  is  the  Oklahoma  Academy  of  Family 
Physicians  (OAFP)  Research  Committee  and  the 
OKPRN  membership. 

OKPRN  currently  includes  thirteen  family  prac- 
tice offices  across  Oklahoma  connected  by  com- 
puterized e-mail  and  a mission  to  share  resourc- 
es, support  decision-making  in  private  practice, 
and  conduct  research.  Members  include  the  Weath- 
erford Medical  Center;  Jo  Ann  Carpenter,  MD, 
Ada;  Santa  Fe  Physicians,  Edmond;  Ed  Farrow, 
MD,  Eufaula;  Springs  Family  Practice,  Enid; 
Kingfisher  Regional  Hospital  Clinic;  Family 
Medical  Center,  Lawton;  Northwest  Oklahoma 
Specialty  Clinic,  Woodward;  LeFlore  County 
Medical  Center,  Poteau;  Canyon  Park  Family 
Physicians,  Edmond;  Family  Medicine  Special- 
ists, Shawnee;  Integris  Baptist  Care  Center  North, 
Oklahoma  City;  and  Atoka  Memorial  Hospital 
Clinic. 

The  past  year  and  a half  has  been  spent  ( 1 ) 
organizing  the  network,  (2)  installing  the  network 
of  computers  that  link  the  sites  to  each  other  and 
the  Internet,  and  (3)  coordinating  the  first  con- 
vocation of  the  group,  held  last  May.  The  OU 
Provost’s  Office  provided  monies  for  Macintosh 
computers  and  software.  Jim  Cacy,  PhD,  project 
manager,  accomplished  the  installations  and  pro- 
vides ongoing  computer  support.  The  convoca- 
tion, funded  by  the  American  Academy  of  Fam- 
ily Physicians  (AAFP)  and  the  O.AFP,  was  an 
extremely  successful  event  which  gave  members 
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the  opportunity  to  discuss  ways  to  enhance  the 
utility  of  the  network  and  brainstorm  potential 
research  topics. 

OKPRN,  after  generating  many  research  ideas, 
has  begun  its  first  study  involving  the  diagnosis 
and  treatment  of  brown  recluse  spider  bites  in 
primary  care  settings.  The  idea  for  this  topic  came 
from  a concurrence  of  the  member  physicians  that 
in  their  practice  experience,  diagnosis  of  this 
venomous  bite  proves  difficult,  the  treatment 
window  narrow,  and  the  treatment  options  avail- 
able not  predictably  effective.  The  data  collec- 
tion is  brief,  on  a mail-in  card,  taking  very  little 
physician  time  to  complete.  The  protocol  for  this 
study  is  a test  of  OKPRN’s  goal  to  design  research 
that  will  allow  busy  practitioners  to  participate 
while  not  disrupting  their  practices  or  inconve- 
niencing their  patients.  The  study  was  approved 
by  the  Institutional  Review  Board  of  the  Univer- 
sity of  Oklahoma  Health  Sciences  Center. 

So  far,  the  Brown  Recluse  Spider  Bite  Study 
has  collected  data  from  over  50  incidents  of  sus- 
pected bites  since  May  1 . The  Oklahoma  Poison 
Control  Center  has  also  collected  data  on  over 
100  suspected  bites  from  phone  calls  they  have 
received  since  June  1 . The  findings  of  this  study 
will  be  presented  at  the  OAFP  Midwinter  Sympo- 
sium, February  8,  1997,  in  Oklahoma  City. 


The  network  hopes  to  develop  into  a valuable 
resource  family  doctors  can  turn  to  with  the  kinds 
of  questions  that  come  up  on  an  everyday  basis 
in  the  practice  setting.  OKPRN  can  facilitate  this 
inquiry  by  conducting  literature  searches,  devel- 
oping research  protocols,  identifying  funding 
sources,  and  assisting  with  data  collection,  data 
analysis,  and  publication.  The  network  will  share 
results  of  the  research  conducted  and  eventually 
expand  the  OKPRN  e-mail  discussions  to  include 
more  physicians  in  Oklahoma.  By  improving  com- 
munication between  practitioner  groups,  ideas  will 
be  generated  which  will,  through  discussion,  ex- 
ploration, and  research,  lead  to  improved  clini- 
cal practices  and  ultimately  to  better  health  for 
Oklahomans. 

For  further  information  about  OKPRN,  please 
call  James  Mold,  project  director,  at  (405)  271- 
2370,  fax  271-4125,  or  visit  our  website  at  <http:// 
fammed.uokhsc.edu/okprnl  .htm>.  You  may  e- 
mail  OKPRN  members  through  this  website.  J 
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Prenatal  Weight  Gain  and  Birth  Weight 
Among  Oklahoma  Mothers 


Background 

Research  over  the  last  30  years  has  indicated  that, 
accounting  for  gestational  age,  pre-pregnancy 
weight  and  prenatal  weight  gain  are  the  primary 
predictors  of  infant  birth  weight. 

A study  by  Dawes-  found  a positive  correla- 
tion between  maternal  weight  gain  and  birth  weight 
beginning  at  28  weeks  gestation.  Bruce^  saw  an 
increase  in  birth  weight  among  low  pre-pregnancy 
weight  women  w ho  experienced  appropriate  pre- 
natal weight  gain.  Studies  based  on  the  Collabo- 
rative Perinatal  Project  ( 1 959- 1 966),  demonstrated 
that  a progressive  increase  in  both  pre-pregnan- 
cy weight  and  prenatal  weight  gain  paralleled  an 
increase  in  birth  weight.' 

Although  pre-pregnancy  weight  and  w'eight 
gain  act  independently  of  each  other  in  their  impact 
on  birth  weight,  together  they  become  additive 
in  their  effects. Data  from  the  1980  National 
Natality  Survey  indicated  the  percentage  of  low 
birth  weight  is  highest  among  women  with  the 
lowest  pre-pregnancy  weights  and  lowest  prena- 
tal weight  gains."*  This  study  also  found  that,  within 
categories  of  gestational  weight  gain,  mean  birth 
weights  increased  with  increased  body  mass  in- 
dex (BMI).  There  were  consistent  differences 
between  smokers  and  nonsmokers."* 

In  1 990,  the  National  Academy  of  Sciences  (NAS ) 
recommended  a prenatal  weight  gain  range  based 
on  pre-pregnancy  BMI.*’  Following  these  recom- 
mendations should  help  achieve  the  Healthy  Peo- 
ple 2000  objective  to  increase  to  at  least  85%  the 
proportion  of  mothers  who  achieve  the  minimum 
recommended  weight  gain  during  pregnancy. 


Direct  correspondence  to  PRAMS  Program,  MCH  Planning  & Evalua- 
tion Section.  Oklahoma  State  Department  of  Health.  1 000  NE  Tenth  Street, 
Oklahoma  City,  OK  73117-1299.  (405)  271-6761 
Funding  for  the  PRAMS  Program  is  provided  in  part  by  the  Centers  for 
Disease  Control  and  Prevention,  Atlanta.  GA  (Grant  No.  U50/  CCU602373- 
07),  and  Maternal  and  Child  Health  Bureau.  Department  of  Health  and 
Human  Services. 

Reprinted  by  permission.  PRAMS  Program.  OSDH. 


Methods 

Data  from  the  Oklahoma  Pregnancy  Risk  Assess- 
ment Monitoring  System  (PRAMS)  were  used 
to  examine  pre-pregnancy  weight,  prenatal  weight 
gain  and  their  relationship  to  low  (<2,500  grams) 
birth  weight.  In  the  PRAMS  survey,  women  are 
asked  three  questions  related  to  their  pre-preg- 
nancy weight  and  prenatal  weight  gain:  ( 1 ) How 
much  dill  you  weigh  during  the  three  months  before 
you  became  pregnant?  (2)  How  tall  are  you  without 
shoes?  and  (3)  How  much  weight  did  you  gain 
during  your  pregnancy?  A woman’s  pre-pregnancy 
body  mass  index  (BMI)  was  calculated  by  divid- 
ing her  weight  in  kilograms  by  her  height  in  meters 
squared;  it  was  categorized  into  low  BMI,  nor- 
mal BMI  and  high  BMI.  A woman’s  prenatal 
weight  gain  was  calculated  using  the  National 
Academy  of  Sciences  (NAS)  standard  prenatal 
weight  gain  ranges  adjusted  for  pre-pregnancy 
BMI  (Table  1 )*  and  classified  as  less  than  recom- 


In  Oklahoma 

Approximately  one-fourth  (23.8%)  of  women  ore  under- 
weight (low  BMI  *)  when  they  become  pregnant  and  20.6% 
are  overweight  (high  BMI). 

Close  to  one-in-five  women  (19.3%)  gain  less  than  the  rec- 
ommended amount  of  weight  during  pregnancy  and  two- 
in-five  (39.4%)  gain  more  than  the  recommended  amount. 
Women  who  gain  less  than  the  recommended  amount  of 
weight  during  pregnancy,  regardless  of  their  pre-pregnan- 
cy weight,  are  at  greater  risk  for  low  birth  weight. 
Underweight  (low  BMI)  women  gaining  less  than  the  rec- 
ommended amount  of  weight  experience  the  highest  per- 
centage of  low  birth  weight  infants  (10.2%)  compared  to 
all  other  women. 

Smokers  who  are  underweight  when  pregnancy  begins  and 
who  gain  less  than  the  recommended  amount  of  weight 
are  2.6  times  as  likely  to  deliver  a low  birth  weight  infant 
as  underweight  smokers  who  gain  more  than  the  recom- 
mended amount  of  weight  ( 1 6.9%  vs.  6.5%). 

* Body  Mass  Index  (BMI)  is  defined  as  weight  (kilograms)/ 
height  (meters)  squared. 


PRAMS  is  a population- 
based  survey  of 
Oklahoma  women 
with  a recent  delivery. 

A stratified  systematic 
sampling  approach 
is  used  to  select 
approximately  200  new 
mothers  each  month  from 
the  state's  live  birth 
registry.  Up  to  three 
mailed  questionnaires  are 
used  to  solicit  a response. 
Telephone  interviews  are 
attempted  for  non- 
respondents. Data  for  this 
report  reflect  live  births 
occurring  between  April 
1988  and  March  1995. 
The  overall  response 
rate  was  71%.  All  data 
represent  state  estimates. 
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Table  1.  Recommended  Total  Weight  Gain  Ranges  for 
Pregnant  Women  by  Pre-pregnancy  BMI 

Pre-pregnancy  weight-for-height 

Recommeded  total  weight  gain  in  pounds  (lbs) 

Low  BMI  (BMK  19.8) 

28-40  lbs 

Normal  BMI  (BMI  of  19.8  to  26.0) 

25-35  lbs 

High  BMI  (BMI  >26.0  to  29.0) 

15-25  lbs 

Obese  BMI  (BMI  > 29.0) 

at  least  15  pounds 

Table  2.  Pre-pregnancy  BMI  and 
Prenatal  Weight  Gain 


Pre-pregnancy  BMI 

% 

95%  Cl 

low 

23.8 

22.4-25.2 

normal 

55.6 

54.0-57.2 

high 

20.6 

19.3-21.3 

Prenatol  Weight  Gain 

less  than  recommended 

19.3 

17.9-20.7 

within  recommended 

41,3 

39.7-42.9 

more  than  recommended 

39.4 

37.8-40,9 

mended,  within  recommended,  and  more-than- 
recommended  weight  gain.  As  the  NAS  recom- 
mendations apply  only  to  women  whose  gesta- 
tional age  is  40  weeks  or  greater,  the  ranges  of 
prenatal  weight  gain  for  women  with  less  than 
40  weeks  gestation  were  estimated. 

For  this  study,  PRAMS  data  from  April  1 988 
through  March  1995  were  used  to  examine  pre- 
pregnancy BMI  [low,  normal,  and  high  (includ- 
ing obese)]  and  prenatal  weighs  gain  (less  than, 
within,  and  more  than  recommended).  Only  data 
from  singleton  births  are  used.  Frequency  distri- 
butions and  95%  confidence  intervals  (95%  Cl) 
are  presented.  In  addition  to  overall  prevalence 
and  demographic  characteristics  associated  with 


Figure  1.  Prenatal  Weight  Gain  by  Pre-pregnancy  BMI 
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various  levels  of  prenatal  weight  gain,  the  rela- 
tionship of  these  variables  to  low  birth  weight  is 
also  examined,  including  the  potential  impact  of 
smoking  during  the  prenatal  period. 

Pre-pregnancy  Weight  and  Weight 
Gain 

Pre-pregnancy  body  mass  index  (BMI)  and  pre- 
natal weight  gain  among  Oklahoma  mothers  is 
presented  in  Table  2. 

As  pre-pregnancy  weight  and  prenatal  weight 
gain  have  both  independent  and  cumulative  ef- 
fects on  infant  birth  weight,  it  is  important  to  ex- 
amine them  in  relation  to  each  other.  Figure  1 
presents  those  women  gaining  less  than,  within, 
and  more  than  the  recommended  amount  of  weight 
by  pre-pregnancy  BMI.  Women  with  low  BMI 
were  most  likely  to  gain  less  than  the  recommended 
prenatal  weight  gain  (27.7%)  while  women  with 
high  BMI  were  most  likely  to  gain  more  than  the 
recommended  amount  of  weight  (46.0%).  Stud- 
ies have  found  that  the  women  at  “extremes”  of 
BMI  and  prenatal  weight  gain  (i.e.,  low  BMI/less 
than  recommended  and  high  BMI/  more  than  rec- 
ommended) are  at  increased  risk  for  poor  birth 
weight  outcome.^'* 

In  order  to  more  fully  describe  those  women 
more  likely  to  be  in  either  of  these  higher  risk 
groups.  Table  3 presents  sociodemographic  char- 
acteristics of  women  by  pre-pregnancy  BMI  and 
weight  gain.  Among  women  with  low  BMI  and 
less  than  recommended  weight  gain,  2 1 .2%  were 
under  age  20  compared  to  12.5%  of  those  with 
high  BMI/more  than  recommended  weight  gain 
and  10.9%  of  those  with  normal  BM  I/within  rec- 
ommended weight  gain.  These  women  (low  BMI/ 
less  than  recommended  weight  gain)  were  also 
more  likely  to  have  less  than  12  years  of  educa- 
tion, not  be  married,  have  inadequate  prenatal  care, 
and  smoke  during  pregnancy  than  either  of  the 
other  two  BMl/weight  gain  groups.  Women  with 
high  BMI/more  than  recommended  weight  gain 
were  more  likely  to  be  African  American  or  Na- 
tive American,  to  receive  public  assistance,  to  use 
WIC  during  their  pregnancy,  and  to  use  Medic- 
aid funding  for  prenatal  care  and/or  delivery  ser- 
vices. 

Low  Birth  Weight 

Women  who  gain  less  than  the  recommended 
amount  of  weight,  regardless  of  pre-pregnancy 
BMI  status,  arc  at  increased  risk  for  LBW  out- 
come compared  to  women  gaining  within  or  more 
than  the  recommended  amount  of  weight  (Fig. 
2).  Women  with  low  pre-pregnancy  BMI  who 
gained  less  than  the  recommended  amount  of 
weight  experienced  the  highest  percentage  of  LB  W 
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infants  ( 1 0.2%).  LliW  declined  to  6%  in  women 
with  low  BMI  who  gained  within  the  recommended 
amount  of  weight  and  to  4.7%  in  women  with  low 
BMI  who  gained  more  than  the  recommended 
amount  of  weight,  thus  reducing  the  risk  for  LB  W 
by  2.2  times.  Among  women  with  low  BMI,  the 
direct  relationship  between  low  birth  weight  and 
increasing  prenatal  weight  gain  has  also  been  found 
in  other  studies.!  Unlike  women  with  low  BMI, 
there  is  not  a direct  relationship  between  prena- 
tal weight  gain  and  risk  for  LBW  among  women 
with  normal  or  high  BMI.  For  these  women,  gain- 
ing less  or  more  than  the  recommended  amount 
of  weight  places  them  at  increased  risk  for  deliv- 
ering a LBW  infant. 

PRAMS  data  on  smoking,  pre-pregnancy  BMI, 
prenatal  weight  gain,  and  low  birth  weight  were 
also  examined.  Table  4 presents  low  birth  weight 
(LBW)  by  smoking  status,  pre-pregnancy  BMI, 
and  prenatal  weight  gain.  PRAMS  data  showed 
smokers  with  a low  pre-pregnancy  BMI  who 
gained  less  than  the  recommended  weight  range 
experienced  the  highest  percentage  of  LBW  at 
16.9%,  5.3  times  the  rate  (3.2%)  among  non- 
smokers  with  a normal  pre-pregnancy  BM I gaining 
within  the  recommended  weight  range.  The  per- 
centage of  low  birth  weight  among  smokers  with 
low  pre-pregnancy  BMI  decreased  as  the  amount 
of  weight  gain  increased;  16.9%  for  those  with 
low  BMI  and  less  than  recommended  gain,  12.7% 
within  recommended  gain,  and  6.5%  for  more 
than  recommended  gain. 

Non-smokers  in  all  pre -pregnancy  BMI  groups 
had  lower  percentages  of  low'  birth  w eight  than 
smokers.  Non-smoking  women  who  gained  at  least 
the  recommended  amount  of  weight  during  preg- 
nancy surpassed  the  Healthy  People  2000  goal 
of  no  more  than  5%  low  birth  weight  infants. 

Conclusions  and  Discussion 

From  these  data,  it  appears  that  women  at  “ex- 
tremes” of  the  pre-pregnancy  weight  (BMI)  and 
prenatal  weight  gain  (i.e.,  low  BMI'under  rec- 
ommended weight  gain  and  high  BMI/more  than 
recommended  weight  gain)  are  at  higher  risk  for 
adverse  birth  outcome  as  indicated  by  birth  weight. 

The  impact  of  prenatal  weight  gain  on  low  birth 
weight  among  smokers  is  especially  pronounced. 
Prenatal  smokers  may  need  additional  nutrition- 
al counseling  and/or  assistance  as  well  as  smok- 
ing cessation  advice. 

The  higher  proportion  of  “traditional”  high  risk 
groups  (e.g.,  less  than  12  years  of  education,  un- 
married younger,  and  other  than  white)  in  both 
the  low  BMI/less  than  recommended  prenatal 
weight  gain  and  high  BMLmore  than  recommended 
prenatal  weight  gain  (compared  to  normal  BMI/ 


Table  3.  Chararcteristics  of  Women  by 
Pre-pregnoncy  BMI  and  Weight  Gain 


Low  BMI/Less  Normal  BMI  High  BMI/Over 

Than  Recommended  Within  Recom-  Recommended 
Characteristic  Weight  Gain  mended  Wt.  gain  Weight  Gain 


Age 

% 

95%CI 

% 

95%CI 

% 

95%CI 

<20 

21.2 

15.5-26.9 

10.9 

8.5-13.3 

12.5 

8.7-16.2 

20-24 

35.5 

29.2-41.8 

30.0 

26.9-33.1 

33.9 

29.0-38.8 

25-29 

24.2 

18.7-29.7 

31.6 

28.7-34.5 

29.2 

24.7-33.7 

30-34 

15.2 

10.9-19.5 

19.2 

16.7-21.8 

17.5 

14.0-21.0 

35+ 

3.9 

1. 7-6.1 

8.3 

6.5-10.1 

6.9 

4.6-93 

Race' 

White 

84.7 

79.9-89.7 

85.1 

82.5-87.6 

75.5 

71.0-80.0 

African  American 

9.8 

5.5-14.1 

5.8 

4.0-76 

11.4 

7.7-15.1 

Native  American 

3.9 

1. 4-6.5 

7.5 

5.7-93 

12.6 

9.3-15.9 

Education 

< 1 2 years 

21.7 

15.6-27.8 

13.2 

10.5-15.9 

14.8 

10.8-18  8 

12+  years 

78.3 

72.2-84.4 

86.8 

84.1-89.5 

85.2 

81.2-89.2 

Marital  Status’ 

Married 

56.6 

50.1-63.1 

71.6 

68.4-74  8 

66.2 

61.2-71.2 

Unmarried 

43.4 

36.9-49.9 

28.4 

25.2-31.6 

33.8 

28.8-38.8 

Income  Source 

Job/Business 

72.9 

66.8-79.0 

78.7 

75.9-81.7 

70.1 

65.2-71.2 

Public  Assistance 

24.5 

18.6-30.4 

194 

16.7-22.3 

28.5 

23.8-38.8 

Other’ 

2.6 

0. 2-5.1 

1.9 

0.7-2.9 

1.4 

0.3-2.5 

Wic* 

Yes 

40.7 

34.2-47.2 

30.7 

27.5-33.9 

46.2 

41.1-51.3 

Kessner 

Adequate 

72.7 

66.1-78.3 

77.6 

74.6-80.8 

73.9 

69.2-78.6 

Intermediate 

21.3 

15.8-26.8 

19.1 

16.2-22.0 

23.2 

18.9-27.8 

Inadequate 

6.5 

3.aio.o 

3.3 

0.9-4.7 

2.9 

1.1 -4.7 

Medicaid’ 

Yes 

35.1 

28.8-41.4 

27.0 

23.8-30.2 

39.9 

34.8-45.0 

Prenatal  Smoking’ 

Yes 

26.2 

20.5-31.9 

19.5 

16.8-22.2 

21.6 

17.2-26.0 

1 'Ortter'  race  catgory  not  presented  due  to  small  celt  size 

2 Moritol  stotus  ot  conception 

3 Cell  size  less  than  20 

4 On  WIC  during  pregnoncy 

5 Use  Medicaid  to  poy  for  prenatal  care  end  delivery 

6 Women  who  reported  smoking  in  the  lost  three  months  of  pregnoncy 


within  recommended  prenatal  weight  gain)  is  sug- 
gestive of  an  interrelationship  among  variousso- 
ciodemographic  characteristics  that  may  influence 
behaviors  and  outcomes  of  women  giving  birth  in 
Oklahoma.  This  interrelationship  needs  to  be  fur- 
ther explored  through  additional  analyses. 

Recommendations 

A full-term  healthy,  normal  weight  infant  is  the 
desired  outcome  of  pregnancy.  Nutritional  sta- 
tus of  women,  including  pre-pregnancy  weight 
and  prenatal  weight  gain,  along  with  other  fac- 
tors, influence  that  outcome.  The  Healthy  Peo- 
ple 2000  goal  to  increase  to  at  least  85%  the  pro- 
portion of  mothers  who  achieve  the  minimum 
recommended  weight  gain  during  pregnancy  will 
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Figure  2.  Percent  LBW  by  Prenatal  Weight  Gain  and  Pre-pregancy  BMI 
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Table  4.  Low  Birth  Weight  by  Smoking  Status 
by  BMI  and  Prenatal  Weight  Gain 


BMI  and  Weight  Gain 

Smokers* 

Non-Smokers 

Low  BMI 

% 

95%  Cl 

% 

95  %CI 

Less  than  recommended 

16.9 

12.2-21.6 

7.7 

6.1 -9.3 

Within  recommended 

12,7 

9.4-16.0 

4.2 

3.4-5.0 

More  than  recommeded 

6,5 

14.3-8.7 

3.6 

2.8-44 

Normal  BMI 

Less  than  recommended 

12,9 

9,6-16.2 

6.9 

5.7-8. 1 

Within  recommended 

6,9 

5.3-8,5 

3.2 

2. 8-3.6 

More  than  recommded 

8.9 

7.1-10.7 

3,3 

29-3.7 

High  BMI 

Less  than  recommended 

7.7 

4.0-11.4 

5.4 

3.8-70 

Within  recommended 

4,6 

26-6.6 

3.4 

2.6-4.2 

More  than  recommended 

7.5 

5.2-9,9 

4.5 

3.7-5,3 

help  achieve  that  outcome.  In  order  to  continue 
progress  in  this  are,  the  following  recommenda- 
tions are  made: 

■ Continue  to  disseminate  the  National  Acade- 
my of  Sciences  recommended  prenatal  weight  gain 
ranges  based  on  pre-pregnancy  BMI  to  health  care 
providers. 

■ Assess  women  of  child  bearing  age  for  BMI, 
particularly  those  in  family  planning  clinics,  and 
refer  those  with  low  or  high  liMI  to  available  pre- 
conception care  programs  for  assistance  in  achiev- 
ing ideal  weight  before  pregnancy. 

■ Implement  preconception  care  interventions  for 
underweight  and  overweight  women  to  assist  them 
in  achieving  ideal  weight  before  pregnancy. 


■ Take  steps  to  ensure  that  health  care  providers 
recommend  that  women  who  smoke,  particular- 
ly those  with  low  pre-pregnancy  Bml,  are  encour- 
aged to  gain  at  least  the  recommended  amount  of 
weight  during  pregnancy. 

■ Develop  methods  to  ensure  that  health  care  pro- 
viders refer  the  following  to  a dietitian/nutritionist: 

1 . Any  pregnant  woman  with  low  or  high  pre- 
pregnancy weight, 

2.  Any  woman,  regardless  of  pre-pregnancy 
weight,  who  fails  to  gain  the  recommended 
amount  of  weight  during  pregnancy. 

■ Train  health  care  providers  to  assess  a preg- 
nant woman’s  readiness  to  quit  smoking  and  im- 
plement smoking  cessation  programs  specifical- 
ly designed  for  them  and  for  women  planning  to 
become  pregnant.  T 
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Council  on  State  Legislation  and 

The  Oklahoma  State  Medical  Association  Council  on  State 
Legislation  and  Regulation  met  on  Tuesday.  October  29,  to 
discuss  goals  and  objectives  for  the  1 997  Legislative  Session. 
They  will  be  presented  to  the  OSMA  Board  of  Trustees  for 
approval  at  its  meeting  on  January  12,  1997. 

Goals  and  objectives  were  established  for  the  following 
categories; 

Insurance  and  Regulation 

Goal:  Promote  legislation  that  will  protect  and  enhance 
patient  access  to  appropriate  quality  care  provided  by  medi- 
cal doctors  and  doctors  of  osteopathy  w ithout  the  negative 
interference  of  insurance  companies  and  regulatory  entities. 

Objective:  Prevent  any  delay  or  denial  of  medically  nec- 
essary patient  treatment  or  diagnostic  options  while  protect- 
ing the  autonomy  of  the  physician  in  medical  decision-mak- 
ing. 

General  Health  Issues 

Goal:  Promote  legislation  that  will  enhance  the  health  and 
well-being  of  the  citizens  of  Oklahoma. 

Objective:  Support  public  policy  encouraging  a widespread 
immunization  program  to  protect  Oklahoma’s  children  and 
youth  and  other  vulnerable  populations  from  illness  prevent- 
able by  immunization;  and  support  public  policy  and  legisla- 
tion to  curb  tobacco  use. 

Scope  of  Practice 


Regulation  sets  goals  for  '97 

Goal:  Provide  maximum  protection  of  patients’  health  by 
assuring  the  highest  quality  of  care. 

Objective:  Preserve  and  protect  the  autonomy  of  all  med- 
ical doctors  and  doctors  of  osteopathy  in  providing  the  high- 
est quality  of  patient  care. 

Tort  Reform 

Goal:  Promote  legislation  that  will  promote  fairness  and 
efficiency  at  all  levels  of  the  civil  justice  system  (District, 
Appellate,  and  Supreme  Court),  especially  in  the  profession- 
al and  product  liability  arena. 

Objective:  Preclude  attempts  to  put  physicians  at  direct  or 
indirect  disadvantage  in  medical  malpractice  lawsuits.  Obvi- 
ate professional  liability  tort  laws  that  coerce  physicians  into 
pretrial  settlements. 

(A  current  moratorium  on  new  tort  reform  legislation  is 
supposed  to  last  two  more  years.) 

Workers  Compensation 

Goal:  Review  and  monitor  workers  compensation  legisla- 
tion to  determine  the  impact  on  physicians  who  render  med- 
ical services  in  the  workers  compensation  environment. 

Objective:  Prevent  any  change  in  the  workers  compensa- 
tion laws  that  adversely  affects  the  way  a medical  doctor  or 
doctor  of  osteopathy  delivers  care  to  an  injured  worker  and 
support  changes  that  will  improve  care.  T 


New  OSMA  servUe:  Centralized  rredentialing  through  OCVO 


In  an  effort  to  expand  the  use  of  a uni- 
form application  and  reduce  the  creden- 
tialing  paperwork  burden  on  physicians, 
OSMA  has  adopted  the  Oklahoma  Cen- 
tralized Verfication  Organization  as  a 
new  member  service. 

OSMA’s  primary  focus  is  to  gain  ac- 
ceptance of  a single  application  to  be 
used  by  all  healthcare  organizations. 
Physicians  who  complete  the  applica- 
tion for  submission  to  a hospital  can  later 
use  the  same  application  to  apply  to  a 
managed  care  organization.  Content  of 
the  application  can  be  reviewed  and 


updated  easily  at  later  dates.  At  present, 
over  40  organizations  statewide,  includ- 
ing hospitals  and  managed  care  orga- 
nizations, use  the  form. 

Individually,  healthcare  organizations 
agree  that  the  concept  of  a single,  uni- 
form application  is  a useful  tool  to  re- 
duce paperwork.  OSMA  will  bring  these 
organizations  together  for  development 
and  acceptance  of  a specific  form.  It  is 
anticipated  that  a single  initial  appli- 
cation, and  a single  reappointment  ap- 
plication, will  be  in  use  statewide  by 
January  1998. 


Content  of  the  uniform  applications 
must  meet  legal,  accreditation,  licens- 
ing, and  insurance  needs  of  the  health- 
care organizations.  Although  the  forms 
may  appear  lengthy,  the  physician’s  time 
will  be  saved  by  not  repeating  informa- 
tion in  various  formats  throughout  the 
year.  Familiarity  with  the  forms  will 
make  updates  easy  to  keep  accurate  and 
current. 

OSMA’s  secondary  focus  is  to  encour- 
age all  healthcare  organizations  to  con- 
tract with  OCVO  to  provide  the  verifi- 

(continued) 
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McAfee  touts  AMA^s  accreditation  program  during  state  visit 


American  Medical  Association  (AMA)  Past  President  Rob- 
ert E.  McAfee,  MD,  a Maine  surgeon,  addressed  the  osma 
Board  of  Trustees  on  October  13,  1996.  His  topic  was  the 
American  Medical  Accreditation  Program  (amap). 

In  June,  1996,  the  ama  Board  of  Trustees  authorized  the 
development  of  a comprehensive  program  for  accrediting 
physicians  which  it  hopes  will  be  the  standard  for  all  public 
and  private  health  plans.  The  program  will  have  five  basic 
components  to  assess  a physician’s  performance  on  a peri- 


odic basis.  A major  goal  is  for  such  accreditation  to  be  uni- 
versally recognized  by  other  organizations  to  meet  their  stan- 
dards and  replace  multiple  reviews  of  physicians.  The  ama 
envisions  partners  among  the  state  and  county  medical  so- 
cieties, specialty  societies,  other  accreditation  organizations, 
and,  possibly,  private  sector  technology  companies.  The 
program  will  be  phased  in  over  a multi-year  period. 

AMAP  will  have  five  basic  components:  credentials,  per- 

(continued  on  next  page} 


OCVO  g reality  (confinued) 

cations  necessary  for  evaluation  at  their 
organization.  When  a physician  applies 
to  a contracted  group,  the  application 
is  submitted  directly  to  OCVO.  The  ap- 
plicant’s information  is  entered  into  a 
confidential  data  base  and  a new  form 
can  be  provided  for  the  physician  when 
he  or  she  is  applying  to  the  next  con- 
tracted organization  at  a later  date.  Al- 
though information  may  not  have 
changed,  the  applicant  must  review  it 
for  accuracy  and  attest  to  its  complete- 
ness as  of  the  present  date.  The  time- 
lines for  a “new  signature’’  vary  depend- 
ing on  the  organization  where  the 
physician  is  applying. 

OCVO  will  provide  applications  on  the 
Internet  at  its  Website,  <http://www. 
ocvo.com>.  Physicians  will  be  able  to 
download  the  blank  form  for  comple- 
tion and  not  have  to  wait  for  it  to  arrive 
in  the  mail.  The  form  can  also  be  pro- 
vided to  the  physician  on  disk  for  com- 
pletion on-line. 

The  Medical  Society  Credentials 
Verification  Organizations  of  America 
(MSCVOA)  is  making  an  effort  to  devel- 
op a uniform  credentials  application  to 
be  used  on  a national  level.  Our  state- 
wide efforts  also  are  being  coordinated 
with  the  national  organization.  The 
mscvoa  prototype  may  be  presented  as 
early  as  December,  1996. 

OCVO  initially  was  created  by  the 
Tulsa  County  Medical  Society  and  has 
been  widely  accepted  in  eastern  Okla- 
homa since  1 988.  Protection  of  the  phy- 
sician’s information  is  a primary  focus 
of  the  program.  An  applicant  must  sign 
a release  form  before  any  information 
is  provided  to  a healthcare  organization 
and  the  organization  must  be  contract- 


ed with  OCVO.  The  contract  requires  the 
organization  to  attest  to  their  strict  han- 
dling of  the  credentialing  files  in  a con- 
fidential manner.  No  credentialing  de- 
tails are  ever  released  to  the  public,  any 
person  or  organization  unless  the  phy- 
sician authorized  its  release. 

In  addition  to  the  use  of  single  forms 
for  initial  and  reappointment  process- 
es, two  of  the  keys  to  centralized  cre- 
dentialing are  for  all  healthcare  orga- 
nizations to  contract  with  OCVO,  and  for 
the  physician  to  make  known  to  OCVO 
all  of  the  healthcare  organizations  where 
he  or  she  wishes  to  apply  at  one  time. 
There  are  costs  involved  in  “process- 
ing” a file,  and  one  more  organization 
at  the  same  time  does  not  add  as  much 
to  the  cost  as  it  does  to  apply  to  another 
organization  a few  months  later.  Costs 
are  often  divided  between  the  applicant 
and  the  organizations  to  which  he  or  she 
is  applying.  Some  healthcare  organiza- 
tions pay  all  of  the  costs  involved  and 
the  physician  will  not  be  required  to 
make  a payment  at  all. 

A credentialing  verification  organi- 
zation (evo)  is  a recommendation  of  the 
ama  and  is  recognized  by  both  the  Joint 
Commission  on  Accreditation  of  Health 
Care  Organizations  (JCAIIO)  and  the 
National  Committee  for  Quality  Assur- 
ance (NCQA).  OCVO  is  certified  by  the 
ncqa  to  provide  verification  services  for 
license  to  practice,  hospital  privileges, 
dea/bndd  certificates,  malpractice  in- 
surance, claims  history,  board  certifi- 
cation/residency/medical  school,  nation- 
al practitioner  data  bank  query,  and 
sanctions  on  licensure  and  Medicare/ 
Medicaid.  NCQA  is  an  independent,  non- 
profit organization  that  certifies  creden- 
tials verification  organizations,  and  ac- 
credits managed  care  organizations. 


jeaho  does  not  have  a certification  pro- 
gram for  eVOs. 

OSMA’s  third  focus  is  to  establish  a 
state-wide  reappointment  program, 
oevo’s  program  allows  the  physician 
to  complete  one  reappointment  appli- 
cation every  two  years  for  all  the  health- 
care organizations  participating  in  the 
program.  The  one-year-old  program  has 
twenty-three  participating  organizations. 
The  schedule  is  according  to  the  physi- 
cians birth  month,  odd  or  even  year.  A 
physician  bom  in  October  1 952  is  sched- 
uled for  reappointment  in  Octobor  1 996, 
October  1998,  and  so  on.  The  paperwork 
flow  begins  several  months  ahead  so  that 
all  verifications  are  available  for  board 
action  during  or  prior  to  the  physician’s 
birth  month.  This  alleviates  the  physi- 
cian from  having  to  complete  the  same 
information  on  different  forms  numer- 
ous times  a year. 

OSMA  members  are  urged  to  make 
this  program  known  to  the  healthcare 
organizations  to  which  they  belong. 
OSMA  is  available  to  work  with  those 
groups  as  well  as  to  provide  additional 
information  to  you.  You  may  also  con- 
tact OCVO  for  program  details  at  (800) 
340-6070  or  (91 8)  743-0381 ; or  e-mail 
at  <ocvo@ionet.net>;  2021  S.  Lewis, 
Suite  560,  Tulsa,  Oklahoma  74104-5723. 
oevo’s  website  also  provides  details  at 
<http://www.ocvo.com>.  The  program 
manager  is  Michelle  Seba.  Ms.  Seba’s 
father  was  an  Oklahoma  City  physician. 
She  has  a bachelor’s  degree  in  business 
administration  from  OSU,  and  is  a cer- 
tified medical  statTcoordinator(CMSC). 
oevo’s  experienced  stafTof  fifteen  in- 
cludes eight  medical  stalT/crcdcntialing 
coordinators,  three  of  which  are  CM- 
SCs,  and  two  provider  relations  creden- 
tialing professionals.  4 
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sonal  qualifications  (including  self-assessment),  environment 
of  care  (on-site-review),  clinical  performance,  and  patient 
care  results. 

Dr.  McAfee  indicated  the  ama  will  utilize  rather  than 
compete  with  existing  credentialing  services  such  as  the 
Oklahoma  Centralized  Verification  Organization. 

Some  osma  Board  members  expressed  skepticism  about 
the  need  for  such  an  effort  and  the  scope  of  such  a national 
project. 

After  considerable  debate,  the  board  passed  a resolution 
that  is  be  forwarded  to  the  ama  for  consideration  by  the  AMA 
House  of  Delegates  this  month  that  states:  “Resolved:  That 
in  locales  where  there  are  in  operation  physician-sponsored, 
owned  operated  or  directed  credential  verification  organi- 
zations which  meet  or  exceed  the  standards  established  by 
the  AMA,  the  ama  work  w ith  and  promote  the  local  organi- 
zations in  their  efforts  to  continue  to  provide  credentialing 
services  to  their  members  which  will  meet  or  exceed  the 
requirements  to  achieve  accreditation  of  the  individual  phy- 
sician by  AM.AP.”  X 

Managed  Care  Task  Forse  meets 
tour  times  by  end  of  Desember 

The  Managed  Care  Task  Force  assembled  by  Oklahoma  State 
Senate  President  Pro  Tempore  Stratton  Taylor  met  October 
17  in  Oklahoma  City,  October  31  in  Tulsa,  and  November 
15  in  Oklahoma  City.  A fourth  meeting  was  set  for  Decem- 
ber 12. 

At  the  first  meeting,  the  group  heard  a series  of  presenta- 
tions from  representatives  of  regulatory  agencies,  insurance 
commission.  American  Association  of  Health  Plans  and  other 
insurance  and  managed  care  entities  before  breaking  into 
discussion  groups.  Concern  was  expressed  that  presentations 
have  yet  to  be  heard  from  patient  and  provider  groups. 

OSMA  Task  Force  members  present  were  Raymond  L. 
Comelison.  MD,  Midwest  City;  John  C.  Leatherman,  MD, 
Woodward;  and  Eldon  V Gibson.  MD,  Shawnee.  Substitut- 
ing for  Task  Force  members  unable  to  attend  were  William 
A.  Geffen.  MD,  Tulsa;  and  Philip  Mosca,  MD,  Oklahoma 
City. 

A public  hearing  followed  the  October  1 7th  meeting  of 
the  Oklahoma  State  Senate’s  Managed  Care  Task  Force. 

Gary  F.  Strebel,  MD,  Oklahoma  City  ob/gyn.  encouraged 
one  of  his  patients,  who  had  experienced  difficulty  in  ob- 
taining permission  for  a Caesarian  section  from  her  man- 
aged care  company,  to  testify  at  the  Managed  Care  Task  Force 
public  hearing.  Dr.  Strebel  sat  through  the  afternoon  ses- 
sion, met  his  patient  at  the  Capitol  and  escorted  her  through 
the  process. 

Oklahoma  County  Medical  Society  President  John  R. 
Bozalis,  MD,  and  Oklahoma  County  OSMA  Trustee  Rebec- 
ca G.  Tisdal,  MD,  also  attended  the  public  hearing. 

On  October  31,  the  Managed  Care  Task  Force  focused  on 

(continued  on  next  page) 


1995 

John  Morgan  Moore,  MD October  17 

Edwin  Patrick  Shanks,  MD October  24 

Paul  Harvey  Rempel,  MD October  31 

David  H.  Copplc,  MD November  8 

Harold  Gordon  Muchmore,  MD November  14 

James  Kendall  Boyd,  MD November  21 

Hollis  Eugene  Hampton,  Jr.,  MD December  1 

Herman  Carter  Moody,  MD December  8 

Ethan  Allen  Walker,  Jr.,  MD December  8 

John  Russell  Hubbard.  MD December  24 

1996 

Gerald  LeRoy  Beasley,  Jr.,  MD January  4 

Kerri  Dianne  Williams,  MD January  9 

Emanuel  Nathan  Lubin,  MD January  1 1 

Ted  Samuel  Edward  Lewis,  MD January  31 

Elbert  Henderson  Shuller,  MD January  26 

Earl  1.  Mulmed,  MD February  2 

Ralph  Richard  Markland,  MD February  10 

William  Jackson  Dowling,  MD February  13 

Theodore  Sherman  Williams,  MD February  22 

John  Walker  Johnson,  Jr.,  MD March  13 

Joseph  Jules  Maril,  MD March  16 

Carl  Archie  Barclay,  MD March  21 

Thomas  Dewey  Howard,  MD March  21 

Hobart  Curtis  Sanders,  MD March  22 

Charles  Eugene  Green,  MD March  29 

Jane  Self,  MD March  30 

Erma  Ossip  Johnson,  MD April  3 

Marlene  Marie  Normand,  MD May  6 

Henry  Hubert  Modrak,  MD May  1 7 

James  Polk  Luton,  MD May  21 

John  Hartwell  Dunn,  MD May  27 

Logan  Albert  Spann,  MD June  7 

Coye  Willard  McClure,  MD June  19 

James  Jackson  Gable,  Jr.,  MD July  8 

Thomas  McNeil  Story,  MD July  9 

Herschel  Jerome  Rubin,  MD July  12 

John  Andrew  Graham,  MD July  20 

Robert  Douglas  Anspaugh,  MD July  21 

Robert  Moran  Herlihy,  MD July  24 

Ralph  Carrol  Denny,  MD July 

William  Allen  Heflin,  MD August  3 

Arnold  Gordon  Nelson,  MD August  26 

Ollie  Wayne  Dehart,  MD August  28 

Leslie  Arvin  Ameson September  26 

Bertram  Edward  Sear,  MD October  4 

Walter  Wicker,  Jr.,  MD October  1 1 

Ellis  Edwin  Fair,  MD October  21 

William  Nathan  Oxley,  MD October  22 

Jesse  Day  Shipp,  MD October  28 
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Osteopathic  board  votes  to  endorse  PLICO  liability  coverage 


The  Oklahoma  Osteopathic  Association  (OOA)  has  endorsed 
the  Physicians  Liability  Insurance  Company  (PLICO). 

In  a letter  to  PLICO  dated  November  8,  OOA  President  Ronnie 
B.  Martin,  DO,  wrote:  “In  their  meeting  November  7,  1996, 
the  Board  of  Trustees  of  the  Oklahoma  Osteopathic  Associ- 
ation endorsed  the  Physicians  Liability  Insurance  Company 
as  the  preferred  carrier  for  Oklahoma  Doctors  of  Osteopath- 
ic Medicine  (DOs)  professional  insurance. 

“This  endorsement  resulted  from  the  proposal  made  by 
PLICO  representatives  to  the  leadership  of  the  OOA  with  the 
understanding  that  all  DOs  will  have  the  same  basic  rate 
structure. 

“The  Board  of  Trustees  of  the  OOA  looks  forward  to  a 
mutually  beneficial  relationship  with  the  leadership  and 
members  of  the  OSMA  and  the  Board  of  Directors  of  PLICO 


and  appreciates  the  opportunity  to  help  strengthen  the  future 
for  MDs  and  DOs  in  Oklahoma.” 

Kenneth  W.  Whittington,  MD;  David  M.  Selby,  MD;  and 
Rod  Prates  were  the  chief  negotiators  for  PLICO. 

Coverage  for  DOs  will  be  available  as  early  as  January  1, 
1997. 

Osteopathic  physicians  will  be  offered  occurrence  poli- 
cies similar  to  policies  offered  to  MDs.  DO  rates  will  be 
about  50%  higher  that  MD  rates.  It  is  estimated  that  three  to 
five  years  of  actual  experience  will  be  necessary  to  reeval- 
uate DO  rates. 

The  PLICO  Board  of  Directors  accepted  the  DO  endorse- 
ment at  its  meeting  on  November  10.  The  PLICO  Board  also 
agreed  to  explore  the  possibility  of  offering  PLICO  Health 
coverage  to  DOs.  QD 


PLICO  to  raise  its  professional  liability  rates 


At  its  meeting  on  November  1 0,  the  PLI- 
CO Board  of  Directors  voted  unanimous- 
ly to  raise  their  professional  liability 
rates.  The  board  cited  an  aberrantly  high 
loss  experience  for  1996.  An  unusually 
large  number  of  pending  claims  came 
due  this  year.  In  addition,  PLICO  was 
forced  to  settle  several  claims  for  inor- 
dinately high  amounts  because  they  were 
deemed  indefensible.  The  PLICO  Claims 
Committee  did  not  see  any  pattern  in 

Task  force  (€onfinued) 

three  aspects  of  information  sharing: 
information  that  can  be  shared  in  the 
course  of  the  patient-physician  relation- 
ship; information  consumers  must  have 
in  order  to  make  informed  choices  about 
plans;  and  information  that  plans  and 
providers  must  share  in  order  to  improve 
the  delivery  of  health  care  services. 

OSMA  and  Task  Force  members 
present  at  this  meeting  were  C.  Wallace 
Hooser,  MD,  David  Holloway,  MD,  and 
Rodney  I luey,  MD, Tulsa;  John  Jennings, 
MD,  Broken  Arrow;  David  Kingfisher, 
MD,  Tahlequah;  and  Drs.  Gibson  and 
Lcathcrman. 

The  third  meeting,  on  November  1 5, 
consisted  of  presentations  by  represen- 
tatives of  the  National  Commission  on 
Quality  Assurance  and  Oklahoma  Foun- 
dation for  Medical  Quality. 

The  December  12  meeting  is  to  fea- 
ture a representative  from  the  National 
(iovernors  Association.  J' 


the  claims  with  high  payouts.  Indeed, 
the  Claims  Committee  noted  most  of 
the  claims  involved  excellent  physicians 
and  difficult  cases.  The  final  reason  for 
the  rate  increase  stems  from  regulatory 
constraints  of  the  Oklahoma  State  In- 
surance Commission.  The  rate  increase 
will  assure  that  PLICO  will  achieve  its 
January  1,  1998,  actuarial  requirement. 


Nursing  board  discusses 
prescription  authority 

The  Oklahoma  Board  of  Nursing  held 
a public  hearing  on  October  23  to  dis- 
cuss proposed  rules  for  the  prescriptive 
authority  gained  by  advanced  practice 
nurses  during  the  last  session  of  the 
Oklahoma  State  Legislature. 

The  rules  stipulate  that  the  Board  of 
Nursing  will  provide  the  Board  of  Phar- 
macy, all  pharmacies,  and  all  registered 
pharmacists  with  a formulary  and  a list 
of  advanced  practice  nurses  allowed  to 
prescribe.  The  rules  set  out  the  appli- 
cation process,  the  academic  pharma- 
cological curriculum,  and  the  require- 
ment for  a written  statement  from  the 
supervising  physician  outlining  the 
system  for  referrals,  consultation,  and 
collaboration  between  physician  and 
nurse.  Copies  of  the  proposed  rules  may 
be  obtained  from  the  Oklahoma  Board 
of  Nursing,  2915  North  Classen,  Suite 
524,  Oklahoma  City,  OK,  73106,  (405) 
525-2076.  iji 


PLICO  assets  have  grown  by  $39  mil- 
lion since  1 992  and  the  company  is  40% 
stronger  financially  than  it  was  in  1991. 
PLICO  officials  say  the  rate  increase  is 
in  no  way  associated  with  the  offer  of 
insurance  to  DOs.  ijJ 


Award  nominations 
still  being  sought 

February  1,  1997,  is  the  deadline 
for  nominations  for  the  Ayerst 
Wyeth  Physician  Award  for  Com- 
munity Service  and  the  Donald  J. 
Blair  Friend  of  Medicine  Award. 
The  service  award  goes  to  a phy- 
sician who,  in  addition  to  his  or 
her  medical  practice,  has  contrib- 
uted significantly  to  the  commu- 
nity. The  Blair  Award,  formerly 
the  Layman  of  the  Year  Award,  is 
presented  to  a non-physician  for 
his  or  her  support  of  the  art  and 
science  of  medicine  in  Oklaho- 
ma. Winners  are  selected  by  the 
OSMA  Board  of  Trustees  at  their 
February  meeting  each  year  and 
the  awards  arc  presented  at  the 
Annual  Meeting  of  the  OSMA 
House  of  Delegates  in  April. 
Nominations  for  both  awards 
should  be  sent  with  supporting 
material  to  Robert  .1.  Weedn,  MD, 
chair  of  the  osMA  Board  ofTrust- 
ecs,  c/o  OSMA,  601  West  1-44 
Service  Road  Oklahoma  City,  OK 
73118.  T 
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Coun€U  warns  against  Jayhawk  plan 

The  Dallas-based  Jayhawk  Medical  Acceptance  Corporation  (JMAC)  has 
been  advertising  a “patient  financing”  program  for  physicians  who  per- 
form non-insurance  or  elective  medical  services  or  procedures.  The  pro- 
gram is  called  theTrueCare  Patient  Funding  Plan.  The  plan  requires  a physician 
to  pay  S900  up  front  as  a non-refumlahle  enrollment  fee.  The  plan  contains 
some  complex  steps  in  order  for  the  physician  to  achieve  the  end  result  of 
85%  of  billed  charges.  The  OSMA  Council  on  Member  Services  recommends 
physicians  proceed  with  caution  when  considering  any  type  of  “special 
financing”  of  medical  services  for  their  patients  by  having  a CPA  and/or 
attorney  review  all  documents  and  make  comparisons  with  their  current 
collection  and  payment  ratios. 

Practice  management  consultants  advise  that  most  physicians  who  use 
traditional  methods  of  payment,  i.e.,  deposits,  credit  cards  and  a reason- 
ably aggressive  collection  policy,  normally  realize  an  85%  to  90%  collec- 
tion ratio. 

Physicians  who  have  questions  about  this  issue  should  contact  OSMA 
Associate  Director  Lyle  Kelsey  or  Doane  Harrison  at  Harrison-Peck  Asso- 
ciates, 405-329-3 1 10.  T 

OSMA  council  says  health  of  Oklahomans 
well  below  average  national  figures 

In  a late  October  meeting,  the  OSMA  Council  on  Public  and  Mental  Health 
heard  a disturbing  report  on  the  state  of  the  health  of  the  citizens  of  Okla- 
homa. George  Lynn  Cross  Professor  Emeritus  Gordon  H.  Deckert,  MD, 
chair  of  the  Oklahoma  State  Board  of  Health,  provided  the  council  with  a 
synopsis  of  a “State  of  Oklahoma  Report  Card  on  Health,”  which  the  Okla- 
homa State  Department  of  Health  (OSDH)  is  publishing  this  month.  Com- 
pared to  the  rest  of  the  nation,  Oklahoma  has  an  excess  burden  of  morbid- 
ity and  mortality.  Dr.  Deckert  said.  Oklahoma’s  age-adjusted  death  rate  is 
much  higher  than  the  national  average,  and  the  state  ranks  well  above  the 
national  average  in  virtually  all  causes  of  death.  Some  40%  of  Oklahoma 
adults  lead  inactive  lifestyles,  compared  to  25%  nationally.  Oklahoma  ranks 
1 3th  in  the  nation  for  coronary  heart  disease  deaths,  and  sixth  in  the  nation 
for  coronary  heart  disease  deaths  in  men.  The  state  ranks  tenth  in  lung  cancer 
deaths,  15th  in  cervical  cancer  deaths,  and  20th  in  colorectal  deaths.  Okla- 
homa’s diabetes  prevalence  is  significantly  higher  (150%)  in  adults  ages 
18  to  44  years  old  and  in  individuals  older  than  65  years  of  age.  It  ranks 
first  in  the  nation  in  the  prevalence  of  women  betw'een  the  ages  of  35  and 
64  who  smoke. 

In  addition,  some  26%  of  Oklahoma  children  are  not  adequately  immu- 
nized. Twenty-five  percent  of  Oklahoma  children  are  not  covered  by  insur- 
ance or  Medicaid.  While  Oklahoma  ranks  low  in  the  rate  of  fertility,  it 
ranks  high  in  the  number  of  women  less  than  20  years  of  age  who  give 
birth. 

In  a recent  report.  National  Center  for  Health  Statistics  ranks  Oklahoma 
the  highest  in  the  nation  in  the  incidence  of  white  infant  mortality. 

Dr.  Deckert  said  he  wdll  recommend  the  creation  of  an  Oklahoma  Coa- 
lition for  Improving  the  Health  of  Oklahomans  (OCIHO).  The  OSMA  Coun- 
cil on  Public  and  Mental  Health  commended  Dr.  Deckert  and  offered  its 
support  for  the  project.  T 


Journal  asks  reader 
input  for  Leaders,  pics 

Readers  are  invited  to  submit  the  names 
of  candidates  for  the  Journal’s  ongo- 
ing Leaders  in  Medicine  series.  Last 
month’s  biography  on  Dr.  Rayburne 
Goen  of  Oklahoma  City  was  the  32nd 
in  the  series,  which  was  begun  in  1981. 
Suggestions  should  be  directed  to  Sus- 
an Records,  Director  of  Publications, 
OSMA,  601  West  1-44  Service  Road, 
Oklahoma  City,  OK  73118. 

Readers  also  are  reminded  that  their 
photographs  are  being  used  on  the  Jour- 
nal’s covers  and  are  encouraged  to 
submit  copies  of  their  latest  and  best 
work  for  consideration.  Both  photos  and 
slides  will  be  considered,  in  either  col- 
or or  black  and  white.  Vertical  formats 
work  best,  and  topics  should  be  limit- 
ed to  either  medicine  or  scenic  Okla- 
homa. An  award  for  the  Best  Cover 
Photo — a handsomely  framed  copy  of 
the  winning  cover — is  presented  each 
spring  at  the  OSMA  Annual  Meeting.  T 

Spe€iaUsts'  output  vs, 
primary  rare  dortors' 

Specialists’  production  is  increasing 
faster  than  primary  care  physicians,’  but 
primary  care  physician  income  is  in- 
creasing faster  than  specialists,’  follow- 
ing a five-year  trend.  The  findings  are 
part  of  a recently  released  study.  Phy- 
sician Compensation  and  Production 
Survey:  1996  Report  Based  on  1995 
Data,  conducted  and  produced  by  Med- 
ical Group  Management  Association 
(MGMA). 

As  measured  by  gross  charges,  pro- 
duction by  specialists  increased  by 
5.59%  from  1994  to  1995,  while  their 
median  compensation  rose  by  1.77%. 
Production  by  primary  care  physicians 
increased  by  0.57%  in  the  same  time 
period  while  their  compensation  rose 
4.46%.  Over  the  past  five  years  (1991- 
95),  primary  care  physicians’  compen- 
sation increased  22.31%  while  special- 
ists’ compensation  increased  6.55%. 
Though  it  appears  specialists  are  working 
harder  and  making  less,  specialists’ 
annual  median  compensation  is  still 
$215,932,  compared  to  primary  care’s 
$133,322.  T 
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Here's  Our  Agenda 


It’s  simple.  It’s  straightforward.  And  it  represents  the  future  of 
medicine.  The  American  Medical  Association  presented  to  the 
Republican  and  Democratic  leadership  this  agenda  for  the  upcom- 
ing 105th  Congress.  Your  AMA  membership  strengthens  our  voice 
in  support  of  physicians  and  their  patients. . . and  will  enhance  our 
efforts  to  turn  these  goals  into  reality. 

• Patient  Protections  Above  all,  preserve  the  ability  of  physicians  to 
act  as  advocates  for  their  individual  patients.  Do  not  allow  insurers 
to  “gag”  physicians  or  withhold  medically  necessary  treatments 
from  their  patients. 

• Medicare  Reform  Make  the  Medicare  program  solvent.  Expand 
patient  choice  of  plans.  Allow  future  growth  rates  that  cover 
patients  needs.  Retain  special  protection  for  the  vulnerable 
and  elderly. 

• Medical  Education  and  Research  Continue  to  support  medical 
education  and  research  so  we  can  find  cures  for  killers  such  as 
AIDS  and  cancer. 

• Public  Health  Problems  Expand  prevention  and  treatment 
programs  to  combat  AIDS,  drug  abuse,  smoking  and  violence. 
These  problems  cost  billions  of  dollars  and  millions  of  lives. 

• Liability  Reform  Enact  meaningful  liability  reform  to  ensure  fair 
compensation  to  patients  with  legitimate  claims  while  eliminating 
excessive  malpractice  awards  that  lead  to  defensive  medicine. 

Join  or  renew  your  membership  in  the  AAAA  today  — 


call  800  AMA-321 1 


American  Medical  Association 


Physicians  dedicated  to  the  health  of  America 


1847  • 1997 


Deaths 


Ellis  Edwin  Fair,  MD 
1915  - 1996 

Ellis  E.  Fair,  MD,  former  Ponca  City  resident  and  founder 
of  the  Edwin  Fair  Community  Mental  Health  Center,  died 
October  21,1 996,  at  his  home  in  Perry.  Dr.  Fair  was  born  in 
llodgen,  Okla.,  and  was  graduated  from  the  University  of 
Oklahoma  School  of  Medicine  in  1 94 1 . 1 le  completed  a three- 
year  fellowship  in  surgery  at  the  Mayo  C'linic,  where  he  worked 
on  staff  for  one  year,  lie  then  returned  to  Oklahoma  City  to 
establish  a private  practice.  Dr.  Fair  entered  the  U.S.  Air  Force 
in  1953  and  after  leaving  the  service  completed  a three-year 
residency  in  psychiatry.  He  was  named  an  osma  Life  Mem- 
ber in  19X6. 

Davis  Dixon  Kieffer,  MD 
1913  - 191 1 

The  Journal  was  informed  recently  that  Life  Member  Davis 
D.  Kieffer,  MD,  of  Bartlesville  died  August  27,  1995.  A spe- 
cialist in  occupational  medicine.  Dr.  Kieffer  earned  his  medical 
degree  in  1938  at  the  Louisville  (Ky.)  School  of  Medicine. 
He  served  as  a member  of  the  AMA’s  Council  on  Occupa- 
tional Health,  and  in  1972,  as  medical  director  of  Phillips 
Petroleum  Company,  was  named  Physician  of  the  Year  by 
the  President’s  Committee  on  Employment  of  the  Handi- 
capped. The  award  is  co-sponsored  by  the  ama.  Dr.  Kieffer 
was  named  an  OSMA  Life  Member  in  1982. 

William  Nathan  Oxley,  MD 
1918  - 1996 

William  N.  Oxley,  MD,  longtime  Guymon  physician,  died 
October  22  in  Amarillo,  Texas.  He  was  a native  of  Cleo  Springs, 
Okla.,  and  a graduate  of  the  University  of  Oklahoma  School 
of  Medicine.  He  established  his  family  practice  in  Texho- 
ma,  Okla.,  in  1947,  moving  to  Guymon  in  1952.  He  later 
practiced  in  Oklahoma  City  for  a short  time  before  return- 
ing to  Guymon  in  I960,  when  he  built  the  Oxley  Clinic. 


Cole  Dilling  Pittman,  MD 
1908- 1995 

I he  Journal  learned  recently  of  the  April  4,  1995,  death  of 
Dr.  Cole  D.  Pittman.  Dr.  Pittman,  an  osma  Life  Member, 
had  an  otolaryngology  and  ophthalmology  practice  in  Bar- 
tlesville for  a number  of  years.  He  earned  his  medical  de- 
gree at  the  University  ofTennessee  in  1 933.  Dr.  Pittman  served 
on  active  duty  with  the  U.S.  Army  during  World  War  II,  at- 
taining the  rank  of  lieutenant  colonel.  His  tours  of  duty  took 
him  to  Alaska,  South  America,  Africa,  and  the  Middle  East. 

Jesse  Day  Shipp,  MD 
1910  - 1996 

Jesse  D.  Shipp,  MD,  a 1933  graduate  of  the  University  of 
Oklahoma  School  of  Medicine,  died  October  28,  1996,  in 
Las  Cruces,  N.M.  A retired  surgeon.  Dr.  Shipp  practiced  in 
Tulsa  for  many  years  after  completing  an  internship  in  St. 
Louis  and  residencies  in  both  St.  Louis  and  Tulsa.  During 
World  War  II  he  served  on  active  duty  with  the  U.S.  Army 
for  almost  four  years. 

Walter  Wicker,  Jr.,  MD 
1919  - 1996 

Walter  Wicker,  Jr.,  MD,  a native  of  (jwen.  Miss.,  died  Octo- 
ber 1 1,  1996,  in  Lawton.  He  was  a 1943  graduate  of  the 
University  of  Arkansas  School  of  Medicine  and  completed 
his  internship  at  St.  Anthony  Hospital  in  Oklahoma  City.  He 
completed  his  residency  in  Oklahoma  City  as  well  and  had 
a family  practice  in  Lawton  from  1947  to  1980.  He  enlisted 
in  the  U.S.  Army  in  1944,  earning  a Bronze  Star  before  his 
discharge  in  1946.  From  1946  until  his  death.  Dr.  Wicker 
was  a member  of  the  Oklahoma  State  Board  of  Medical 
Examiners.  He  was  a fellow  of  the  American  Academy  of 
Family  Physicians  and  was  awarded  a Life  Membership  in 
OSMA  in  1989.  I 
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PHYSICIANS:  ED  wants  full  and  part-time  physicians.  10,000  annual 
volume,  30  minutes  from  OKC,  good  support  staff.  ACES  required,  AXES 
recommended.  Contact:  ED  Medical  Director,  405-282-6700  x245. 


GASTROENTEROLOGIST,  PEDIATRICIAN,  PSYCHIATRIST  and 
COUNSELOR  wanted  for  Southern  Plains  Medical  Center,  35  physician 
multispecialty  group  in  Chickasha  OK.  Located  35  miles  southwest  of 
Oklahoma  City  on  Interstate  44,  family  oriented  college  community  of 
17,000  with  service  area  of  1 10,000  people.  Outstanding  medical  center 
with  ambulatory  surgery  center.  1 56-bed  hospital  next  door.  Excellent  guar- 
antee and  benefits.  Contact  Jeanie  Bledsoe,  2222  Iowa,  Chickasha  OK,  405- 
222-9583  or  405-224-5507. 
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Caring  for... 


Oklahoma 
* City 


■M  AMERICA’S  HEROES 


The  Oklahoma  City  Veteran’s  Administration  Medical  Center 
is  seeking  clinicians  for  work  in  a Primary  Care  clinic  setting. 
Work  is  in  a multispecialty,  outpatient  clinic  environment  with 
dedicated  nursing  and  administrative  staff.  The  VA  Hospital  is 
closely  affiliated  with  the  University  of  Oklahoma  Medical  School 
and  is  located  in  the  University  of  Oklahoma  Health  Sciences 
Center.  Clinicians  are  part  of  an  interdisciplinary  primary  care 
team.  No  call  is  required,  opportunities  to  work  on  computers  and 
utilize  electronic  medical  records  available.  Openings  are  also 
available  in  an  emergency  room/urgent  care  clinic  setting.  This 
setting  encompasses  an  eight  bed  ER  that  accepts  minor  trauma 
patients  and  walk-in  urgent  care  patients.  Salary  commensurate 
with  qualifications  and  years  of  experience.  40-50  hours  per 
week.  Benefits  are  26  days  of  paid  vacation  per  year,  1 0 paid  fed- 
eral holidays,  opportunities  for  military  leave,  paid  continuing 
medical  education,  TSP,  inexpensive  health  and  life  insurance. 
Physicians  should  be  board  certified/board  eligible.  Certification 
required  for  P.A.’s  and  nurse  practitioners. 

To  learn  more  about  our  program  call  or  send  your  curriculum 
vitae  to:  Jim  Habas,  Personnel  Specialist,  Oklahoma  City  VAMC, 
921  N.E.  13th  St.,  Oklahoma  City,  OK  73104,  (405)  270-5127. 
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Do  not  wait  for  little  matters  to  become  big  problems. 

For  assistance  with 

Civil  / Medical  Defense, 
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Call: 

Farzaneh  Law  Firm,  P.C. 
Tel:  (405)^USA-1LAW 
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SOUTHERN  PLAINS  MEDICAL  CENTER 

A Multi-Specialty  Clinic  & Outpatient  Surgery  Center 
A ACCREDITED  — ACCREDITATION  ASSOCIATION  FOR  AMBULATORY  HEALTH  CARE,  INC. 


FAMILY  PRACTICE 
222-9550 

J W McDoniel  M D 
J O Wood  Jr  M D 

INTERNAL  MEDICINE 
222-9510 
D L Slehr.  M D 
Don  R Hess  M D 
R L Jenkins.  M D 
R C Talley  M D 
Thomas  W Esse*  D O 
H Stan  Wood,  D O 
Ralph  Kauley  P A 
David  Ward  P A ,C 

CARDIOLOGY 

222-9510 

Joe  T Bledsoe  M D 

GASTROENTEROLOGY 
222-9510 
C K Su  M D 

PEDIATRICS 
222-9500 
E Ron  Orr.  M D 
J E Freed  M D 
Pilar  Escobar,  M D 
Fernando  A Fernandez  M D 


OBSTETRICS  AND 
GYNECOLOGY 
222-9550 

Alan  J Weedn  M D 
Ernest  W Archer,  M D 

GYNECOLOGY 

222-9550 

Nancy  W Dever  M D 

THORACIC  & VASCULAR 
SURGERY 
222-9560 
Jim  G Mellon,  D O 

GENERAL  & VASCULAR 
SURGERY 
222-9560 

Linda  M Johnson  M D 
Virginia  L Harr,  M D 
John  T Gregg  M D 
Jim  G Mellon,  D O 
John  Hurd.  P A -C 

ophthalmology 

222-9530 

John  R Gearhart.  M D 


ANESTHESIOLOGY 
222-9520 
Gideon  Lau.  M D 
M M Vaidya,  M D 
Kenneth  Priest.  M D 

OUlCKCARE  AND 
OCCUPATIONAL  MEDICINE 
222-9560 
C R Gibson.  M D 
D F Haslam,  M D 

UROLOGY 

222-9520 

Joseph  M McClintock  M D 

ORTHOPEDIC  SURGERY 
222-9520 

J E Winslow.  Jr . M D 
Robert  C Lesher  M D 

OTORHINOLARYNGOLOGY 
Gregg  S Govell.  M D 

PSYCHIATRY 
222-9540 
Boyd  K Lesler 


RADIOLOGY 
224-8111 
T J Williams,  M D 

SPEECH  PATHOLOGY 
222-9540 

Collette  Ellis.  M Ed  , C C C 
Debrah  A Morris,  M S . C C.C 
Kaysi  Edmonds,  M Ed  , C C C 
Elizabeth  Hall,  M Ed  , C F Y 

DERMATOLOGY 

222-9530 

Linda  A Reinhardt,  M D 

ALLERGY 
222-9570 
R E Herndon  M D 

PHYSICAL  MEDICINE 
& REHABILITATION 
222-9520 
K M Vaidya.  M D 


ONCOLOGY  (Part-time) 
222-9560 
R G Ganick,  M D 
L M Bowen,  M D 

ANCILLARY  SERVICES 
224-8111 

• Ambulatory  Surgery 

• Laboratory 

• Radiology 

Ultrasound 
Mammography 
Magnetic  Resonance 
Imaging  (MRI) 

• EKG/Stress  Testing 

• Physical  Therapy 

• Chemotherapy 

ADMINISTRATION 

224-8111 

Daniel  N Vaughan 
Pamela  J Nix 
Charles  B Powell,  Jr 


NEUROLOGYiNEUROSURGERY 
(Part-time)  222-9520 
Robert  J Tyndall.  M D 
R E Woosley,  M D 
Slepen  Cagle.  M D 
Robert  Tyndall,  M D 


EVENING  AND  SATURDAY  HOURS  FOR  PEDIATRICS 
AMBULATORY  SURGERY  (SAME  DAY  IN  — OUT  SURGERY) 

MAIN  CLINIC  — 2222  W.  IOWA  — CHICKASHA  — 224-81 1 1 

If  No  Answer  Call  224-2300  Call  Toll  Free  For  An  Appointment  1 -800-522-3966 


/ 
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OklaKoma  Hand  Surgery  Center 

REGD  TM 

Surgery  of  the  Hand  and  Upper  Extremity 


• Arthroscopic  Surgery 

• Congenital  Deformities 

• Fractures/Dislocations 

• Joint  Replacement 

• Microsurgery 

• Peripheral  Nerve  Entrapment 


• Rheumatoid  Arthritis 

• Sports  Injuries 

• Tendon  Repair 

• Wrist  Instability 

• Worker’s  Compensation 
Injuries 


Carlos  A.  Garcia-Moral,  M.D. 

Kenneth  A.  Hieke,  M.D. 

Robert  S.  Unsell,  M.D. 

(405)945-4850  • Fax  (405)  945-4391 

3300  NW  56th  Street  Suite  200  Oklahoma  City  Oklahoma  73112-4401 


\ 
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[;m  ORTHOPAEDIC  RECONSTRUCTIVE  CENTER 

m \ 1044  S.W.  44th  Sixth  Floor  Oklahoma  City,  OK  73109 

Phone  405/ 631-4263  Fax  405/ 631-1767 


Providing  Comprehensive  Orthopaedic 

& 

Reconstructive  Services 


ORTHOPAEDIC  SURGERY 


SPINE  SURGERY 
HAND  SURGERY 
PLASTIC  SURGERY 
RHEUMATOLOGY 
SPORTS  MEDICINE 


HOUSHANG  SERADGE,  MD,  FICS* 
MEHDI  N.  ADHAM,  MD,  FACS** 
CHRIS  CODDING,  MD*** 
WINFRED  PARKER,  PA 


*DipIomate:  American  Board  of  Orthopaedic 
Surgery,  Certified;  OrthopaedicSurgery, 
Hand  Surgery  Fellow;  AAOS,  ASSH,  AAHS 


**  Board  certified  Plastic  Surgery  ‘“Board  certified  in 
Member:  American  Society  Of  Internal  Medicine 

Plastic  & Reconstructive  Surgeons 


Specializing  in  the  diagnosis  and  treatment 

of  asthma  and  other  allergic  diseases  in 
adults  and  children. 

^ Founded  1925  ^ ^ ^ 

MAILING  ADDRESS:  PO.  Box  26827,  Oklahoma  City,  OK  73126 

CENTRAL  OFFICE 

Robert  S.  Ellis,  MDf 

750  Northeast  1 3th  Street 

Lyle  W.  Burroughs,  MD|° 

Near  the  Oklahoma  Health  Center 

Charles  D.  Haunschild,  MDt° 

(2  Blocks  East  of  Lincoln  Blvd.) 

James  H.  Wells,  MDf* 

Oklahoma  City,  Oklahoma 

John  R.  Bozalis,  MD,  t* 

(405)  235-0040 

Warren  V.  Filley,  MD,  t* 
James  R.  Claflin,  MD|° 

MERCY  OFFICE 

Patricia  1.  Overhulser,  MDf° 

The  Plaza  Physicians  Building 
4140  W.  Memorial  Road.  Suite  115 

Dean  A.  Atkinson,  MDf* 

Oklahoma  City,  Oklahoma 

Senior  Consultant: 

(405)  235-0040 

George  L,  Winn.  MDt 

SOUTH  OFFICE 

Southwest  Medical  Tower 
1044  S.W.  44th  St.,  Suite  210 

Oklahoma  City,  Oklahoma 

t Diplomate  American  Board  ol  Allergy  and  Immunology 

(405)  235-0040 

■ Diplomate  American  Board  ol  Internal  Medicine 
“ Diplomate  American  Board  of  Pediatrics 

NORMAN  OFFICE 

950  North  Porter,  Suite  101 

Executive  Director: 

Norman,  Oklahoma 

G.  Keith  Montgomery,  MHA 

(405)  235-0040 

4sa 


J Okla  State  Med  Assoc,  Vol  89,  December  1996 


PROFESSIONAL  DIRECTORY 

Ai  I FPftv  B ENDOCRINOLOGY 


JAMES  A MURRAY,  MD.  INC 
Diagnosis  and  Treatnnent  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomats  Amencan  Board  of  Allergy  and  Immunology 
Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  (918)  492  0484 

Tulsa,  Oklahoma  74177 


Modhi  Gude,  MD,  MRCP(UK),  FACP,  FACE 
Diplomats,  American  Boards  of  Internal  Medicine  and 
Endocrinology,  Diabetes  and  Metabolism 
South  Office  1552  S W 44th,  OKC,  OK  73119;  Phone  405-681-1100 
North  Office  6001  N W 120th  Ct  #6,  OKC,  OK  73163,  Phone  405-728-7329 
Praclice  limited  to  ENDOCRINOLOGY,  DIABETES,  THYROID 
Special  Procedures  Diagnostic  Fine  Needle  Thyroid  Aspiration 
Diagnostic  Endocrine  and  Metabolic  Protocols 
Radioimmunoassay  of  Hormones 
1-131  Therapy  for  Hyperthyroidism  and  Thyroid  Cancer 
Bone  Densitometry  for  Early  Detection  of  Osteoporosis 


GYNECOLOGIC  ONCOLOGY 


Deaconess  Medical  Offices 

NORTHWEST  ALLERGY  CLINIC,  INC 


Gynecologic  Oncology  & Pelvic  Surgery 
JEFFREY  J SMITH,  MD,  FACOG,  FACS 


John  L Davis,  M D 
5701  N Ponland,  Suite  301 
Oklahoma  City,  Oklahoma  73112 
405  949-6484 


Certified,  American  Boards  of 
Gynecologic  Oncology  & OB/GYN 


OKLAHOMA  ALLERGY  & ASTHMA  CLINIC,  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Diseases 


Robert  S Ellis,  MD  t* 

Lyle  W Burroughs,  MDt° 
Charles  D Haunschild,  MDT° 
James  H Wells,  MDt* 

John  R Bozalis,  MDt* 


Warren  V Filley,  MDt* 
James  R Claflin,  MDt* 
Patncia  I Ovemulser,  MDt* 
Dean  A Atkinson  MDt* 


Senior  Counsultant  George  L Winn,  MDt 


tDiplomate  American  Board  of  Allergy  and  Immunology 
*Diplomate  Amencan  Board  of  Internal  Medicine 
*Diplomate  American  Board  of  Pediatrics 


Southwest 

Central  Office  Medical  T ower 

750  NE  13th  St.  1044  SW  44th  St 

Okla  City,  OK  73104  Suite  210 
405-235-0040  405-235-0040 


The  Plaza 
Physicians  Building 
4140  W Memonal  Road 
Suite  115 
405-235-0040 


Norman  Office 
950  N Porter 
Suite  101 
405-235-0040 


711  Stanton  L Young  Blvd  #706 
Oklahoma  City,  Oklahoma  73104 
271-3200 


OPHTHALMOLOGY 


JAMES  B MILLS,  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON,  MD  232-5543 

Lacnmal  Surgery,  Dacryocystorhinostomy,  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  N W 1 1 th  Street  • Oklahoma  City  73 1 03 


ORTHOPEDICS 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

MD 
MD 
MD 
MD 
MD 

CARDIOVASCULAR  DISEASES 
Cardiac  cathetenzation  and  Peripheral  Angiography 
Coronary  and  Peripheral  Angioplasty,  Stents,  and  Antherectomy 
Diagnostic  Stress  Testing  — Treadmill,  Echo,  and  Nuclear  Imaging 
Electrophysiology,  Pacemaker,  AlCD  Diagnostic  Vascular  Lab 
BAPTIST  MEDICAL  PLAZA 

3433  Northwest  56th,  Suite  400,  Okla  City,  Okla  73112  * 947-3341 
PLAZA  PHYSICIANS  TOWER 

4140  W Memorial  Rd  , Suite  613,  Okla.  City.  Okla  73120  • 945-3155 


Galen  P Robbins,  MD 
William  S Myers.  MD 
William  J.  Fors,  MD 
Charles  F Bethea.  MD 
Fred  E Lybrand.  MD 


Mel  Clark.  MD 
Jerome  L Anderson,  MD 
Santosh  T Prabhu.  MD* 


Richard  T Lane, 
Gary  Worcester. 
Jerry  L Rhodes, 
Steven  J,  Reiter, 
Matt  Wong, 


DERMATOLOGY 


ROBERT  ALLAN  BREEDLOVE.  MD.  FAAD 
Special  Interest  in  Skin  Surgery 
Medicare.  BC&BS.  State  PPO  Accepted 
Ponca  City  Stillwater  Shawnee 

1-800-383-7546 


SKIN  & SKIN  CANCER  CENTER,  INC. 


S Fulton  Tompkins,  M D 
John  F Tompkins.  M D 
Charles  E Bryant.  M.D. 

Baptist  Medical  Plaza  - Building  A 3435  N W 56th  Street  - Suite  404 
Oklahoma  City.  Oklahoma  73112  (405)  945-4242 

Diplomates  American  Board  of  Orthopaedic  Surgery 


HOUSEHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S W 44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 


M.  Denise  Wiley.  MD 
Laser  Surgery  and  Dermatology 
Diplomate  American  Board  of  Dermatology 

Clinic  Building  South  of  Baptist  Hospital 

3434  N W 56.  Oklahoma  City  (405)  946-5678 


REGIONAL  PSORIASIS  HEALING  CENTER 
Steven  A.  Smith,  M.D.,  F.A.C,P, 

Diplomate  American  Board  of  Dermatology 
5801  E.  41st  St..  Suite  220  (918)  664-9881 

Tulsa.  OK  74135 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O.  SMITH,  JR.,  MD.  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
Certified  - American  Board  of  Otolaryngology 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 
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PEDIATRIC  SURGERY 


SURGERY,  CARDIOVASCULAR  & THORACIC 


WM.  P.  TUNELL,  MD*  DAVID  W.  TUGGLE,  MD* 

P,  CAMERON  MANTOR,  MD 

940  NE  13th  Street,  Oklahoma  City,  Oklahoma  73104 
Office.  405-271-4536  After  hours:  405-523-6739  (then  enter  your  phone  no.) 

•American  Board  of  Surgery  — Special  Qualification  in  Pediatric  Surgery 


PSYCHIATRY 


LARRY  PRATER,  MD 
Psychiatry 

Suite  310  Classen  Professional  Bldg.  232-5453 

1110  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 


PULMONARY  DISEASE 


NORMAN  K.  IMES,  MD 


JAMES  E,  CHEATHAM,  JR,,  M.D,,  F.A.C.S. 

3435  NW  56th,  #900 
OKLAHOMA  CITY,  OK  731 1 2 
(405)  945-4455 

CARDIOVASCULAR  SURGERY  • THORACIC  SURGERY  • VASCULAR  SURGERY 


SURGERY,  HAND 


GHAZI  M,  RAYAN,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Board  of  Certified  Hand  Surgery 
Orthopaedics,  Upper  Extremity,  Hand  & Microsurgery 
3366  NW  EXPWY,  Suite  700  Oklahoma  City,  OK  73112  (405)  945-4888 


HOUSHANG  SERADGE,  MD,  FICS 
Diplomate  American  Board  of  Orthopaedic  Surgery 
Hand  and  Reconstructive  Microsurgery 

1044  S.W,  44th  Street,  Suite  620 
Oklahoma  City,  Oklahoma  73109 
Phone  (405)  631-4263  631-HAND 


Diplomate  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Oonsultant  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 
Sleep  Medicine 


3330  N.W.  56th  Street,  Suite  212 

Oklahoma  City,  Oklahoma  73112 


(405)  947-3345 


OSTEOPOROSIS 


EDUCATION  AND  AWARENESS 
EARLY  DETECTION  AND  DIAGNOSIS 


DIAGNOSTICA 

OSTEOPOROSIS  CENTER 


2626  EAST  21  ST  STREET,  SUITE  3 
TULSA,  OKLAHOMA  741  14 
(918)  749-1404 


APPOINTMENTS  MONDAY-FRIDAY  10-4 
WEDNESDAY  EVENINGS  5-9 


UROLOGY 


A de  QUEVEDO,  MD.  Inc. 

Diplomate  of  the  Americah  Board  of  Urology 
Suite  606  1211  N Shartel 

Oklahoma  City.  Oklahoma  73103  232-1333 


VASCULAR 


THOMAS  L.  WHITSETT,  M.D..  Professor  of  Medicine  & Pharmacology 
Director,  Vascular  Medicine  Program 
Venous,  vasospastic,  thomboembolic.  lymphatic  disorders 
271-3119/271-2619  FAX 
Complete  Non-Invasive  Vascular  Lab  271-5996 

M,  ALEXJACOCKS.  M.D  , Professor  of  Surgery 
American  Board  of  Surgery  Certified  in  Vascular  Surgery 
271-8096/271-3919  FAX 

TIM  TYTLE,  M.D.,  Chief.  Vascular  and  Interventional  Radiology 
Professor  of  Radiology 
Thrombolysis,  angioplasty,  stents 
271-5125/271-4386  FAX 


Professional  directory  listings  are  available  to  OSMA  members. 
They  are  sold  in  vertical  increments  of  one-half  inch  at  the 
rate  of  $60  per  half  inch  per  year. 
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GREETINGS  TO  YOU  THIS  HOLIDAY  SEASON 

FROM 

THESE  MEMBERS  OF  THE  OKLAHOMA 
STATE  MEDICAL  ASSOCIATION  ALLIANCE 
THROUGH  A DONATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 


Barbara  Jett 

Doris  Edge 

Dianne  Cooke 

Joan  Cobble 

Linda  Leemaster 

Sherry  Strebel 

Mary  Robideaux 

“K”  Caldwell 

Linda  Stewart 

Pat  Jenkins 

Linda  Ruefer 

Karen  Mask 

Mary  Hoff 

Camille  Harrison 

Debbie  Glasgow 

Leslie  Samara 

Cheryl  Baker 

Judy  Critchfield 

Maggie  Hubner 

Mary  Ann  Couch 

Betty  Honea 

Sandra  Breipohl 

Andrea  Jones 

Mary  Ellen  Tallerico 

Becky  Gregg 

Abby  King 

I heard  the  bells  on  Christmas  Day 
Their  old,  familiar  carols  play, 
And  wild  and  sweet 
The  word  repeat 

Of  peace  on  earth,  good-will  to  men! 

Henry  Wadsworth  Longfellow 
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The  Last  Word 


■ With  the  recent  resignation  of  two  long-time  staff  mem- 
bers, OSMA  has  lost  more  than  two  decades  of  experience 
and  dedication. 

Debbie  Thurmond  who  had  been  with  the  OSMA  for  1 3 
years  and  was  the  senior  administrative  assistant  on  staff, 
resigned  to  accept  a similar  administrative  position  with  an 
Edmond  church.  During  her  tenure  at  OSMA,  Ms.  Thurmond 
worked  as  assistant  to  OSMA  Legal  Counsel  Ed  Kelsay  and 
later  as  assistant  to  Executive  Director  Mike  Sulzycki.  Much 
of  her  work  for  Mr.  Kelsay  entailed  coordination  of  PLICO 
loss  prevention  seminars.  Later  she  coordinated  OSMA’s  CME 
programs. 

Bobbie  Brown,  administrative  assistant  and  staff  liaison  to 
OSMA  lobbyists  for  eight  years  and  also  treasurer  of  OMPAC, 
recently  submitted  her  resignation  as  well.  Prior  to  joining 
OSMA,  Ms.  Brown  worked  at  the  State  Capitol.  She  will  be 
returning  there  this  month,  having  accepted  a post  as  assis- 
tant to  newly  elected  Tulsa  Republican  State  Senator  Jim  Wil- 
liamson. 

■ Oklahoma  primary  care  physicians  are  urged  to  com- 
plete the  “Oklahoma  Child  Health  Primary  Care  Assessment” 
Provider  Survey  they  should  have  received  recently.  Admit- 
tedly long,  the  survey  nonetheless  will  provide  valuable  in- 
formation to  the  Oklahoma  State  Department  of  Health.  Phy- 
sicians who  need  an  additional  copy  of  the  provider  survey 
form  should  call  Edd  D.  Rhoades,  Jr.,  MD,  at  OSDH,  405- 
271-4477. 

■ The  health  care  legislation  recently  signed  by  Presi- 
dent Clinton  contains  strong  sanctions  for  physicians  involved 
in  false  home  health  certifications.  The  legislation  penaliz- 
es physicians  who  certify  that  an  individual  is  eligible  for 
home  health  services  if  that  physician  has  knowledge  that 
the  individual  does  not  qualify  for  home  care.  Currently  a 
Medicare  patient  cannot  receive  home  care  benefits  without 
physician  certification  of  the  need  for  skilled  care  and  the 
patient’s  homebound  status.  The  legislation  penalizes  phy- 
sicians making  invalid  certifications  the  greater  of  $5,000.00 
or  three  times  the  amount  of  Medicare  payments  made  on 
behalf  of  the  ineligible  patients.  Home  care  is  the  most  rap- 
idly expanding  element  of  the  Medicare  program. 

■ The  Oklahoma  Medical  PoliticalAction  Committee  (OM- 
PAC) was  pleased  with  last  month’s  election  results.  OMPAC 
and  the  American  Medical  PoliticalAction  Committee  (ampac) 
supported  all  seven  winning  members  of  the  Oklahoma  Con- 
gressional Delegation:  Senator  Inhofe  and  Representatives 
Coburn,  Lucas,  Watkins,  Istook,  Largent,  and  Watts.  In  state 
races,  OMPAC  supported  57  winning  candidates  and  only  four 


who  lost.  The  OMPAC  Board  of  Directors  took  an  objective, 
non-partisan  approach  in  deciding  which  candidates  to  sup- 
port. Incumbents’  voting  records  were  carefully  analyzed  to 
determine  the  extent  of  support  on  issues  of  importance  to 
physicians  and  their  patients.  Non-incumbents  were  sent  ques- 
tionnaires to  determine  their  stands  on  medical  issues.  The 
questionnaires  were  analyzed  and  research  was  done  to  de- 
termine if  a candidate  had  a reasonable  chance  of  winning. 
Party  affiliation  was  not  a factor  in  OMPAC’s  decisions. 

■ The  OSMA  office  has  received  numerous  calls  recently 
asking  if  a new  state  law  requires  those  who  assist  physi- 
cians in  their  offices  be  registered.  There  is  no  state  or  fed- 
eral law  that  required  medical  assistants  to  be  registered 
certified  or  licensed  by  November  1,  1996.  The  law  that 
went  into  effect  last  month  applies  only  to  several  catego- 
ries of  nurses  and  specific  unlicensed  individuals  who  assist 
nurses  and  work  in  acute  care  settings.  The  law  does  not 
apply  to  medical  assistants  working  in  doctors’  offices  or 
clinics.  Should  any  “clean  up”  language  in  SB  537  be  nec- 
essary, the  OSMA  Council  on  State  Legislation  and  Regula- 
tion is  prepared  to  act. 

■ John  G.  Campbell,  MD,Tulsa,  is  among  55  Otolaryngol-  ' 
ogists  to  receive  the  American  Academy  of  Otolaryngolo- 
gy-Head and  Neck  Surgery’s  prestigious  Honor  Award.  The 
award  was  presented  earlier  this  fall  at  the  1 00th  Annual  Meet-  ' 
ing  of  the  American  Academy  of  Otolaryngology-Head  and 
Neck  Surgery  Foundation.  Founded  in  1934,  the  award  rec- 
ognizes those  who  have  contributed  service  to  the  academy 
with  presentation  of  an  instruction  course  or  scientific  pa- 
per or  participation  on  a continuing  education  committee  or 
faculty.  With  the  inclusion  of  the  1996  recipients,  more  than 
235  academy  members  have  now  received  the  Honor  Award. 
The  academy  has  a membership  of  approximately  10,000 
physicians  nationwide. 

■ The  Oklahoma  County  Medical  Society  (OCMS)  and  J 

Tulsa  County  Medical  Society  (TCMS)  recently  elected  of-  i 
ficers  who  will  take  office  next  month.  j 

In  Oklahoma  County,  J.  Christopher  Carey,  MD,  will  I 
succeed  John  R.  Bozalis,  MD,  as  president.  Robert  L.  Wil- 
son, MD,  is  president-elect,  Stephen  K.  Cagle,  MD,  is  vice- 
president,  and  Vadakepat  Ramgopal,  MD,  is  secretary-trea- 
surer. 

In  Tulsa  County,  Michael  B.  Clendenin,  MD,  succeeds  i 
W.  Frank  Phelps,  MD,  as  president.  William  A.  GetTen,  MD,  ' 
is  president-elect,  and  C.  Wallace  Hooser,  MD,  is  vice-pres- 
ident. The  TCMS  board  will  elect  a secretary-treasurer,  ij 
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Quality  Managed  Health 


A physician  owned  and  directed 
Managed  Care  Organization 


By  Joining  PROklahoma  You  Have  an  Opportunity 


To  maintain 

To  provide 
To  prevent 
To  assure 


the  traditional  relationship  between  the  patient  and  physician  with 
mutual  responsibility  to  each  other. 

the  highest  quality  medical  care  at  an  affordable  cost. 

further  fragmentation  of  the  health  care  system. 

that  health  policy  and  the  delivery  of  health  care  stay  in  the  hands  of 
physicians  and  their  patients. 


To  establish  a cost-effective  administrative  system,  keeping  more  dollars  for  health 
care. 

To  keep  the  premiums  normally  distributed  to  non-medical  entrepreneurs  to 

provide  benefits  for  the  participants. 


To  establish  a Managed  Care  Plan  that  any  good  physician  who  is  a member  of  the 
Oklahoma  State  Medical  Association  can  join,  and  one  in  which  any 
patient  may  exercise  his  or  her  choice  of  physician. 


Almost  a thousand  members  of  The  Oklahoma  State 
Medical  Association  are  "PROklahoma". 

They  will  have  a say  about  the  future  of  health  care  in  Oklahoma. 

PROklahoma  Stock  and  membership  in  the  Oklahoma  Physicians  Network 

available  for  a limited  time. 


For  your  stake  in  the  future  of  Oklahoma  health  care  contact: 

P.O.  Box  25127 

Oklahoma  City,  Oklahoma  73125 
(405)  521-8253  Fax  (405)  528-3412 

LIBRARV 

JAN  0 7 W7 


_|R®Jd^oma’ 

Quality  Managed  Health  Care 


N.Y.  Academy  of  Medicine 


The  Things  That  Make  PLICO  Health 

DIFFERENT 

Are  The  Things  That  Make  PLICO  Health 
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Choosing  Health  insurance  for 
yourself,  your  family,  and  your 
employees  is  at  best  a confusing 
and  difficult  decision.  Not  all 
health  insurance  is  the  same. 


>-  '-ij 

z;  > 

UJ  <L 

a >- 
<r  Z Z 
CJ 

— 


Z > 


PLICO  Health  offers  features  that  are  seldom  available  with  other  plan  ” 

Guaranteed  Insurability  - if  application  is  made  within  60  days  of 
Guaranteed  Renewability  - as  long  as  premium  is  paid  and  eligibility  maintained 
by  membership  in  the  OSMA,  Continued  Coverage  - coverage  continues  for 
retiring  physicians  as  long  as  they  remain  a member  of  the  OSMA,  retiring 
employees  coverage  also  continues  as  long  as  the  employee  worked  for  an  eligible 
physician  for  longer  than  7 years  and  does  not  obtain  full-time  employment 
elsewhere.  Subject  to  provisions,  there  is 
No  Monetary  Limit  to  benefits. 


With  all  these  features,  as  well  as  OSMA  ownership 
and  direction,  the  differences  are  striking. 

The  things  that  make  PLICO  Health  different 
are  the  things  that  make  PLICO  Health  better. 


For  further  information  or  appointment: 
call , write,  or  fax,  PLICO  Health 


5005  N.  Lincoln  Oklahoma  City,  Oklahoma 
RO.  Box  26727  Oklahoma  City,  Oklahoma 
73126  (405)  524-0802  Fax  (405)  528-3412 
In  Tulsa: 

(918)250-5117  Fax  (918)  250-5016 
Statewide  Toll  Free  I -800-522-92 1 9 
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THE  NEW  YORK  ACADEMY 
OF  MEDICINE 


This  BOOK 
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